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Abstract

Background: Depression is common and increasing in young people, who seem especially vulnerable, both in the probability
of developing depression, and in the resulting negative consequences across the lifespan. Unfortunately, available treatments
rarely lead to full remission and even in cases of remission relapse rates are high. Different explanatory models have been
proposed, and research indicates a multifaceted etiology. The descriptive DSM-5 has low diagnostic validity in this age-group,
especially for depressive disorders, and limited attention has been given to young people’s own experiences of becoming
depressed. Hence, there is a risk of missing clinical information that is important for the therapeutic alliance and treatment.
Objective: This study aimed to explore young people’s experiences of becoming depressed.

Method: A qualitative study was performed. Six participants with clinical depression, currently in treatment at child and
adolescent psychiatric outpatient clinics in northern Sweden were recruited. Interviews followed a semi-structured manual,
and data was analyzed with inductive qualitative content analysis.

Results: Participants described different reasons for their depression, and from their stories four categories were identified:
“Being subjected to violence”, “Suffering separation and loss”, “Feeling abandoned”, and “Feeling burdened and vulnerable”.
These categories were interpreted in the theme: “Dealing with an overwhelming life situation”.

Conclusions: The participants presented mainly stressful external and relational events preceding their depression. A
combination of overwhelming stressors, lack of support and lack of time for recovery was described. This points to the
importance of validating the narratives of young patients with depression and to offer trauma-informed treatment approaches
in mental health care.
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Introduction threefold (106). Eatly onset depression presents with

Depression is one of the most common and most
debilitating health problems of today (1). The
etiology of depression has been ascribed to a
multitude of factors and a dynamic interplay between
them. They range from genetic factors (2) to more
contextual socio-economic challenges, interpersonal
stress (3), exposure to traumatic events (4) and social
exclusion (5). Gender stereotypes and societal norms
may also contribute to the onset of depression (6-11).
Recent studies indicate that the incidence of
depression is increasing in young people (12-14).
From 2006 to 2018 self-reported mental distress in
Sweden was highest among 16-29-year-olds, an age
group that also showed the highest yearly increase of
depression (15). Among people who develop their
first depressive episode in adolescence the risk of
subsequent depressive episodes is increased

high psychiatric co-morbidity and it is related to
several negative outcomes such as substance abuse
(17), poor academic performance (18) and suicide
(19, 20).

It has been shown that the subjectively perceived
reasons for getting depressed impact how patients
manage their condition (21). The subjective
understanding of the suffering and patients’
narratives and meaning making impact both
compliance to treatment and help-seeking
behaviours (22, 23). Research has also highlighted
how adults with depression perceive their depression
onset, but less is known about young people. There
is some evidence that young people attribute their
difficulties to both negative environmental
circumstances such as traumatic experiences and
family challenges and internal factors including
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genetic factors and personality (6, 7, 9). The literature
also reports that some young individuals find it hard
to make sense of their depressive symptoms and
hence are unsure of why they became depressed (6).
The Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5) is applied as the
principal authority on psychiatric diagnoses. It has
low diagnostic validity in this age-group, especially
for depressive disorders (24-27). The DSM-5 is based
on signs and symptom criteria, it largely discounts the
etiology of depression, and it neglects the subjective
understanding of why a person gets depressed.

With this approach there is a risk of missing or
minimizing important clinical information and both
developmental and contextual factors may be crucial
for therapeutic alliance and patient validation. In this
qualitative study we wanted to make the voices of
young people with depression heard.

Aim
The aim of this study was to explore young people’s
experiences of becoming depressed.

Methods

Design

A qualitative inductive design was used, and six
individual ~ semi-structured  interviews  were
performed, transcribed verbatim and analyzed using
qualitative ~ content analysis (28, 29). The
Consolidated Criteria for Reporting Qualitative
Research (COREQ)) guided this report.

Study context

The study was conducted with young people with
major depressive disorder according to the DSM-5,
who participated in a multi-center randomized
controlled trial (RCT) that is conducted at child and
adolescent psychiatric outpatient clinics and youth
clinics in two county councils in northern Sweden.
The RCT is investigating the relative effectiveness in
treating depression with a novel intervention called
Training for Awareness Resilience and Action
(TARA) compared to standard treatment in a 1:1
allocation ratio. Only participants who were allocated
to standard treatment were included in this
qualitative  sub-study. Interviewed participants
received treatment mainly with selective serotonin
reuptake inhibitors, CBT, and/or psychoeducation.
The details of the RCT are fully outlined in the open-
access-published trial-protocol (30) as well as in the
study pre-registration on clinicaltrials.gov (NCT-
registration identifier: NCT04747340).

Participants

Purposive sampling was chosen to reach participants
willing to share their experiences. Four females and
two males, aged 17-18 (median 17) years, with clinical
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depression were recruited from the standard
treatment arm in the RCT. At the time, n = 19
participants were enrolled. All the approached
individuals consented to be interviewed and all of
them completed the interviews.

Procedure and data collection

Interviews were conducted by JO in February and
Mars 2023. A semi-structured interview guide with
open-ended questions was used. For example,
questions like “Why did you think that you got
depressed?”, “How has your mood developed over
time and what do you think the reasons arer”, and
“What is your experience of the treatment you have
been offered?” were asked. To encourage
participants to develop their stories, follow-up
questions were asked. The focus was to explore
young people’s subjective understanding of why they
got depressed.

The interviews were conducted over a secure online
video platform and lasted for 38-58 min (median
time 48 min). Interviews were audio recorded and
transcribed verbatim by a professional transcriber.
No repeat interviews were carried out and transcripts
were not returned to participants for comments or
corrections.

Analysis

The interviews were analyzed with inductive
qualitative content analysis (28). Transcripts were
first read several times separately by LR and JO to
familiarize with the text and ensure that the
interviews had been correctly transcribed. The
material was then discussed to get an overall view of
the data. Data was then divided into meaning units
relevant to the aim of the study. Material derived
from answers to leading questions and nonsense
utterances was discarded at this stage. The meaning
units were then condensed and labelled with codes
by LR and JO. All authors then sorted the codes into
groups according to their variations, similarities, and
differences to create categories and subcategories.
For example, codes such as “Not a huge stress, but
an insecurity” and “Happy, lots of energy, talking,
until my brother got sick and died” were grouped
together with similar codes to form the subcategory
“Loosing safety and important relationships”, which
was abstracted in the category “Suffering separation
and loss”, which was interpreted in the main theme
“Dealing with an overwhelming life situation”. Data
was interpreted in a main theme to desctibe the
connection  between  the  categories  and
subcategories. The analysis resulted in nine
subcategories, which were abstracted into four
categories and interpreted in a theme, all presented in
Table 1. The authors met regularly to discuss their
interpretations, challenge assumptions, and reflect on



TABLE 1. Theme, categories and subcategories describing the participants experiences of becoming depressed.

Subcategories
Living in a threatening home environment
Being bullied and abused

Losing safety and important relationships
Being limited by health problems

Lacking support from parents
Being invalidated by professionals

Having too much responsibility for others
Feeling pressure to do well in school
Feeling lonely, inadequate, and fragile

Categories
Being subjected to violence

Suffering separation and loss

Theme

Dealing with an
overwhelming
life situation

Feeling abandoned

Feeling burdened and vulnerable

the analysis as well as the result in relation to the
original data. The result was revised several times.
All authors agreed upon the final structure.
Participant validation was not undertaken. The
analytic work was thus carried out through reflective
dialogues and negotiation between the six authors.
EE, MS, JM and EH all had experience of working
in mental health care. They and LR had experience
of conducting qualitative research in this area. EH
was PI for the RCT from which participants were
recruited and she developed the intervention tested
in it. None of the researchers had any ongoing or
previous clinical/other established relationship to
any participant. The only information given to
participants about the interviewer was his name and
profession.

E'thical considerations

Ethical approval was obtained from the national
ethical review board (D.nr 2020-05734 and 2021-
06418-02) and participants had provided specific
written informed consent for this sub-study when
they consented to participate in RCT-study.

Selected participants were contacted over the phone
to receive more detailed information about the
present study. Participation was voluntary and
participants free to terminate the
interview/study at any time point.

were

Results

Here follows an elaboration of the results presented
in text, and codes are compared within and across
categories/subcategories. Quotations are included to
illustrate subcategories and support analytical claims.
The quotations have been translated from Swedish
to English [translator’s clarifications are bracketed)].

Dealing with an overwhelming life situation

Participants  described a gradual buildup of
depressive symptoms during long periods of stress.
It was said that — “If was just too much”. Participants
identified a multitude of factors as contributing to
their depression rather that a single
Participants described experiences of being subjected

cause.
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to violence, suffering from separation and loss,
feelings of being abandoned by family, school and
health care, and feelings of being burdened and
vulnerable. Taken together, participants appeared to
be dealing with an overwhelming life situation.

Being subjected to violence

Participants described experiences of being subjected
to physical, psychological and sexual violence and
stated that this was a major driver of their depressive
symptoms. Participants’ experiences of violence had
occurtred in their home, in school, in relations with
adults and with people of their own age.

Living in a threatening home environment

Participants experienced ongoing or previous
domestic violence, including parental assaults
directed to the participants themselves, the other
patrent and/or siblings.

“And he [the father] just kept hitting and bitting. My

sister screamed at him to stop. Then he stopped, and 1

ran upstairs. He had a key ring which be threw at me
while I ran up the stairs.” (P6)

Participants described that aggressive parents had
made them feel anxious and on guard, even at times
when the parent was in a good mood. Participants
also described their parents as authoritarian and
having rigid rules, which could lead to severe
punishments if someone made a mistake.
Participants’ experiences of being subjected to
violence were said to make them feel ashamed,
insecure, and depressed. Further, they stated that an
abusive home environment had a negative impact on
their social life as they didn’t want to invite friends to
their home.

Being bullied and abused

Participants described experiences of bullying and
harassments, experiences that for some had been
ongoing for long periods of time. Mostly, this kind
of violence was said to occur in school by people of
the same age, as a part of their everyday life.
Participants also described having been sexually



abused as eatly as in elementary school and in
destructive romantic relationships.

“T was sexually abused by my friend who was in my
class at the time” (P4)

Experiences of not being secure with their peers were
described. Participants said that they hung out with
other people even if they felt like they were used for
the others own benefit. Some found it hard to make
new friends even if they wanted to.

“T don’t kenow why they became so mean. 1 think. ..
Like one class they were sitting in a group room with
the popular gnys, and they had ranked the girls on
whoever was hottest and who was ugly. When they
were ranking me one of the gnys said I looked like a
fish ass and that I was the ugliest. 1 felt hurt and
became sad.” (P6)

To not be treated well was said to make participants
start to believe the negative things that were said
about them. Participants expressed that this led to
feelings of shame and low self-esteem, feelings they
kept to themselves for long times and that made
them depressed and low.

Suffering separation and loss

Experiences of separation and loss were described as
reasons for participants’ depressive symptoms, for
example moving and losing their community and
friends, parental divorce, the death of a close person,
and loss of health and bodily functions.

Losing safety and important relationships

Participants described parental divorce and moving
to a new area and/or changing school as stressful
events. They expressed that they lost safety, routines
and sometimes even the contact with close friends or
parents due to the changes in their everyday life. This
was saild to contribute to depressive symptoms,
especially when it happened repeatedly.

“T never got to feel settled. There was of conrse a sense
of safety in each of the homes, but you never felt the
comfort and security of staying in one place.” (P5)

Participants had experienced family members and/or
friends passing unexpectedly. This was described as
difficult to handle and participants expressed feelings
of shock as well as a sense that the world was not
real. Furthermore, they expressed a fear that other
loved one would also die. Sometimes it was said to
be too much to handle, so instead emotions were
completely turned off. Participants also described
changes in their behavior, for example some found it
hard to say goodbye. Some participants would panic
when a family member was going away.
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UAnd 1 know that this created demons in my inner
world, like hell. 1 was like how could those be the last
words? - See you on Tuesday’. So, every time I said
goodbye to someone 1 had to say; ~ Goodbye, love you,
take care’. Always after bis passing [I did that.”

(P3)

Participants  furthermore stated that loosing
important relationships had negatively affected them
for long periods of time and that they had become
low and depressed due to their loss.

Being limited by health problems

Experiences of being impacted and restricted in
different ways due to health problems were
described. For example, one participant said that a
thigh injury made it hard to continue to exercise and
play soccer.

“You could describe every injury as a little depression
in itself. 115 hard to know how the body is handling
[the injury], until it snaps and gets bad. You kind of
build your hope up between times, it feels better, yon
get stronger and then you need to begin from square
one again. 1t has been hard in that way.” (P2)

Participants described struggling with different
mental health problems, for example anxiety. They
described symptoms of anxiety leading to poor sleep
and panic attacks, which in turn led to the onset or
worsening of depression. It was furthermore said
that panic attacks affected participants’ ability to live
a normal life; to be afraid of getting an attack with
other people, was said to lead to isolation and low
energy.

Participants also expressed that COVID-19
restrictions had forced them to stay at home for long
periods of time, with no ability to go to school or
hang out with friends. This was said to have had a
negative impact on their mental health as it further
increased the sense of isolation and inability to do
things that participants were used to do.

Feeling abandoned

Participants  expressed experiences of lacking
support, of not being seen and even invalidated by
society, as for example by health care and school
personnel. They also described being misunderstood
and not being taken seriously.

Lacking support from parents

Participants described recurring experiences where
one or both parents did not understand their feelings
or the severity of their condition. It was described
that a parent could argue that there was no need to
see a psychologist or seek help in other ways. The
participants also described parents as being angty



with them for being low or inactive, which
contributed negatively to their condition.

“T told my dad several times that I wanted to see a
psychologist, but he only said that ‘No, ny children
are perfect. They can't feel bad. What the hell are you
seeing a psychologist for? You're fine.”” (P3)

Furthermore, participants described parents as being
too busy with their own lives and problems, without
time to listen or engage with them, and in situations
of shared loss parents had been unable to support
participants due to their own grief. Participants
expressed a need for parents that were more
emotionally available.

Being invalidated by professionals

Participants described that they had been diminished
and unseen by health care professionals, especially in
child and adolescent psychiatry. When trying to
explain their problems and feelings, participants
expressed that the health care professionals did not
understand the severity of their condition, and
sometimes they were not interested in their story.

"It was really frustrating and terrible. I asked for
help, which was already difficult enough, and then they
[the clinicians at the child and adolescent psychiatric
clinic] said that You have friends and no visible
problens, so we won 't belp you'. It really felt like my
problems weren 't big enough, that THEY decided mry
Jeelings weren 't a problem. Like my feelings and what
I ve been through don 't count.” (P1)

Participants also desctibed that they had had to wait
for many months for treatment, which had
contributed to their feelings of being insignificant
and neglected. Participants also expressed negative
experiences of the treatments that they had received.
It was stated that antidepressants had been
prescribed without a treatment plan or follow-up,
and participants expressed confusion as to for how
long they would continue the medication.

“There was alnost no follow-up on the medication and
70 interest in the effects from prescribing doctors.” (P2)

This was also said to be the case with other
treatments like psychotherapy. Experiences of not
being taken seriously by health care professionals was
said to have led to feelings of being stuck with no
solutions or hope of getting better.

Participants also expressed being misunderstood and
let down in school, with teachers and other school
staff who did not listen to and/or misunderstood
them.

“So, suddenly, all the teachers were against me too.
Then later it became clear that what they said was
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completely incorrect and another student spoke up for
me. But my school-life changed and a lot of teachers
were still like; She’s a bully, she is a bad child”.”

(P1)

Participants expressed not having any adult in school
that they trusted, and in conflicts with teachers they
expressed lack of support from them and also being
let down by the classmates, as if everyone took the
teachers’ side.

Feeling burdened and vulnerable

Participants  expressed experiences of being
burdened with responsibilities, pressures from others
and high demands. Participants also described an
inner fragility and alienation as contributing to their
suffering.

Having too much responsibility for others

Participants expressed a necessity to take on too
much responsibility for others. One participant from
an immigrant family had to take care of the younger
siblings and translate for the parents:

“It affects me. Like, on my birthday 1 sometines
think; ‘God, now 1 have to plan everything, so it turns
out well for everyone else’, instead of it turning ont well
Jor me. Do you understand? So, I think more of how

things will affect my family and how 1 should divide
them at the dinner table to avoid problems.” (P2)

The participants also expressed that they felt
responsible for other people’s wellbeing in a more
general way and that they tried their best to avoid
conflict. This was said to have made them give up
their own needs to help family and friends. As a
result, participants described not being in touch with
their own feelings and needs. Some said that they
were too focused on others to be able to listen to and
take care of themselves properly. Additionally,
participants stated that there was no pause, rest, or
recovery possible.

“T think that there was a lot that built up during the
years until 1 finally reached the breaking point
basically, and then everything set loose. I think there
were events in my bistory and a big reason that 1
developed depression was that I reached the breaking
point.” (P4)

Feeling pressure to do well in school
Participants, including participants that were already
doing quite well, described a constant pressure to
achieve high grades in school,

“People wonld describe me as ambitions. 1 don’t feel
very ambitions, but that’s what people describe me as,
because I always try to do my best. I always try to be



one of the best. However, that is very hard when 1
can’t even get to school. Then it becomes a factor that
results in more stress and depression.” (P1)

The pressure was said to come from parents,
school/teachers, and/or themselves. Participants
described perceived failures, which created self-
doubt and low mood. A downward spiral was
described in which the low mood and lack of energy
made it difficult to study, which further perpetuated
the situation.

Participants also described their homework as
stressful, “%o0 much”, and that it made them feel
anxious and unable to relax. Participants struggling
with dyslexia expressed that they had experienced a
really hard time in school before getting their
diagnosis, and a need to work so hard that they
became exhausted.

Feeling lonely, inadequate and fragile

Participants also described that no one had really
cared for them and that they felt insignificant or not
at all important. This was said to be very painful and
created feelings of loneliness, sadness, and shame.

“Family, teachers, siblings, friends. I feel like I am not
a special person to anyone.” (P6)

Some participants said that they did not fit in among
family and/or friends. They felt like they had to
pretend to be someone else to be accepted and that
they had to wear different “masks” when being with
other people. This pretending was said to be very
exhausting and generate a feeling of loneliness.

On top of that, participants described themselves as
fragile and expressed an “inherent” tendency to
worry and ruminate.

“Ever since I was little, my father wonld describe me
as very like, how should I describe it? I have tended to
worry all the time.” (P4)

They described this fragility as a reason for their
depression and expressed a wish for “a stronger self”.
Participants furthermore argued that having a more
confident personality and higher self-esteem would
have protected them from blaming themselves for
everything that happened, and that to understand
that not everything was in their control would have
protected them from getting depressed.

Discussion

This qualitative study aimed to explore young
people's experiences of becoming depressed. Semi-
structured interviews were performed to gain an
increased understanding of the perspectives of young
people with depression in Sweden. Our study
suggests that the young people in our sample
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attribute their depression to several reasons that have
been presented in the different categories. We
interpret the participants descriptions to indicate that
they were dealing with an overwhelming life
situation. The results are in accordance with previous
publications, where contextual factors such as
childhood trauma (e.g. abuse, domestic violence and
bullying), family challenges (e.g. patental illness and
parental separation), and losses (e.g. death of loved
ones and relationship/friendship breakups) have
been described as contributing to depression in
young people (2-4, 6, 31). Previous studies have also
identified individuals that asctibe symptoms to
biological factors (31), this was however not detected
in our sample.

In our study participants described their depression
as related to their relational context and to events and
circumstances that they had been subjected to, and
not just a randomly appearing mental disorder. This
is in line with recent research indicating that
contextual factors systematically outperform neural
metrics in predicting adolescent depression (32). The
categories “Being subjected to violence”, “Suffering
separation and loss”, “Feeling abandoned”, and
“Feeling burdened and vulnerable” all reflect such
contextual circumstances. Only the subcategory
“Peeling lonely, inadequate, and fragile” contained
codes related to internal factors, and still this
subcategory reflected results of mainly contextual
factors. Hence, the participants’ understanding of
why they got depressed was almost exclusively
ascribed to stressful life events and their stories
highlight the variety of struggles that young people
with depression have had to deal with in their
everyday life. Participants described the presence of
e.g., violence, neglect, bullying and having too much
responsibility, and placed the blame for their
depressive symptoms on these events and
circumstances. In addition to these stressful
contextual factors, the participants also described a
lack of support. Both the category ‘“Feeling
abandoned” and the subcategory “Feeling lonely,
inadequate, and fragile” reflected experiences of
being alone and having no one to share problems and
suffering with, and that was said to increase the
suffering.

The way participants explained and interpreted their
difficulties as related to stressful experiences is
supported by research but not fully considered in the
DSM-5 system (6, 33-35). Furthermore, the current
clinical emphases on pharmaceutical symptom
reduction and symptom management by e.g,
cognitive behavioral psychotherapy do not give
much consideration to the importance of previous
stressful/traumatic events and how they affect the
mental health of young people. With a diagnostic
manual that focuses on only symptom criteria, rather



than etiology and the subjective experience and
understanding of why a person gets depressed, it is
unlikely that root causes to the depression will be
effectively addressed in treatment.

The Power Threat and Meaning Framework (PTMF)
from the British Psychological Society (30)
challenges the diagnostic paradigm and highlights
existing patterns of systemic power imbalances in the
etiology of depressive symptoms. The framework is
applicable to the experiences of young individuals
with depression, and it provides a method to validate
and empower affected individuals (37). The PTMF
also emphasizes the subjective narrative and the
importance of both individual meaning making and
community support for resilience and healing. These
are factors that have been shown to impact how
patients manage their condition (21-23).

It is possible that young people’s own experiences of
their depression as related to major life events is not
validated enough within the current diagnostic and
treatment paradigms. Instead, the cause or even
blame for the depression is at times placed on factors
within  the affected individual him/herself.
Understanding young people’s own expetience could
help build rapport and create a common meeting
ground in which the young people’s experiences and
understandings are more ealisy validated. This would
be in line with the fundamental principles of person-
centered care where the personal narrative and
building a therapeutic alliance and partnership are
highlighted (38). As a result, the patient motivation
to participate in treatment could improve, and so
could patient empowerment.

In the present study the participants’ reflections on
their treatment highlighted a mismatch between what
had been offered and what was hoped for and
perceived as needed. Described low expectations
were often based on negative previous treatment
experiences, as described in the subcategory “Being
invalidated by professionals”. Participants described
being diminished and unseen by health care workers
and a lack of follow-up on antidepressant
medication. The participants’ views of therapy were
similarly negative. Several participants stated that
they had already talked to health professionals and
others, and nothing had worked so far, and based on
that experience the notion arose that nothing would
help in the future either. All of this may have been a
result of the fact that all participants were interviewed
in a non-euthymic state. It is however consistent with
previous research indicating that young individuals
often have a negative view of psychiatric treatment
and that other approaches than standard treatment
may be needed (39). We argue that it is important to
address the young people’s own experiences and
thoughts on the cause of their depression to build
trust and improve treatment effects. If young
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individuals’ own views of their condition are taken
into consideration, potential discrepancies with the
treatment offered can be acknowledged by clinicians.
As a result, treatment alliance may improve and
affected individuals may be given opportunities to
discuss stressful life events, coping strategies,
concerns and expectations. Further action research is
needed in which the “users voices” are taken into
consideration (40). One attempt to do so was to
develop a treatment modality based on young
people’s perspective is Training for Awareness
Resilience and Action (30, 41), a trauma-informed
twelve-week group intervention including emotional
self-regulation  skills  training, empowerment
strategies, and a socioecological approach. Future
research will reveal if this model can address the
issues described above and improve treatment
outcomes.

Methodological discussion

Qualitative methods and semi-structured interviews
were used to investigate young people’s
understanding of why they got depressed. Purposive
sampling was chosen to meet the aim of the study
and to strengthen the credibility and provide a varied
and informative description (42). The representation
of only two county councils in northern Sweden is a
limitation, which might affect transferability (42).
Including a total of six participants may be
considered on the lower side. On the other hand, in
qualitative research data is assessed based on its
information power (43) and in our case we
determined the data to be sufficiently rich and varied
to elucidate the aim of the study (42, 43). Also, the
interviews were long and the content rich. We do not
claim that the results presented are exhaustive.
However, the present results are in line with those of
previous research synthesis on the causative process
(37). In line with trustworthiness in qualitative
research, we leave to the reader to decide if the results
are transferable to their context. Triangulation
between researchers with different competences and
perspectives was used to strengthen the study's
trustworthiness. More specifically, young and senior
researchers (with an age range of 25 — 62), from
backgrounds in medicine, nursing, physiotherapy,
and pharmacy were involved in the analysis, which
led to a mutual illumination of blind spots.

Conclusion

According to our results, relational and contextual
factors and life situations are central to the
experience of young people’s depression. A
combination of overwhelming stressors, lack of
support and limited time for recovery was described.
The results indicate that mental health care may
benefit from elucidating and integrate young people’s



individual experiences as has been done in several
forms of psychotherapy, that are rarely offered
within Child and Adolescent psychiatry of today in
Sweden. To wvalidate young individuals with
depression and to meet their expectations and needs,
new treatment modalities and support structures,
including person-centered and trauma informed care,
also need to be developed and tested.

Clinical significance

Psychiatric diagnoses are descriptive in nature
although they are frequently depicted as causal
explanations for symptoms (44). Overwhelming life
situations appear to be perceived as contributing to
symptoms. To actually listen to young people’s
narratives and subjective perspectives and to address
trauma may therefore be validating for affected
individuals and it may also prevent re-traumatization
by mental health services. Young people’s
understanding of why they got depressed is related to
their motivation to participate in treatment and a
shared understanding of the problem can improve
clinical engagement and outcomes (21-23, 45). New
approaches that empower and increase resilience to
stressful life events are critically needed.
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