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Abstract
Background
Adolescent clients often come to therapy at the initiative of others and show a higher drop-out rate compared to adult clients. Therapeutic relationships are critical for preventing drop-outs and attaining good outcomes, yet few empirical studies have investigated how therapists conceptualize and meet adolescent clients who come reluctantly to therapy.

Methods
We conducted ten focus-group interviews in this study with a total of 51 therapists at different Norwegian specialist outpatient clinics for children and adolescents with mental-health problems to explore how therapists view and understand adolescents who come to therapy at the initiative of someone else. We used a reflexive approach to thematic analysis to analyze the transcripts.

Results
We found five main themes, expressing variations in participants’ understanding: The hurt and distrustful adolescent; The adolescent lacking hope for the future; The adolescent engulfed in the burden of mental-health suffering; The adolescent as something more than a psychiatric patient; and The adolescent meeting a system with varying flexibility and space for engagement.

Conclusions
Several conceptualizations of the adolescent client coexist within and between clinics, resulting in variability of services for adolescents even within the frames of a strong welfare system.
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Introduction
Clinical experience and some research indicate that a large portion of adolescent referrals to mental-health outpatient clinics are initiated by people other than the adolescent him/herself [1] such as parents, teachers, school nurses, or child-welfare services. Activity registries in Norwegian outpatient clinics for children and adolescents with mental-health problems have documented that many adolescents do not show up for their scheduled therapy sessions. Moreover, it is difficult to engage and keep adolescents in treatment, as demonstrated by a meta-analysis that estimated 28–75% of adolescents in mental-health care drop out of treatment [2]. In comparison, approximately 18–22% of all adults in treatment terminate it early; even among adults, however, younger age is associated with a greater likelihood of dropping out of treatment [3, 4].
Little is known about the consequences of these high dropout rates. Also, research exploring reasons for dropping out of treatment shows that there is a range of reasons for dropping out. Some adolescents drop out of therapy because they feel they have gotten what they needed from treatment [5]. This might in part explain why there is no strong evidence that adolescents dropping out from treatment have poorer clinical outcomes than completers [6]. Other clients may drop out of treatment because of dissatisfaction with therapy or the therapist, or because of more complex life situations [5]. The last two groups are important to keep in therapy. The scarce research that has explored therapist behavior in response to drop out suggest that therapists use personalized phone calls, letters or through staff or client´s family members to re-engage clients in treatment [7].
Important predictors of drop-out rates among adolescents include poorer therapeutic alliance early in treatment [8–11] and a decline in the quality of the therapeutic relationship during therapy [12]. The therapists are often unaware of the adolescents´ dissatisfaction [5]. Initial motivation is also an important predictor of treatment outcomes in adolescents [13–15]. The quality of the therapeutic relationship is essential for good outcomes with adolescents in psychotherapy [16], and therapists working with adolescents have to assume more responsibility and initiative to develop an alliance [17]. Qualitative studies and a meta-analysis of the variables affecting the therapeutic relationship both stress the importance of the therapist’s interpersonal competence, warmth, and empathy [18, 19].
In general, factors related to therapists and therapeutic relationships are widely acknowledged as being critical for preventing drop-outs and attaining good outcomes in psychotherapy [20–24]. Dropout is more dependent on the therapist treating the child, or which clinic the child attends to, than the characteristics of the case itself [25]. This knowledge points to the significance of understanding therapists’ views about both the therapeutic relationship and adolescent clients to understand therapeutic processes when adolescents come reluctantly to treatment.
Several factors influence therapists’ work with clients. Cognitive schemas and preconceptions influence how we interpret information and behave towards others and affect interpersonal interactions in general [26–28]. It follows that therapists’ interpretation of adolescents’ difficulties, lack of motivation, and resistance to therapy might affect the way they deal with adolescent clients and, consequently, affect motivation, risk of dropout, and therapeutic outcomes. In addition, therapy with adolescents is often similar to a challenging hill start, in that many adolescents are in therapy without seeing the point of being there. Research indicates that initial motivation and opportunities for alliance formation influence outcomes [29], which place particular responsibility on therapists when meeting adolescents who enter therapy at someone else’s initiative. In this paper, we explore the following research questions: How do therapists view adolescents who come reluctantly to therapy? and How do they conceptualize their own and the adolescent’s roles and responsibilities in treatment?

Methods
Study setting
This study was conducted in a specialized mental-health care setting for children and adolescents (0–18 years) in Norway. Norway has experienced exponential economic growth the past decades due to vast reserves of oil. Combined with a small population distributed across large areas and high acceptance of socialist ideas such as equal opportunities for all and redistribution of wealth, Norway has developed a strong welfare system. Norwegian culture is also characterized by low power distance [30] and a strong employment protection legislation, which means individual opinions and critical attitudes often are valued, also as a part of the clinical and professional autonomy. These are important contextual factors in understanding the presented research design and findings.
All treatment in specialized mental-health care for children and adolescents in Norway is free of charge. Admission happens after referral from primary healthcare and measures to improve the situation have been attempted. Health professionals in specialized mental health care include medical doctors, psychiatrists, clinical psychologists, psychiatric nurses, clinical special education teachers, and clinical social workers, and a high degree of interdisciplinarity is valued and desired. Adolescents between the ages of 12 and 16 are mandated to have partial shared-decision making regarding the healthcare they receive, and at 16 they are fully capable of autonomous consent concerning health issues. However, parents and other authorities often pressure adolescents to attend treatment. This makes the question of how to relate to adolescents who are not motivated to be in treatment particularly relevant.
This study was part of a larger project focusing on adolescents who did not initiate therapy themselves. The overarching project involved individual interviews with adolescents and focus groups with therapists. In the individual interviews we addressed the adolescents experience of coming to therapy, with paying particular attention to the initial phase of treatment and how this could affect their motivation for continued treatment. In the focus groups, on the other hand, the main focus was the therapists’ perspective on adolescents coming reluctantly to therapy, including their understanding why adolescents can be reluctant to enter therapy, and how therapists identified and worked therapeutically with adolescents entering therapy reluctantly. To do justice to the data material and fully explore the therapist view, this article presents data from the focus groups with therapists only. Analysis of the individual interviews with adolescent clients will be presented in a separate article.

Design
Given the organization of specialized mental health care in Norway, including the high degree of interdiciplinarity, we chose focus-group methodology to explore therapists’ perspectives about adolescents who are reluctant to start therapy and who come to therapy at the initiative of others. Focus groups are well suited to elicit rich data—on content and interactions—about a group’s perspective on and experience with a phenomenon [31, 32]. In contrast to group interviews, where the interviewer takes more control of the interaction and has a more active role, we wanted to utilize the potential of the focus group to get a peek into a group’s interactions and communication in relation to the given topic, although the facilitators of course ensured minimal participation of all participants and facilitated the interaction when needed. To get a high naturalistic validity we chose to recruit already established teams and included their clinical leaders in the focus groups. Although involving a risk of participants feeling pressure and constraint due to their leaders being present, we assessed this to be the best option to explore our research questions, and justifiable ethically given the cultural context (see also data collection, ethics, and limitations sections for more information). By using focus groups instead of individual interviews with therapists, we would be able to get insight into the coexistence of different perspective, as well as how treatment teams relate to differences in perspectives. This would give us valuable information in relation to our research questions.

Recruitment procedure and participants
The focus groups consisted of established teams of therapists working with children and adolescents. We contacted the management of outpatient clinics, who forwarded the invitations to participate in the project to their therapists on staff. Our aim was to recruit participants from different areas in Norway and from larger cities and rural areas. We recruited seven clinics in all, and conducted ten focus-group interviews, based on the organization of already established treatment teams within the participating clinics. Six clinics were general outpatient clinics for children and adolescents with mental-health problems. One clinic was more specialized, with one team working with adolescents developing early psychosis, and the other team using dialectical behaviour therapy with adolescents with self-harm problems and suicidal ideation. We recruited clinics from the western and northern parts of Norway.
The composition of each focus group reflected the naturalistic distribution of mental-health care workers in a specialized care setting in Norway with respect to professions (a high degree of interdisciplinary) and gender (the majority were women). The focus groups consisted of three to seven participants, with a total of 51 participants (40 women). The team leaders were present during all the focus-groups interviews, and the leader of the clinic was also present and participated in five focus groups. Participants had varied occupational and educational backgrounds (including clinical psychologists, psychiatrists, resident medical doctors, psychiatric nurses, clinical special education teachers, and clinical social workers), and ranged in age from the late 20 s to the late 50 s.

Data collection
We conducted the focus-group interviews between November 2017 and January 2018. Data collection was conducted at the clinics during working hours to include as many therapists as possible. One or two researchers moderated each focus group. All the authors moderated at least one focus group. Two of the authors worked in clinics that were included in the study, but they did not participate in the interviews in their own clinics. Each interview lasted approximately 60 min. Since the participants were colleagues, they were already in established groups, and therefore, we were able to study the teams’ subculture and their ways of talking about and working with adolescents who come reluctantly to therapy, as well as exploring the perspectives and experiences of individual therapists.
We developed a semi-structured interview guide for the focus groups. The schedule opened with questions about the services provided by the clinic to get a basic sense of the organization of services and the team’s understanding of the work they do, and to build initial rapport with the group. Then, the discussion was directed more toward the interview’s main focus: i.e., the therapists’ experiences with and perspectives about adolescents who come to treatment reluctantly. We explored, in order: [1] whether they recognized the phenomenon; [2] how they understood this group of adolescents; and [3] what they did when they worked with adolescents who came to therapy reluctantly. The discussions were audio-recorded and transcribed verbatim for analysis. In addition, one of the moderators made notes to link quotes to the different participants, so we could differentiate the voices of different participants and get a picture of the interaction between participants from the transcribed material.

Data analysis
We chose an explorative and reflexive thematic analysis and a team-based approach to explore the perspectives of the participants [33–35].	1.The analysis began by all the authors reading and re-reading the transcripts to familiarize themselves with the material and make notes about what they found interesting in it. We met for an analysis seminar where we discussed initial ideas and possible analytical foci. The analytic focus we decided on was: What is an adolescent in a mental-health care context?


 

	2.The first author conducted the primary coding of the material to identify units of meaning across the dataset relevant to the analytical focus. NVivo 12 software [36] was used as technical support for analyzing the interview transcripts. All parts of the relevant text were examined and labeled with codes. The analysis was inductive, with the primary coding performed line-by-line and interview by interview.


 

	3.The first, second, and last author, then went back and forth between the full interviews and the codes to identify parts and codes that belonged together, looking for broader patterns of meaning and possible themes across the dataset. They suggested three preliminary themes that described the present codes based on these patterns.


 

	4.We then reviewed our three tentative themes by consulting the full data material to check whether relevant parts of the material were overlooked in the thematic structure and if the three themes covered the codes.


 

	5.The first author refined the analysis by writing a tentative findings section with examples of quotes to explicate the thematic content. Then, sub-themes were identified to provide structure and to show a hierarchy of meaning in the data.


 

	6.The first proposal of the three main themes and sub-themes were then sent to all the authors. Together, we modified the thematic structure and theme names, agreeing on a structure with five main themes without sub-themes. The proposal was sent back and forth to make sure there was consensus among the authors about the final thematic structure.


 





Reflexivity statement
All the authors were clinical psychologists who have worked with adolescents in therapy and participated actively in the data collection. We, therefore, had our own preconceptions about adolescents coming reluctantly to therapy, and the services they are offered. Therefore, reflexivity and working actively to keep an open and explorative attitude towards the phenomena under study were key elements of the entire research process [37]. Hence, it was particularly important that there were two moderators whenever possible and the whole team actively participated in the analytic process.

Ethics
Participation in the focus groups was voluntary and all participants gave their informed consent after being informed about their right to withdraw at any time. However, because the focus groups were organized through the heads of the clinics, some of the participants might have felt pressure to attend them. Participants could choose how actively they wanted to engage in group discussions during the focus groups. Because we interviewed existing teams, we knew we entered a sphere with established power structures and team culture. We were therefore very aware to any signs of discomfort, and questions were constructed open and explorative to maximize participants’ reflections and experiences and minimalize chances of participants feeling that their participation could discredit them in front of their leaders. As expected, some participants took the floor more, while others chose to speak less. There was no indication of participants feeling pressured to participate. Given the design, facilitators encouraged minimal participation and invited less active participants in, but did not push towards participation.
The participants were working with adolescents in a vulnerable situation and were, at the same time, asked to share information about how they saw and dealt with adolescents in the context of their work. Despite being instructed not to share identifiable third-party information, there was an ethical consideration whether it would be possible to recognize adolescents from concrete examples. Therefore, we actively attended to the participants’ descriptions of their adolescent clients when collecting the data and writing the article.


Findings
It became clear while analyzing the material that different perspectives about adolescent clients coexisted between workplaces, between coworkers within the same workplace, and even within the individual therapists, depending on the adolescent they had in mind when talking. This seemed to represent both individually based attitudes related to the clinical tasks and clinical populations, and shared subcultural or organizational understandings, where different teams had developed a language and a way to talk about the work they were doing. Two teams in the same location had even developed rather distinct ways to talk about the work they were doing and the persons they met through their work. Our analysis resulted in five themes describing different sets of understandings when dealing with an adolescent who came to therapy at someone else’s initiative: The hurt and distrustful adolescent; The adolescent lacking hope for the future; The adolescent engulfed in the burden of mental-health suffering; The adolescent as something more than a psychiatric patient; and The adolescent meeting a system with varying flexibility and space for engagement.
The hurt and distrustful adolescent
Many of the participants emphasized how upbringing and early relationships affect the adolescent clients’ basis for trusting their therapist. Adolescents exist in a larger social system, consisting of families, school, and friends. In all the teams, some of the therapists reflected on how these larger systems could explain adolescents’ resistance to therapy, and how they could undermine good treatment outcomes. In some teams, this perspective was prominent. A couple of participants described how an adolescent’s reluctance to be in treatment made sense when the system around the adolescent was not on par:But I think that it is basic. If the kid does not thrive at home, or in the institution, and has not yet come into foster care, or if there is marginal support in the school or there is bullying, or psychological or physical violence at home, it makes no difference coming here once a week to talk to me or to you.


The participants expressed the understanding that many of the adolescent clients they meet have been let down by family, school, or institutions, and therefore, they find it difficult to trust another adult. Furthermore, many adolescent clients are still living in families that have problems (e.g., a parent with a psychiatric illness, alcohol or drug addiction, violence and/or abuse) and it might be scary, or even dangerous, to talk about this:There are also a lot of kids who have had to adapt to the adults, right? Adults that have not met them [kids] in a good way; therefore, they [the kids] have found a way. It can be a lot of serious stuff going on at home. […] They are living it. They live with a very ill father or an alcoholic mother or what not, and then we almost expect that they should want to open up while they live it. So, I have great understanding for [that]. … I would not have liked that others had said that I, at any moment, should be ready to talk about that which was the most difficult thing going on in my life, when it suited them; right?



The adolescent lacking hope for the future
Many participants across teams understood adolescents’ lack of engagement in treatment as a sign of a more general lack of faith in their own power to change their life into something better:Yes, it’s not certain that they, eh, if they don’t have the experience of being ok, then they won’t necessarily have an idea, or I don’t expect that they believe it can be ok. It is just bad. There is no trust that someone magically can make it good. Or “not you,” kind of “What can you do?” It is hopeless. I’ve had it like this for ever, as long as I have been alive.


Participants had also observed that some adolescents had previous experience attending treatment sessions for a long time without experiencing any positive changes, and even having negative experiences. They, therefore, had no trust that things would be different this time. Such experiences could lead to lack of motivation, which was reflected in the adolescents’ resistance to therapy:I do have a patient who doesn’t want to come because she has had a very unfortunate experience with the outpatient clinic she belongs to, right? And a lot of things happened over her head which were misinterpreted and such, yeah, so she was having a very, aversion… it seems like a scary experience which makes her, I don’t know if it is about being afraid of saying something and then suddenly something happens that she didn’t mean, so yeah.



The adolescent engulfed in the burden of mental-health suffering
Therapists in some of the teams discussed the way the burden of mental-health problems, in themselves, can actually be the reason for the reluctance observed in adolescent clients. They exemplified how, for example, strong anxiety, eating disorders, or psychosis could interfere in different ways with treatment participation by affecting how adolescents viewed themselves and their surroundings: “At the same time, different mental disorders, in themselves, affect how we understand ourselves and the world, which complicates it even more, right?”
Some participants also talked about the way we can see something as reluctance when it really is a part of the illness and the underlying reason the person needs therapy:I also think that some of them have major discomfort, serious anxiety issues, and that they might not understand how they can get help; it is just so unimaginably unpleasant to come here, so they don’t manage it.


The therapist here expresses an understanding where aspects of mental health problems, like avoidance or lack of hope, in themselves can act as a barrier to treatment, thus resulting in avoidance of therapy.

The adolescent as something more than a psychiatric patient
In all the teams, the therapists discussed adolescent clients’ lack of motivation and symptoms at length. Yet, individual therapists in all the teams also raised complementary perspectives, describing how other aspects of the clients´ lives than their mental illness were important, and the significance of paying attention to their life outside of therapy. They emphasized that adolescents also have strengths, abilities, and interests, and this theme was related to the way therapists conceptualized and understood the adolescent’s problems. Many therapists expressed a genuine interest and joy in working with adolescents:Participant 1: And they share so much of this [leisure activities] willingly, it is totally like… I know nothing, about these things. But, being curious, it is amazing how… how they appreciate it. I don’t believe that they…, a lot of them here are not used to adults being interested in their leisure interests.

Facilitator: So, you describe very clearly such a … clear interest and support in the adolescents…

Participant 2: We are interested in it [many laugh]. They [adolescents] are so amazing! There are a lot of us that especially like to work with adolescents.


Participants also talked about the importance of trusting the strengths of adolescents; i.e., that they are capable of making choices on their own, and that they have the capacity to work through things. The participants in several interviews communicated their view that adolescents are resourceful, whether at school, or in sports, or finding ways to handle their situation. Since many of the adolescents have been through a lot, they necessarily must have found ways of coping with life. Sometimes their ways of coping later became the problems they were referred for. One of the participants explained how she understood some of these problems:Well, they [adolescents] have their ways of solving problems. Like you say. But to see it as something…Well, it is basically a resource to try and solve things. To frame it like it is… but to develop some alternative ways [to solve things], which one at least… If one only has one way of solving a problem, then one does not have a choice. It is good to have choices. So one can at least build…


The fact that this participant referred to the identified problematic behavior of adolescent client as a form of problem-solving, made it something the therapist could use in therapy to help the adolescent find alternative methods of coping.
Participants in most of the interviews also mentioned at least once how clients’ interests and lives could be a resource in therapy. They described how they enjoyed getting to know the adolescents and learning about their interests, and they emphasized how this connection enhanced the therapeutic relationship:When we talk about things that are not fun, then it quickly can become like “oh”, they [the adolescents] freeze a bit and won’t do anything. But, if we talk about their interests in a session, then you suddenly see a different person, and something comes forth, which might be useful to know.



The adolescent meeting a system with varying flexibility and space for engagement
In addition to the described differences in how therapists individually or as teams conceptualized why adolescents could come to therapy reluctantly, different treatment teams also varied in the way they described the adolescent’s, and consequently the therapists’, role in treatment. While some teams organized their services based on an understanding of the adolescents as a suffering person in need of care, others viewed the adolescent as a customer of a product (healthcare). Although the welfare system ensures that the political and economic basis for outpatient clinics are equally distributed, different subcultures emerged in how different treatment teams, even in the same clinic, conceptualized their tasks and the corresponding roles of adolescents in treatment. Client roles seemed to be ascribed to the adolescent client partly based on the preconceptions of clinicians, and partly based on the leader’s and the treatment team’s understanding of the expectations of the healthcare system and its organization of services.
At the flexible end of the clinic continuum, therapists experienced a large degree of responsibility for getting through to the adolescents and they adjusted their work-days and the organization of services to meet the perceived needs of the adolescents and the support systems around the adolescents. They described days that consisted of car rides or longer work-days to be more available to adolescent clients:We are like an outpatient clinic on wheels. We have, I don t know, I’m talking for myself, I have set days out in the municipalities where I have most [adolescents]. Like, almost every Friday I am in X, and then the first-line services know I’m there, they can ask for consultations if they have things they want to discuss. Or we call them in for sessions.


The core managerial values in other treatment teams seemed to be effectiveness and case-load responsibility. Teams in these clinics typically put less emphasis on tailoring individual services and had a strong focus on efficient use of resources and the assessment of who would benefit from treatment. The metaphor of the customer was often used to describe a situation in which treatment was warranted, typically described as a situation where the client had sufficient faith in the product (treatment) for treatment efforts to proceed. They discussed problems concerning lack of motivation when someone else (e.g., the parents) was the customer and the adolescent had no self-interest in being there:No, … they sit together with, often their mother, who then tells a lot and turns to the kid and asks the kid to confirm; the kid says little or nothing, or looks at the watch or asks: “Can we leave now?” Then, it is very clear that I do not have a customer relationship for what we are doing, but a pretty eager caregiver wanting the kid to get help, but instead it becomes a communication which does not add up.


Therapists in teams with a strong focus on the customer metaphor were also more active in bringing pressure to bear on mental-health care services and prioritization when considering if, and when, the system should adapt the product to be desirable for the customer or motivate the customer to buy into what they can offer:But I believe that within that frame we spoke of before that we have become more like: “Who am I doing this for?” It has something to do with the frame and we think we are going to use a lot of time on those who, who do not want to, if we think that we won’t make it in a way within reasonable time, or shall we call it a day and instead…help those who want to, maybe.


Participants in different treatment teams also described large differences in the flexibility they experienced within the organization in which they were working. This affected the way they thought about motivation and the clients’ role in the system, as well as their experience of doing the tasks they were expected to do. While some groups did not express a need to adapt, other therapists felt some organizational frameworks stopped them from prioritizing consistently with their clinical assessment, resulting in the most vulnerable adolescents who needed time to open up not always getting this time because of the way the services were organized. A participant working in one of the specialized teams described the flexibility and their experience with how this affected the way they could work with adolescents with severe problems but low motivation:Facilitator: Yes. So, you have flexibility considering that too.

Participant 1: Yes, that was what I thought to say, that we take walks with them or they can have a car ride with us, or we can come home.

Participant 2: Sometimes. And just practically, things they want to achieve. Go to the store or a café or get to activities which are important to carry out. We are lucky, like that. We have a broad spectrum of things we can do. And that makes me think that maybe I find it easier working with kids who do not want to come here in this job than in other workplaces where the frames are narrower in terms of what one can offer.


A participant in a different treatment team described how the organizational framework of the treatment team also provided a guide as to when flexibility within the framework was warranted due to the severity of the problem, and when lack of motivation was an indication of ill-timing of treatment or a lack of need for treatment:It has to do with the framework we have. They too, in a way, say something about what the severity must be in order for us to, in a way, prioritize use of time on that problem. […] If the problems are big enough then they will work it out within the framework and if not, then maybe the problems are not as big after all.


Thus, this theme shed light on the variety of services adolescents meet, even within the framework of a strong welfare state, and consequently, the variety of work contexts in which therapists treat adolescents who come to therapy at another person’s initiative.


Discussion
One of the most striking findings of the present study was the difference in conceptualization and organization of services that emerged between and within clinics. These differences were prominent in different teams in terms of both the language used to describe adolescent clients and staff’s understanding of their responsibility and needed flexibility of services, i.e., more or less flexibility to adapt to the person in question. We were surprised how different subcultures seemed to emerge between the clinics, and even between teams in the same clinic, even in the context of a strong welfare system and with rather clear regulations of services. All clinics included in the study are part of public mental-health services, thus operate within the same regulations, and with the same economic incentives. It became clear, however, that different teams interpreted consequences of regulation for service provision quite differently. Implications of this will be discussed below.
In addition to unexpectedly large differences between treatment teams, there were more expected variation and differences in how individual therapists perceived, met, and talked about their adolescent clients. This variation is natural, and may be expected, unavoidable and even wanted, because individual therapists bring so much more than professional knowledge and skills to their clinical work. The observed variation does, however, have implications for leaders, as they point to the significance of leaders being aware of the variation and coexistence of perspectives among therapists so these can be explored and utilized to the best for services and clients. The findings also point to the importance of establishing team cultures where there is room for expressing and exploring different perspectives and understandings of adolescent clients and therapist roles and responsibility when meeting adolescent clients.
How, then, can we understand the large variation between treatment teams’ conceptualizations and organization of services? And what implications does this variation have? The study was carried out in the context of a strong welfare system. Within a welfare system, equal opportunities and the distribution of goods are important principles. That is, one wants equivalent services and the same access to services, irrespective of social class, geography, or which therapist a client happens to meet. In order to achieve this, the Norwegian government has over the past two decades introduced strong political guidelines and New Public Management (NPM) as a control system to manage costs and the distribution of goods and services. This has resulted in greater similarity in what services are offered within the mental health care system, regardless of geographical location. It has, however, also resulted in large reorganizations of how clinics report activities, where therapists now are expected to report all activity in pre-determined categories of activities. Further, an important question rising from our findings is how control systems like NPM, which introduces its own terminology and shape activity, influences clinical thinking, language, and practices. Terms such as “customer,” “productivity,” “prioritizing,” and “patient flow” are at the heart of NPM. We were surprised to observe that while some teams kept their terminology from their clinical training when discussing and reflecting on adolescent clients, other teams had adopted the terminology of NPM. They referred to their clients as customers, and concepts of patient flow and productivity took precedence over the first-person perspective of the adolescent when considering service organization and clinical decisions.
The coexistence of different language traditions between treatment teams has important implications, as language, and especially biased language, can affect attitudes [38, 39]. The organization, management, and provision of healthcare services are, therefore, likely to influence both the therapists’ perceived clinical responsibilities and tasks, and the reluctant adolescents’ motivation to come and stay in therapy. Our findings thus point to important and relevant questions in an era where the healthcare sector is increasingly influenced by control systems that were developed in very different contexts. This highlights the significance of understanding what therapists do to build alliances with adolescents who come reluctantly to therapy. Adolescents’ experience coming to treatment at another’s initiative also point to the need for future research to explore whether adoption of this new language is affecting clinical thinking and rationale for interventions, and thus change clinical practice. In many ways, then, the variation observed at the level of healthcare services can be seen as extensions of dilemmas linked to variations in therapist behaviors observed in clinical encounters. While some variation is needed and wanted, there is a need to reduce unwanted variance. Critics of increased external control systems in mental health services, like NPM, do for example emphasize the need for flexibility to adapt to the individual client [40]. Returning to psychotherapy research, it has been shown, for example, that “appropriate responsiveness,” or a therapist’s ability to adapt therapeutic behavior to cues from the interpersonal environment is crucial for outcomes [41]. Moreover, Owen and Hilsenroth [42] found that even variability within the course of therapy is associated with better outcomes. Adolescents themselves emphasize the importance of individual adjustments, flexibility, and creativity in a therapeutic session [16] and enough flexibility to fit with their way of life [43]. However, some therapists are not able to help their clients and may cause harm [44]; e.g., 14–24% of adolescents have negative outcomes from psychotherapy [45]. These lines of research stress the importance of variation and flexibility to achieve good outcomes in therapy, while clearly showing that variation in itself is not necessarily positive. How, then, can one know what is wanted variation and what is unwanted variation in services? And what happens with respect to flexibility and variability in clinical work when control systems, like NPM, are introduced into a clinical setting?
Our findings are also relevant to the literature on therapist effects. Research on adult clients has, for example, shown that a therapist’s interpersonal skills, such as the ability to convey empathy [44] and give a convincing rationale for clinical activities [46] are important for outcomes, with more effective therapists being able to form strong alliances across a range of clients [47, 48]. Such interpersonal factors are considered to be especially important when working with adolescents [19]. It is very important for adolescents to meet a friendly and kind therapist who cares and is a genuine person [16, 43]. The therapist also needs to be nonjudgmental and open regarding adolescents experiences, and clearly convey their tolerance [49]. On the other hand, a therapist who is not caring or acts superior could ruin both an adolescent’s faith in psychotherapy and their ability to trust other adults in the future [16].
The substantial variation found in this study, indicate that the treatment adolescents gets and the degree of flexibility clinicians provide vary substantially—both across and within clinics. This is problematic in light of the goal of equivalent services, and point to the significance of team leaders and therapists increasing their awareness of, and finding ways to explore and discuss, differences in therapist perspectives within and across clinics. Such processes could be one way to develop services to reduce unwanted variation and develop ways to utilize natural variation between therapists beneficially. Further research is still needed to explore whether the observed variations in attitudes are affecting therapist behavior and effect of treatment, and to determine what is wanted, and what is unwanted, variation in services.

Strengths and limitations
This study provides descriptions of how therapists view and conceptualize an important group of adolescent clients: i.e., those who come to therapy at the initiative of others. This is clearly an important and understudied population, and a basic function of qualitative research is to examine such gaps in knowledge. As such, we consider this exploratory aim to be an important strength of the present study. At the same time, we acknowledge several limitations that need to be taken into account when planning future research. First, the exploratory design of this study did not allow us to differentiate wanted from unwanted variation in our findings. This will be important to explore in future research. Second, all the participants in our study were working in the same healthcare context, which may decrease the value of our findings for therapists in different contexts. Third, while therapists are important stakeholders in performing clinical interventions, there is also a need to explore the first-person perspectives of individuals who are in therapy at the initiative of others. Fourth, while focus-group methodology has advantages for exploring situations that are common among participants, divergent views may be more difficult to obtain because of group dynamics. An example is participants holding back information in fear of negatively affecting collegial relationships. This may be particularly so in this study, as we chose to include the leaders of the same employee groups as participants. Finally, using a different analytical approach, such as discourse analysis, may have enabled an in-depth analysis of the multiple meanings in the language that therapists use when describing adolescents struggling with mental-health issues.

Conclusion
We studied the perspectives of 51 therapists about adolescents who enter mental-health treatment at the initiative of others. Based on a thematic analysis of ten focus groups with these participants, we extracted five broad themes: The hurt and distrustful adolescent; The adolescent lacking hope for the future; The adolescent engulfed in the burden of mental-health suffering; The adolescent as something more than a psychiatric patient; and The adolescent meeting a system with varying flexibility and space for engagement. The observed differences in how therapists perceive, meet, and talk about the adolescents they work with and the services adolescents are offered, point to the complexity of the landscape that therapists navigate, balancing the needs of adolescents against perceived clinical responsibility, flexibility, and tasks.

Acknowledgements
We want to thank our participants whose contributions made this research possible.

Authors’ contributions
TBB has contributed to data collection data analysis and had a leading role in manuscript preparation. CM, MV and GF has contributed to data collection, data analysis and manuscript development. SHS has contributed to designing and planning the study, data collection, data analysis and manuscript preparation. All authors read and approved the final manuscript.

Funding
There is no funding to report for this study

Availability of data and materials
The datasets used and/or analyzed during the current study are available from the corresponding author on reasonable request.

Ethics approval and consent to participate
The study has been approved by Norwegian regional committee for medical and health research ethics (REK 2016/1384). The study is based on fully informed consent including consent for publication.

Consent for publication
Presentation includes anonymous quotes from individuals. All participants have consented to this publication.

Competing interests
The authors declare that they have no competing interests.


[image: Creative Commons]Open AccessThis article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article are included in the article's Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://​creativecommons.​org/​licenses/​by/​4.​0/​. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

References
1.
DiGiuseppe R, Linscott J, Jilton R. Developing the therapeutic alliance in child—adolescent psychotherapy. Appl Prev Psychol. 1996;5(2):85–100.

2.
de Haan AM, Boon AE, de Jong JTVM, Hoeve M, Vermeiren RRJM. A meta-analytic review on treatment dropout in child and adolescent outpatient mental health care. Clin Psychol Rev. 2013;33(5):698–711.PubMed

3.
Olfson M, Mojtabai R, Sampson NA, Hwang I, Druss B, Wang PS, et al. Dropout from outpatient mental health care in the United States. Psychiatr Serv (Washington, DC). 2009;60(7):898–907.

4.
Swift JK, Greenberg R. Premature discontinuation in adult psychotherapy: a meta-analysis. J Consult Clin Psychol. 2012;80(4):547–59.PubMed

5.
O’Keeffe S, Martin P, Target M, Midgley N. ‘I Just Stopped Going’: a mixed methods investigation into types of therapy dropout in adolescents with depression. Front Psychol. 2019;10:75.PubMedPubMedCentral

6.
O’Keeffe S, Martin P, Goodyer IM, Kelvin R, Dubicka B. Prognostic implications for adolescents with depression who drop out of psychological treatment during a randomized controlled trial. J Am Acad Child Adolesc Psychiatry. 2019;58(10):983–92.PubMed

7.
Chen R, Piercy FP, Huang W-J, Jaramillo-Sierra AL, Karimi H, Chang W-N, et al. A cross-national study of therapists’ perceptions and experiences of premature dropout from therapy. J Fam Psychother. 2017;28(3):269–84.

8.
Garcia JA, Weisz JR. When youth mental health care stops: therapeutic relationship problems and other reasons for ending youth outpatient treatment. J Consult Clin Psychol. 2002;70(2):439–43.PubMed

9.
O’Keeffe S, Martin P, Goodyer IM, Wilkinson P, Consortium I, Midgley N. Predicting dropout in adolescents receiving therapy for depression. Psychother Res. 2018;28(5):708–21.PubMed

10.
Robbins MS, Liddle HA, Turner CW, Dakof GA, Alexander JF, Kogan SM. Adolescent and parent therapeutic alliances as predictors of dropout in multidimensional family therapy. J Fam Psychol. 2006;20(1):108–16.PubMed

11.
Yasinski C, Hayes AM, Alpert E, McCauley T, Ready CB, Webb C, et al. Treatment processes and demographic variables as predictors of dropout from trauma-focused cognitive behavioral therapy (TF-CBT) for youth. Behav Res Ther. 2018;107:10–8.PubMed

12.
de Haan AM, Boon AE, de Jong JTVM, Geluk CAML, Vermeiren RRJM. Therapeutic relationship and dropout in youth mental health care with ethnic minority children and adolescents. Clin Psychol. 2014;18(1):1–9.

13.
Breda CS, Heflinger CA. The impact of motivation to change on substance use among adolescents in treatment. J Child Adolesc Subst Abuse. 2007;16(3):109–24.

14.
Melnick G, De Leon G, Hawke J, Jainchill N, Kressel D. Motivation and readiness for therapeutic community treatment among adolescents and adult substance abusers. Am J Drug Alcoh Abuse. 1997;23(4):485–506.

15.
Wade TD, Frayne A, Edwards S-A, Robertson T, Gilchrist P. Motivational change in an inpatient anorexia nervosa population and implications for treatment. Aust N Z J Psychiatry. 2009;43(3):235–43.PubMed

16.
Lavik KO, Veseth M, Frøysa H, Binder PE, Moltu C. ‘Nobody else can lead your life’: what adolescents need from psychotherapists in change processes. Counsell Psychother Ress. 2018;18(3):262–73.

17.
Oetzel K, Scherer DG. Therapeutic engagement with adolescents in psychotherapy. Psychotherapy. 2003;40(3):215.

18.
Binder P-E, Moltu C, Hummelsund D, Sagen SH, Holgersen H. Meeting an adult ally on the way out into the world: adolescent patients’ experiences of useful psychotherapeutic ways of working at an age when independence really matters. Psychother Res. 2011;21(5):554–66.PubMed

19.
Karver MS, Handelsman JB, Fields S, Bickman L. Meta-analysis of therapeutic relationship variables in youth and family therapy: the evidence for different relationship variables in the child and adolescent treatment outcome literature. Clin Psychol Rev. 2006;26(1):50–65.PubMed

20.
Del Re AC, Flückiger C, Horvath AO, Symonds D, Wampold BE. Therapist effects in the therapeutic alliance–outcome relationship: a restricted-maximum likelihood meta-analysis. Clin Psychol Rev. 2012;32(7):642–9.PubMed

21.
Huppert JD, Bufka LF, Barlow DH, Gorman JM, Shear MK, Woods SW. Therapists, therapist variables, and cognitive-behavioral therapy outcome in a multicenter trial for panic disorder. J Consult Clin Psychol. 2001;69(5):747–55.PubMed

22.
Lambert MJ, Barley DE. Research summary on the therapeutic relationship and psychotherapy outcome. Psychotherapy. 2001;38(4):357–61.

23.
Martin DJ, Garske JP, Davis MK. Relation of the therapeutic alliance with outcome and other variables: a meta-analytic review. J Consult Clin Psychol. 2000;68(3):438–50.PubMed

24.
Sharf J, Primavera LH, Diener MJ. Dropout and therapeutic alliance: a meta-analysis of adult individual psychotherapy. Psychotherapy. 2010;47(4):637–45.PubMed

25.
Edbrooke-Childs J, Boehnke JR, Zamperoni V, Calderon A, Whale A. Service- and practitioner-level variation in non-consensual dropout from child mental health services. Eur Child Adolesc Psychiatry. 2019. https://​doi.​org/​10.​1007/​s00787-019-01405-6.CrossrefPubMedPubMedCentral

26.
Sibicky M, Dovidio JF. Stigma of psychological therapy: stereotypes, interpersonal reactions, and the self-fulfilling prophecy. J Counsel Psychol. 1986;33(2):148–54.

27.
Snyder M, Tanke ED, Berscheid E. Social perception and interpersonal behavior: on the self-fulfilling nature of social stereotypes. J Pers Soc Psychol. 1977;35(9):656–66.

28.
Vrugt A. Negative attitudes, nonverbal behavior and self-fulfilling prophecy in simulated therapy interviews. J Nonverbal Behav. 1990;14(2):77–86.

29.
Lavik KO, Frøysa H, Brattebø KF, McLeod J, Moltu C. The first sessions of psychotherapy: a qualitative meta-analysis of alliance formation processes. J Psychother Integr. 2018;28(3):348.

30.
Warner-Søderholm G. Culture matters: Norwegian cultural identity within a Scandinavian context. SAGE Open. 2012;2(4):2158244012471350.

31.
Kitzinger J. Qualitative Research: introducing focus groups. BMJ. 1995;311(7000):299–302.PubMedPubMedCentral

32.
Halkier B. Fokusgruppeinterview. Frederiksberg og Roskilde: Samfundslitteratur og Roskilde Universitetsforlag; 2002.

33.
Binder P-E, Holgersen H, Moltu C. Staying close and reflexive: an explorative and reflexive approach to qualitative research on psychotherapy. Nordic Psychol. 2012;64(2):103–17.

34.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77–101.

35.
Braun V, Clarke V. Reflecting on reflexive thematic analysis. Qua Res Sport Exerc Health. 2019;11(4):589–97.

36.
QSR. NVivo qualitative data analysis software. QSR International Pty Ltd.; 2018.

37.
Malterud K. Qualitative research: standards, challenges, and guidelines. Lancet. 2001;358(9280):483–8.PubMed

38.
Eiser JR, Pancer SM. Attitudinal effects of the use of evaluatively biased language. Eur J Soc Psychol. 1979;9(1):39–47.

39.
Van Schie EC, Martijn C, Van Der Pligt J. Evaluative language, cognitive effort and attitude change. Eur J Soc Psychol. 1994;24(6):707–12.

40.
Øhlckers LR, Fjermestad KW, Jørgensen KM, Cappelen F, Grandal L, Litleré T, et al. Snakkeforløp for barn og unge. Tidsskrift for Norsk psykologforening. 2016;53(3):226–7.

41.
Hatcher RL. Interpersonal competencies: responsiveness, technique, and training in psychotherapy. Am Psychol. 2015;70(8):747–57.PubMed

42.
Owen J, Hilsenroth MJ. Treatment adherence: the importance of therapist flexibility in relation to therapy outcomes. J Counsel Psychol. 2014;61(2):280–8.

43.
Gibson K, Cartwright C, Kerrisk K, Campbell J, Seymour F. What young people want: a qualitative study of adolescents’ priorities for engagement across psychological services. J Child Fam Stud. 2016;25(4):1057–65.

44.
Wampold BE, Imel ZE. Therapist Effects. The great psychotherapy debate: The evidence for what makes psychotherapy work. Second edition ed. New York, United States: Routledge; 2015. p. 158–77.

45.
Warren JS, Nelson PL, Mondragon SA, Baldwin SA, Burlingame GM. Youth psychotherapy change trajectories and outcomes in usual care: community mental health versus managed care settings. J Consult Clin Psychol. 2010;78(2):144.PubMed

46.
Anderson T, Ogles A, Benjamin M, Patterson CL, Lambert MJ, Vermeersch DA. Therapist effects: facilitative interpersonal skills as a predictor of therapist success. J Clin Psychol. 2009;65(7):755–68.PubMed

47.
Baldwin SA, Wampold BE, Imel ZE. Untangling the alliance-outcome correlation: exploring the relative importance of therapist and patient variability in the alliance. J Consult Clin Psychol. 2007;75(6):842.PubMed

48.
Wampold BE. How important are the common factors in psychotherapy? An update. World Psychiatry. 2015;14(3):270–7.PubMedPubMedCentral

49.
Sagen SH, Hummelsund D, Binder P-E. Feeling accepted: a phenomenological exploration of adolescent patients’ experiences of the relational qualities that enable them to express themselves freely. Eur J Psychother Counsel. 2013;15(1):53–75.



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





