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What are “good outcomes” 
for adolescents in public mental health settings?
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Abstract 

Background: In line with the evidence‑based paradigm, routine outcome monitoring and clinical feedback systems 
are now being recommended and implemented in youth mental health services. However, what constitutes a good 
outcome for young service users is not fully understood. In order to successfully monitor outcomes that are clinically 
and personally relevant for the service user that are to benefit from these systems, we need to gain more knowledge 
of what young service users value as meaningful outcomes of youth mental health services.

Aim: To contribute knowledge into what constitutes “good outcomes” from the experiences of adolescent service 
users in public mental health systems.

Methods: A qualitative in‑depth study of the experiences and reflections from 22 adolescents aged 14–19 years, cur‑
rently or recently being in public mental health services. The data material was analyzed using a systematic step‑wise 
consensual qualitative research framework for team‑based analysis.

Results: An overarching theme of outcome as having developed a stronger autonomy and safer identity emerged 
from the analysis, with the subsequent five constituent themes, named from the words of the adolescent clients: (1) 
I’ve discovered and given names to my emotions, (2) I’ve started to become the person that I truly am, (3) I’ve dared 
to open up and feel connected to others, (4) I’ve started saying yes where I used to say no, and, (5) I’ve learned how to 
cope with challenges in life.

Conclusion: “Good outcomes” in youth mental health services should be understood as recovery oriented, sensitive 
to developmental phases, and based on the personal goals and values of each adolescent client.

Keywords: Routine outcome monitoring, Clinical feedback systems, Outcome, Recovery, User involvement research, 
Youth mental health services
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Background
What do adolescents in mental health services expe-
rience as the most important topics to give feedback 
about when outcome is systematically monitored? In 
line with the evidence-based practice paradigm, routine 
outcome monitoring (ROM) and clinical feedback sys-
tems (CFS) are now being recommended internationally 
in youth mental health settings [1]. ROM and CFS sys-
tems enable clinicians to track the client’s response to 
treatment throughout episodes of care and enhance user 

involvement in form of client feedback. Research indi-
cates that youths improve faster when their clinicians 
are provided with ongoing outcome feedback compared 
to peers treated at clinics without such systems [2]. Fur-
thermore, young service-users are generally positively 
inclined towards the use of outcome measures in mental 
health services [3], if these are seen as relevant to them.

However, if clinicians are to routinely track treatment 
outcomes and use them constructively to improve the 
effectiveness of mental health services, some important 
questions need to be raised: What are “good” outcomes 
in youth mental health settings? For whom, and by 
whom, are outcomes defined? How do we ensure that cli-
nicians are tracking outcomes that are relevant for ado-
lescent service-users?
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Similar questions have been researched for psychologi-
cal treatments with adults. Results underscore that how 
one comes to function in important social roles [4], how 
relationally safe and able to set constructive boundaries 
one becomes [5, 6], how accepting and understanding of 
own affect and experiences one manages to be [7], and 
how much insight and understanding into mental health 
needs and patterns one develops [5, 6], are all impor-
tant parts of recovery and good outcomes when studied 
from the adult client’s perspective. Symptom reduction 
is one domain that is part of clients’ understanding of a 
good outcome, but research has tended to over-empha-
size this single domain over the very important others 
[5, 6]. However, one cannot conclude that what are rel-
evant outcomes for adults is mirrored when studying the 
adolescents’ perspectives. Young service-users live in a 
different social context than adults do, and certain out-
comes of psychotherapy will also possibly be prioritized 
by them due to the developmental tasks and challenges of 
adolescence. We recognize a lack of knowledge into ado-
lescent perspectives.

Although user involvement has become central to 
public health care policies, less effort has been spent on 
translating user-defined outcomes into mental health 
practice [8, 9]. This is particularly problematic as ser-
vice-users tend to value different aspects of their men-
tal health and social functioning than mental health care 
professionals. For example, clients put less emphasis 
on symptom reduction than they do on improvement 
in other life arenas [10, 11]. In consequence, clinicians 
risk monitoring outcomes that are not fully meaningful 
and important from a user perspective. In youth men-
tal health settings, it appears that standardized clinical 
outcomes match poorly with young service-users own 
conceptualizations [10]. Young service-users tend to 
emphasize increased emotion regulation, self-awareness 
and connectedness in social relationships as important 
treatment outcomes [12], aspects which are seldom 
included in standardized measures. Furthermore, most 
outcome measurement scales have an exclusive focus 
on reduction of symptoms, and are therefore rarely 
capturing aspects of personal recovery beyond clinical 
improvement [11].

Monitoring changes in the health and wellbeing of 
young service-users should be beneficial to all stakehold-
ers: to the adolescents themselves, their families, the 
treatment providers, and policy makers. Yet, if changes 
obtained in psychotherapy are to matter in real life set-
tings, “good outcomes” need to be defined by young ser-
vice-users, as most would argue that they hold significant 
answers to what a meaningful life comprises for them. 
A sustained effort in involving young-service users col-
laboratively from the development of measures, to their 

application in clinical settings is needed to accomplish 
this [13].

Research demonstrates that public mental health ser-
vices, including psychotherapeutic interventions, have 
challenges when it comes to drop-out and disengagement 
[14]. This is particularly true for young service users [15, 
16]. An important step toward engaging adolescents in 
their ongoing mental health treatment more successfully 
is to build mental health care systems that relate better 
to their needs and perspectives on what constitutes good 
outcomes. Given the absence of young service-users’ 
voices in the literature concerning ROM and CFS [13], 
we found it necessary and fruitful to investigate the fol-
lowing research question: What are meaningful and good 
outcomes in youth mental health settings as experienced 
by adolescents in ongoing or recently ended mental 
health treatment?

Methods
Setting
This study was organized and financed by Førde Health 
Trust, a public hospital in the western region of Norway. 
Five public regional outpatient clinics participated in the 
project. Norway has a single payer public health care 
system, and the participating clinics provide specialized 
mental health services to children, adolescents and fami-
lies free of charge, in line with national standards and 
guidelines for evidence based practice. The staff consists 
of a variety of mental health professionals, such as psy-
chiatrists, clinical psychologists and trained psychothera-
pists. In terms of offered psychotherapies, both eclectic 
approaches, systemic/family therapy and structured 
models (such as for example CBT and MBT) are utilized, 
depending upon the background of the clinician and the 
needs and preferences of each individual adolescent.

The interviews were semi-structured, and the ado-
lescents were asked to elaborate on the following open-
ended questions: (1) In your opinion, what is it to “get 
better”? (2) How can we know if an adolescent is get-
ting better as result of mental health services? (3) When 
reflecting upon own experiences with mental health ser-
vices, what may have helped you get better? (4) What 
may have been unhelpful? Each question was intended to 
open for exploring the adolescents’ relevant experiences, 
and we had developed follow-up prompts and strategies 
to help the interview toward the personal and concrete 
level of talk, such as “can you remember a specific experi-
ence that stood out as important?” and “can you think of 
an example where you noticed this?”.

Participants
Participants were recruited using a convenience sample 
strategy. Participating clinics committed to inviting at 
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least three young clients to the study, where the clinicians 
at participating clinics agreed to inform the clients cur-
rently in treatment verbally about the purpose and design 
of the study. Clients who were interested in participa-
tion were provided with an invitational letter contain-
ing details of the study and contact information to the 
researchers.

As we aimed to explore the experiences and opinions of 
young clients openly, we established a wide inclusion cri-
terion: any young client between 12 and 19 years of age, 
who was in ongoing or recently ended psychotherapy, 
and who had an interest and desire to contribute to the 
project, was welcome. Clinicians were instructed to invite 
patients whom they considered as “experienced service-
users, defined as having participated in psychological 
treatment for at least 6 months. However, as a result of 
the sample strategy, numbers of how many patients who 
decided to decline the invitation was not gathered sys-
tematically. Clients got to choose whether they wanted to 
participate in an individual interview or in a focus group 
interview. To ensure participant safety we established 
one exclusion criteria: clients with an active psychosis 
or mania at the time of the study were not to be invited 
to the study. A psychotic or bipolar diagnosis was not an 
exclusion criterion if the client was in a stable non-psy-
chotic or non-manic phase.

The resulting sample consisted of 22 young cli-
ents aged 14–19  years: 16 girls (mean age 16, SD 1.4), 
and six boys (mean age 17, SD 1.5), all Norwegians by 
birth. Two participants had reached age 19 at the onset 
of the interviews, and were included because both had 
recently completed therapy. In total, six participated in 
individual interviews, whereas the remaining contrib-
uted in four different focus groups ranging from five to 
two participants per group. Although we aimed at four 
participants as a minimum, only two attended to one of 
the focus groups due to dropout and recruitment dif-
ficulties. The groups were organized based on location, 
meaning that all participants in one group belonged to 
the same outpatient clinic. Five of the adolescent partici-
pants belonged to a reference focus group from a service 
user organization, all having current or recent (within 
1 year) experience from mental health services. As mem-
bers of a mental health user organization, they travelled 
nationally and gave talks about own personal experi-
ences as young service users, hereby providing advise 
as “mental health pro’s” to clinicians, mental health sys-
tems and policy makers. They were invited to share their 
opinions, experiences and thoughts on the same line as 
the remaining adolescent participants, meaning that the 
data material originating from this one focus group were 
analyzed and emphasized in the same manner as the rest 
of the data.

Duration of mental health problems and diagnostic 
data were not collected, as this study aimed to investigate 
the research questions trans-diagnostically. However, 
most clients chose to openly disclose some details about 
their mental health problems. As a group they were het-
erogeneous, and they appeared to mainly struggle with 
anxiety, depression, relational trauma, self-harm behav-
ior and suicidal ideation. Several of the clients reported 
having mental health problems since early childhood 
resulting in a long history with both hospitalization and 
out-patient treatment in mental health and child care 
systems. None of the participants were newly referred 
to treatment, meaning that the participants had at least 
6  months of experience as a client undergoing mental 
health treatment. Several had experience with more than 
one therapist in psychotherapeutic settings. Preliminary 
analyses were carried out throughout the data collection 
phase. By participant 18 we experienced that additional 
data did not add substantial new aspects to the analyses. 
After participant 20 we therefore established that data 
saturation was reached, and ended the data collection 
phase.

Researchers
KOL is a clinical psychologist at District General Hos-
pital of Førde, Norway. HF is a clinical psychologist at 
Askøy Community Mental Health Service, Norway. PEB 
is a professor of clinical psychology at the Department of 
Clinical Psychology, University of Bergen, Norway, and a 
clinician with 22 years of psychotherapy experience. MV 
is a clinical psychologist with 8  years of experience and 
associate professor at the Department of Clinical Psy-
chology, University of Bergen, Norway. CM is a clinical 
psychologist with 10 years of experience, chief advisor at 
District General Hospital of Førde, Norway, and a profes-
sor of clinical psychology at Department of Health Stud-
ies, Western Norway University of Applied Science. Our 
interest for the research question arose from a shared 
fundamental humanistic, integrative and relationally 
oriented standpoint. We all place high value in real user 
involvement as an enriching and integral part of research 
and clinical work.

Data collection method
Focus groups were the main strategy for data collec-
tion. In focus groups participants are allowed to build 
on and develop each other’s understandings, resulting 
in potentially deeper and more elaborative data [17–19]. 
However, participating in a focus group may be anxiety 
provoking for some adolescents. We found it important 
to let the adolescents voice their opinions and experi-
ences in an environment that felt safe to them, and, 
therefore, we also offered individual interviews to all 
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participants. Individual interviews are especially well 
suited for in-depth and detailed exploration of lived 
experiences [20, 21]. Six adolescents chose this option.

Two interview guides were developed for the different 
interview settings. Although worded differently to mir-
ror the respective interview formats, they were similar 
in content. The interviews were semi-structured, and 
we strived to balance structure and flexible openness to 
whatever came up during the conversation.

KOL moderated two focus groups, co-moderated one 
focus group and conducted five individual interviews. HF 
moderated one focus group and conducted one individ-
ual interview. CM co-moderated one focus group. In sum 
this study builds on 6 individual and 4 focus group inter-
views lasting from 40  min to 2  h. The duration of indi-
vidual interviews were generally one to one-and-a-half 
hour and 2  h for the focus groups. All interviews were 
audio-recorded and transcribed verbatim in Norwegian 
language for analyses.

Data analysis
Data was analyzed using a systematic step-wise consen-
sual qualitative research framework for team-based anal-
ysis [22, 23]. We proceeded as follows: (1) KOL, HF and 
CM read all the transcripts closely to get familiar with 
the data material, and made associative notes of emerg-
ing tentative themes, (2) KOL, HF and CM met at a 1-day 
analysis seminar and developed consensually a prelimi-
nary thematic structure, (3) after the analysis seminar, 
KOL re-read in-depth with the preliminary structure in 
mind to control the correspondence, (4) the thematic 
structure with illustrative quotes was presented to MV, 
and to PEB who has a longstanding experience as an ado-
lescent clinician and researcher, and who functioned as 
a critical auditor. Illustrative quotes and naming of the 
themes were translated into English language after the 
data analysis was completed.

Ethical considerations
This project was sent to the Norwegian Regional 
Ethic Committees for consideration and was formally 
exempted from a full consideration. Due to Norwe-
gian regulations, parents of clients aged 15 or younger 
received, approved and signed an informed consent on 
behalf of their children prior to participation. Clients 
aged 16 and older received verbal and written informa-
tion, and signed an informed consent prior to participa-
tion. One client had social interaction difficulties and was 
provided with a list of questions a week before the inter-
view in order to prepare. We also provided individual 
interviews as an option for all adolescents that wanted to 
participate. The adolescents were asked to talk from own 
concrete experiences with suffering and recovery. We 

were highly aware about this during preparation phases 
and during the interviews, and strived to encounter them 
with an open, non-judgmental attitude. A small debrief-
ing was also done after the interview, and all clients got 
followed-up in therapy, with some participants from the 
reference focus group as an exception. One participant 
received help from the interviewer to change therapist 
after the interview.

Findings
Positive outcome experiences were formulated as achiev-
ing a sense of a stronger autonomy and safer identity. 
Thus, good outcomes were understood as ongoing pro-
cesses towards the life they wanted to live.

This overarching theme is reflected through six sub-
themes representing nuances and variation in what con-
stitutes a good outcome, named from the words of the 
adolescent clients: (1) having unpacked and discovered 
emotions, (2) having started to become the person that 
I truly am, (3) having dared to open up and feeling con-
nected with others, (4) having started saying yes to new 
challenges in life, and (5) having learned how to cope 
with challenges in life (see Fig. 1).

An overview of the representativeness of each theme 
can be found in Table 1. As can be read from the table, 
four of the five themes are considered to have broad cov-
erage across participants, meaning that they were present 
in all or all but one interview. The theme “I’ve discov-
ered and given names to my emotions” had less cover-
age across participants, being present in seven out of 11 
interviews, In the following we detail each of the themes.

I’ve discovered and given name to my emotions
Emotional work was mentioned as an important aspect 
of the therapy process. Several of the adolescents talked 
about their previous deficiency in recognizing, describ-
ing and understanding own emotional reactions, and 
how their difficulties with handling and communicating 
intense emotions often led to problems in their social and 
inner life. In collaboration with the therapist they had 
opened “black boxes” hidden in their mind and together 
explored their content, learning that behind a chaos 
of undefined emotions they were, for example, scared, 
lonely or angry. Thus, getting better was learning how 
emotions operated in the body and understanding what 
was happening on the inside. For example, the following 
quote from one participant illustrates how getting bet-
ter was facilitated when the therapist helped her getting 
aware and communicating what she was feeling:

I didn’t know the difference between… different emo-
tions. I have two emotions, and that’s angry and… 
well, actually, it’s happy and not happy. […] “Can 
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you please describe to me how you’re feeling?” So I 
feel this is how a psychologist can help me. If I’ve like 
experienced something that actually made me sad 
or if my pet died or if I’d broke up with my boyfriend, 
that’s sad. If something stupid happened and I got 
laughed at, I’d feel angry. That sort of stuff. That they 
[therapists] teach us, people that don’t recognize dif-
ferent emotions, that they teach us the different emo-
tions (girl, 17 years old, focus group 4).

Furthermore, having learned about own emotional 
reactions became important to find directions in their 
lives. It became clearer to them how emotions are linked 
to needs. When something painful happened, for exam-
ple if a boyfriend broke up or a pet died, they had learned 
to self-soothe and fulfill own essential needs by seeking 
comfort and support from others. They also had become 
more aware of their embodied reactions, understanding 

that nausea, headaches or trouble sleeping were tied to 
their feelings. How getting better could manifest in the 
body is illustrated in the following quote:

If you’re not fine it affects everything in the body. 
So, when the stress level gets lowered you get better. 
Take me as an example, I had terrible sleep qual-
ity and woke up stiff as a stick. [careful laughter] In 
the worst periods I threw up during the nights. And 
I’ve made some changes now on high school, and my 
sleep isn’t perfect but I don’t throw up anymore (girl, 
16 years old, individual interview 5).

Altogether, positive outcome experiences—or aspects 
of “getting better”– were formulated as having learned 
how to handle intense emotional reactions and fulfilling 
own basic needs. As an example, one positive outcome 
was when emotional work in therapy manifested as a 
feeling of being able to breathe and relax. In their own 

Fig. 1 Illustration of the overarching theme and related sub‑themes

Table 1 Overview of the different themes and their representativeness in the interviews

a Reference focus group

I’ve discovered 
and given names to my 
emotions

I’ve started to become 
the person that I truly 
am

I’ve dared to open 
up and feel connected 
with others

I’ve started saying yes 
where I used to say no

I’ve learned to cope 
with challenges in life

Participant 1 • • • • •

Participant 2 • • • •

Participant 3 • • • •

Participant 4 • • • •

Participant 5 • • • • •

Participant 6 • • • •

Participant 7 • • • • •

Focus group 1 • • • • •

Focus group 2 • • • • •

Focus group 3 • • • •

Focus group  4a • • • •
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words, getting better was the feeling one got when nau-
sea, headache and tensions let go, and to no longer be 
trapped in an overwhelming emotional chaos.

I’ve started to become the person that I truly am
Most adolescents were concerned about the pressure 
placed on today’s generation of youth. They felt com-
pelled to look, feel and act in certain ways to meet an 
unreachable standard. In order to feel successful one had 
to perform at all kinds of arenas at the same time, such 
as for example education, work, and appearance. When 
adolescents talked about getting better, this was linked 
to having broken themselves freer from the demands of 
society, school, parents or friends. For many of them, get-
ting better was about becoming the person that they truly 
felt they were or wanted to be. One participant put it this 
way:

You need to get to the core of your problems. What’s 
underneath it all. Many today speak of generation 
performance where a lot of youths struggle with feel-
ings of inferiority which drives it all. It’s there, chas-
ing confirmation and acceptance, or good grades, 
because you aren’t able to settle with yourself. That 
I am me. And it doesn’t matter if I get a D, right? 
It is not that that’s going to define who I am (girl, 
16 years old, focus group 2).

In addition to stop conforming to the perceived norms 
and demands of society, the adolescents also stressed that 
getting better was to establish an identity that did not 
equal having a psychiatric diagnosis. Thus, getting bet-
ter was to separate one’s identity and one’s problems, as 
illustrated by these two participants:

I want to become the person I feel that I truly am. 
For me getting better is to feel that I am myself. That 
I am not anxiety. Rather, that I am me. [laughs a 
little] And that’s really… I don’t need to have, like, 
a job, education, friends, as long as I feel that I am 
in control of my head, my thoughts, and not my dis-
ease, in a way (girl, 16 years old, focus group 3).

This might sound very weird. But to give up on… 
my own… it is hard to explain… but, to give up on 
my own identification with my inner pain. I’ve had 
so many problems so long that I’d started to believe 
that I was… that it was my identity (boy, 19  years 
old, focus group 4).

Self-esteem and self-regard was also an aspect of this as 
learning to know and accept oneself through therapy had 
made it easier to take pride in oneself. This quote may 
illustrate:

I learned to know myself at a very, very young age 
[as a result of therapy]. And that has helped me 
as I have grown older. People often tell me that it 
seems that I… kind of… know who I am, really (girl, 
17 years old, individual interview 6).

Another participant told how he had started living by 
the motto: “What would a person who loved himself do?” 
(boy, 19 years old, focus group 4), and began to express 
his feelings through writing and playing the piano. Other 
adolescents confirmed this, telling how doing hobbies 
was a way of exercising ones’ identity and the deliberat-
ing feeling of actually being the person they were without 
feeling ashamed. Getting better was in that way trusting 
and exercising ones true and self-chosen identity.

I’ve dared to open up and feel connected with others
Although positive outcomes were referred to as a chain 
of inner processes towards greater emotional- and self-
awareness, at some point one needed to turn “inside-out” 
and eventually dare to relate deeply with meaningful oth-
ers. One participant described how mental health prob-
lems could make you reserved and uncommunicative:

When you’re in great pain or if you have… some sort 
of mental illness, then you end up thinking a lot. You 
might enter some kind of mental bubble. Where you 
get very quiet (girl, 16  years old, individual inter-
view 3).

Having started to reach out to family or friends was 
considered a sign of getting better, and could also facili-
tate the healing process even further. Social networks 
were mentioned as tremendously important for getting 
better, as friends and family helped them break out from 
isolation, apathy or loneliness. More or less all adoles-
cents also highlighted how merely having someone to talk 
with, regardless of it being a therapist, family member or 
a friend, was essential. However, different social arenas 
hold different functions. Connecting to peers seemed 
crucial for developing a sense of belongingness and group 
identity, while connecting with parents provided them 
with safety needed to encounter new challenges in life. 
Although it was difficult and for some a huge threshold to 
open up and let other people know what they were feel-
ing or thinking, starting to reach out and relate seemed 
to be one of the most influential and strongest positive 
outcomes, as described by this participant:

For me it has been very helpful that my friends know 
what I’m struggling with. […] I went to my closest 
friends about my mental health problems, and told 
them before I told my parents. They’ve been the best 
support I ever had (girl, 14 years old, focus group 1).
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Establishing or strengthening close relationship with 
peers is of great importance for the adolescent, although 
parents are still important figures of attachment. Being 
able to share with a friend before sharing with parents 
may be seen as a sign of relational achievements on two 
important arenas: both relationship with peers, and 
attachment to parents. In many ways getting better was 
to recover relationships with family, peers or other signif-
icant persons, resulting in a positive spiral towards better 
life quality and general functioning.

I’ve started saying yes where I used to say no
In addition to inner processes, a sense of getting better 
was also something that happened on the outside. At a 
practical level, the adolescents often stated that a posi-
tive outcome was being able to do more things. As one 
participant put it: “[A good outcome is to] say yes where 
you’ve used to say no” (boy, 15 years old, individual inter-
view 1). However, this did not mean that a good outcome 
was saying yes to everything. Rather, a good outcome was 
to do things they earlier wanted to do but never managed 
due to their mental health problems. For example, never 
getting up from bed or spending whole days playing 
video games or watching TV series, were replaced with 
going out, meeting friends and showing up at school. In 
particular, mastering one’s mental health issues and mas-
tering life was an important aspect of this, as exemplified 
in this excerpt from one interview:

Participant: When you stop doing the things you 
usually did, […] the last month or week maybe. Take 
an example, if someone is scared of going to school 
because they get bullied or have mental health prob-
lems. The day you start going to school. Or that day 
you… dare to… dare to be alone or the day you dare 
to sleep with the lights off. Those things.

Inquirer: So, getting better is about doing things?

Participant: Yes. I see it that way. […] Yeah, break-
ing… the voice telling you that you can’t- that you 
can’t sleep with the lights off because someone will 
come and get you, or something. You get better when 
you breach through that… I don’t know… wall. Or 
that inner voice. Instead you go: Now you have to do 
it! That’s getting better. And when you have done it 
over and over again (boy, 15  years old, individual 
interview 2).

Working towards small, reasonable sub-goals decided 
upon in collaboration with the therapist was considered 
as a cornerstone in the treatment process, and getting 
better was to start accomplishing these goals. Partici-
pants reported having started saying yes and dared to 

challenge themselves on tasks that earlier seemed 
unreachable, regardless of this being sleeping with the 
lights or showing up at school.

I’ve learned how to cope with life
A positive outcome did not mean that all future prob-
lems were solved. On the contrary, to recover from 
mental health problems was described as a living and 
forever moving process. Participants stressed that they 
saw no cure for sadness or fear in life, and keeping on liv-
ing implied that they would encounter new hindrances. 
However, from therapy they had learned ways of handling 
those obstacles. Thus, a positive outcome in psychother-
apy was to achieve tools and a state of mind where a pas-
sive helplessness was replaced with hope, optimism and 
agency, as explained by this participant:

Well, when I reflect upon the meaning of getting bet-
ter, I don’t think it is about getting a hundred per-
cent well. You rather learn new ways of coping with 
things. So I’m not thinking that now I’ll recover from 
all my problems. And if I happen to turn out okay 
in the end, I’ll be positively surprised. But, as I said, 
I’m going to learn how to… handle things better than 
what I do right now (girl, 17  years old, individual 
interview 6).

It appeared that getting better was ongoing, never-end-
ing and even fragile processes, as pointed out in the fol-
lowing to quotes:

So, for me getting better is being able to forget all my 
problems… or at least many of them. That I’m able 
to… live in the moment… being present where things 
happen. That I’m able to enjoy what’s happening 
around me. But then, it all can fall apart 10 s after. 
And everything is coming back at me again (girl, 
16 years old, individual interview 5).

When I first started here I thought that everything 
was going to be good. But that’s not the way life is. 
You’re supposed to be sad sometimes, you won’t be 
happy all the time. Lower the expectations a little 
and accept that it’s okay to be sad, to cry, and all 
that stuff. You need to learn to live with it alone, but 
I [the therapist] can help you on the way. ‘I can help 
you to manage it’ (girl, 16 years old, focus group 4).

Indeed, the adolescents stressed that although they 
felt better at the time being, life was going to get tough 
sometimes. This did not mean that they had not got bet-
ter or accomplished a good outcome from psychother-
apy. Rather, they had learned that despite the struggle of 
living, they could handle it or they knew where to seek 
help. A good outcome was not about living a life without 
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problems. It was rather to have tools to solve them and go 
on coping with life.

Discussion
Positive outcome experiences were formulated as hav-
ing achieved a stronger autonomy and a safer identity. 
Specifically, being autonomous enough to hope for and 
to create a better future, being able to interpret own 
essential emotions and navigate from them, and con-
necting more deeply with significant others were seen as 
important. However, being an adolescent fundamentally 
implied being in constant movement and the process of 
getting better was not an exception. Some participants 
underscored its fragile nature. In seconds, their newly 
established self-esteem could collapse and the hope for a 
better future would bleach. A risk that a sense of getting 
better was momentary and potentially shifting always 
loomed.

The experience of positive outcomes was closely tied 
to personal development and increased quality of life. 
This is a form of thinking that falls within a recovery ori-
ented tradition (see e.g. [24] ). In this tradition, recovery 
is viewed as a deeply personal process of changing one’s 
attitudes, emotions, goals, skills and roles, and starting 
living a more satisfying and hopeful life despite one’s lim-
itations caused by illness [25]. This means that recovery 
is about living as good as possible, as described by our 
participants in the theme “I’ve learned to cope with chal-
lenges in life”. Interestingly, participants also emphasized 
how recovery is not so much about restoring function or 
returning to a hypothetic state that once was. Rather, it 
was a forward-looking process of creating new opportu-
nities in their everyday life.

In relation to the development of outcome monitor-
ing approaches in mental health for adolescents, one 
important implication of these findings is that outcome 
measures need to be recovery oriented, sensitive to 
developmental phases, and focused on the personal goals 
and values of the unique adolescent. However, most out-
come measures are not currently developed in collabo-
ration with service-users, meaning that the definitional 
power of what constitute “good outcomes” have resided 
with researchers and policy makers. As a consequence, 
we would argue that, despite the surge of interest and 
widespread implementation of routine outcome moni-
toring seen worldwide, the question of what constitutes 
a good outcome still for a large part remains disputed. 
When casting light on the adolescent clients’ own con-
ceptualizations of improvement and outcomes, other 
ways of resolving some of the major implementation bar-
riers seen across a variety of clinics, especially when it 
comes to repeated and continuous use of outcome meas-
ures (see e.g. [26, 27]), can arise.

For instance, clinicians’ values and attitudes towards 
outcome monitoring is a documented implementation 
hindrance [28–30]. Some clinicians argue that existing 
outcome measures tend to alienate their young clients 
and does not consider the differences in client needs [29]. 
Others argue that current measures are too focused on 
symptom reduction (“curing aspects”), overlooking cop-
ing and contextual variables important to track other 
aspects of improvement [28]. Moreover, similar to our 
findings, it appears that standardized outcome meas-
ures based on symptom improvement match poorly with 
young service-users’ own conceptualization of improve-
ment and recovery [10]. Hopefully, if outcome measure-
ments were more personally relevant to the young service 
user, this might also affect the clinician’s perceived clini-
cal usefulness of the scales, and ultimately the young ser-
vice user’s own motivation to use them.

From the adolescent perspective, how can the ways 
young service users define “good outcomes” be under-
stood in light of the adolescent’s life and development? 
Adolescence is a period of life where identity is formed, 
autonomy gets real and relationships consolidate. Early 
identifications are integrated into a personal identity, 
with a new and stronger sense of “who I am”, rather than 
the echoes from an individual’s identity as a child [31]. 
In later adolescence, youths start to form more coher-
ent and reflective self-narratives, narratives having a his-
tory and a future [32]. Along with this, an overarching 
attachment organization and approach strategy point-
ing forward to future intimate relationships emerge 
from various distinct attachment patterns [33]. Indeed, 
autonomy and identity are vital developmental achieve-
ments in adolescence, which in keeping with our findings 
also become important goals to achieve in constructive 
change processes. In summary, successful mental health 
services seem to help adolescents establish an identity 
and the autonomy needed to exercise it. Yet, adolescent 
identity is an ever-changing, unstable process, as identity 
gets constructed as one moves through life, encountering 
new experiences, situations and people that affects ones’ 
self-theory [34].

Limitations and strengths
Graham [35] claims that the adult world has tended to 
disempower and infantilize young people. As a society we 
have failed to take into account their skills and resources, 
and hindered them in their efforts to put their compe-
tences to use. This may be a particularly crucial issue in 
the field of mental health care, which has traditionally 
focused more on remediation of illness and symptoms 
than on the discovery of people’s resources, on setting 
up interventions through outcomes defined by the health 
care system rather than basing them in each person’s 
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own goals and aspirations [10, 11, 36]. An important 
strength of this study is that we develop knowledge on 
what constitutes good outcomes on the foundation of 
descriptions from the first-person perspectives of young 
service users rather than in “professional” and “adult” 
language. Another potential strength of the study is that 
we have included adolescents with a broad variety of 
mental health issues and backgrounds to focus groups 
and individual interviews discussing shared meanings 
vis-à-vis the topic of treatment outcomes. This allows us 
to move beyond the particulars of specific issues, such as 
for example exposure experience for the adolescent with 
phobic avoidance, and into what is shared between differ-
ent ways of suffering.

An important limitation is that all participants had 
experiences from similar public mental health settings. 
This may reduce the generalizability of the study findings, 
as they need to be understood within this Norwegian 
context, as specified in the methods section. Further-
more, another limitation that we are aware of is that we 
have not carried out member checking procedures with 
the participants due to practical reasons. Future studies 
that do not spread over large geographical areas could 
beneficially include this strategy. Another limitation is 
that we have interviewed young people who currently 
are receiving treatment. It is possible that their views 
and perspectives differ markedly from persons who have 
dropped out from treatment, or felt that treatment that 
they have received was unhelpful. As such it would be of 
interest with research focus on outcomes from the point 
of view of young people who have disengaged from men-
tal health care. Moreover, the first person perspective of 
adolescents as clients in mental health needs more care-
fully designed studies.

Conclusion
We have studied the experiences of 22 adolescents aged 
14–19  years old to explore what they experienced as 
“good outcomes” of psychotherapy. We have reported 
five constituent sub-themes supporting the strengthen-
ing of autonomy and identity in the adolescents’ ongo-
ing development, as representing what “good outcomes” 
mean to them.
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