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Abstract: Evidence from around the world consistently indicates young people experience high rates
of mental ill-health, but frequently have limited engagement with treatment. One powerful influence
on young people’s engagement with mental health care is their relationships with treatment providers.
A strong relationship with clinicians may be key to sustaining engagement, reducing dropout rates,
and improving outcomes from treatment. However, research into young people’s perspectives on
qualities they value in their clinicians has often been limited by traditional methodologies which
explore young people’s attitudes to clinicians they have already worked with. This limits young
people’s responses and, therefore, our understanding of who an effective ‘youth mental health
clinician’ could be. In this study, 94 young people from New Zealand participated in innovative
research workshops in which they described their ideal mental health clinician. Thematic analysis
identified five themes which summarized these young peoples’ priorities for an ideal mental health
clinician: Someone Like Me, Someone I Connect With, Someone Who Protects My Space, Someone
Who Treats Me as an Equal, and Someone Who Works in the Right Way for Me. The presence and
demonstration of these qualities may support both initial and sustained engagement with treatment,
with the potential to improve outcomes for young people. Importantly, the connections between these
themes highlight that young people are less likely to value ‘relatability’ as an isolated quality in their
clinicians and most desire to work with clinicians who balance a warm and comfortable personal
style with professional expertise and boundaries. These findings provide guidance for clinicians from
a range of orientations who wish to work effectively with young people as to how they can adapt
their approaches and seek feedback to improve their work with young people.
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1. Introduction

Young people globally need acceptable and accessible mental health treatment to
address high incidence and prevalence of mental health problems [1], however youth
(defined as young people aged 12–25) have the poorest engagement with treatment of any
population group [2]. While this is a complex issue, it should be particularly concerning to
mental health clinicians that even after accessing mental health treatment young people
have very high drop-out rates [3]. There are several reasons young people may disengage
from treatment, however many drop out of therapy because of dissatisfaction including
dissatisfaction with their clinician [4].

Poor engagement of young people in mental health treatment is associated with a
number of factors, including a shortage of services, perception of services, stigma, and
understanding of mental health. There is clear evidence that the clinician, their style of
working, and the therapeutic alliance are powerful factors in determining whether young
people will engage with treatment. Young people’s engagement in treatment is closely
influenced by their clinician [5–8], and young people often report clinician qualities such as
a collaborative attitude are among the most helpful aspects of their treatment [9–11]. By
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contrast, young people who drop-out of services are more likely to report a poor therapeutic
alliance [12–14], with those who do not like their therapist’s approach or who have issues
in their relationship being most likely to drop out without expressing their dissatisfaction
directly to their clinician [4]. As such, if we intend to improve young people’s engagement
with mental health treatment, there is scope to focus on factors within the control of
individual clinicians. Clinicians can be empowered to improve their relationships with
young people, in order to reduce drop outs and improve engagement.

1.1. Clinician Factors and Adult Outcomes

Most research into the impact of clinician characteristics and the counselling rela-
tionship has focused on adults [15]. Beutler and colleagues (2004) have conceptualized
clinician characteristics that impact outcomes as falling within four domains—observable
traits, such as age, sex, and ethnicity; observable states, such as training and experience;
inferred traits, such as personality style and therapeutic approach; and inferred states,
such as the therapeutic relationship with a client. In adult research, there is varied evi-
dence as to the impact of gender, ethnicity, and age of clinician on outcomes with some
reporting no difference in outcomes based on these variables and others finding some
evidence suggesting that demographics may impact outcome and early termination [16,17].
Similarly, results vary as to what type of training and experience improve outcomes [16].
Friendliness is consistently associated with good outcomes [16], but results vary as to the
impact of other personality traits [17]. While many of these other domains may produce
varied results, evidence suggests that ‘inferred states’, particularly the therapeutic alliance,
may be most strongly associated with outcomes [18–20]. A recent meta-analysis of studies
which reported correlations between therapeutic alliance and treatment outcomes found
significant evidence that the therapeutic alliance is positively related to outcomes of treat-
ment, above and beyond client or clinician characteristics [21]. As such, the therapeutic
alliance has often been suggested to be the most important factor in sustaining engagement
of adults [16]. Positive regard, genuineness, collaboration, warmth, sensitivity, and good
communication are all key factors in building therapeutic alliance for adults [22].

1.2. Clinician Factors and Young People

By contrast, significantly less research investigating the impact of clinician factors on
engagement and outcomes has been conducted with young people. In order to improve
young people’s engagement with clinicians we need greater understanding of this [23],
particularly as young people’s needs are likely to be different to adults given their different
developmental priorities [24]. However, this body of literature is growing. For example,
observable traits may be more impactful for young people than adults and appear to directly
relate to inferred states including the therapeutic alliance, with research suggesting that
gender and ethnicity matching can improve the therapeutic alliance, decrease drop-outs,
and increase likeliness of completing treatment for young people [25].

1.3. Young People’s Perspectives on Engagement with Clinicians

Traditionally, research into client/clinician relationships has not attended to the client’s
experiences of and perspectives on their own treatment but relies on independent ratings of
quality of relationship or clinician perspectives [26]. For young people, this research often
relies on parent and clinician reported outcomes [27]. Historically, mental health clients
have often been perceived as unable to accurately comment on their own relationship with
clinicians due to factors like their mental state [28], insight [29] and ‘distorted’ views [30].
However, research has identified that client perceptions of therapy correlate better with
treatment outcomes than the views of professionals [31,32]. Additionally, it has been found
that accommodating a client’s preferences into the therapeutic relationship is correlated
with decreased drop outs and improve outcomes [33]. Therefore, considering client’s
perspectives on what clinician factors they value in treatment is likely to be an effective
way of improving engagement.
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Even less research has been devoted to understanding young people’s perspectives on
working with clinicians [34]. This is likely to be related to traditional conceptualizations of
young people as a ‘difficult’ group who lack the motivation and insight to comment on their
experiences [35–37]. These historic attitudes that young people are incapable of making
decisions about their treatment have lingered [38–40], and relate to beliefs that young
people are immature and irrational [41]. However, young peoples’ reported relationship
with their clinician correlates closely with their treatment outcomes [42] suggesting young
people’s perspectives too are valuable and should be considered. It has been repeatedly
noted that clients bring their own values, beliefs, experiences, and culture to therapy [43]
and this includes young clients. Additionally, the United Nations have set precedent that
young people should have the right to express their views about services provided to
them [44]. As such, it is important that we prioritize hearing and understanding young
people’s perspectives on the clinicians they work with.

Young people have consistently indicated that the relationship with their clinician is
important to them when seeking mental health treatment [26,45]. From the research that
has been conducted, the most common factors which young people report improve their
engagement with clinicians include being listened to [26,46,47]; experiencing a genuine
connection [34,48]; feeling accepted without judgment or stigma [49–52]; having their
autonomy respected [34,49]; a less hierarchical relationship [26,34,49,50,53,54]; a more infor-
mal and friendly relationship [34,49,50]; a sense of control and choice in their own care [34],
which may be particularly significant for young men [55]; trust [56] particularly regarding
confidentiality [46,57]; and empathy and care [49,50,52–54,58]. More supportive clinicians
with strong communication, clear acceptance, empathy, and non-judgmental attitudes are
valued highly [59]. Young people also indicate a preference for youth-friendly clinicians
who understand their worldview [54,60] and who are not perceived as patronizing [46].
Young people also have a preference for multi-disciplinary teams, and the opportunity to
work with a range of different professionals with different expertise [61].

Research into young people’s priorities for their clinicians is consistent with what we
might expect their priorities to be on the basis of developmental literature. Adolescence
is widely accepted to be a key stage for identity development, and is associated with a
growing desire for independence and autonomy [62–68]. As a result of this, young people
are sensitive to attempts to control them [50] but tend to hold very little power [69]. Indeed,
young people are less likely than other clients to have control over their engagement with
mental health services, and are most often treated in services designed for and focused on
adult priorities [70]. The disconnect between the priorities of young people and their adult
clinicians could contribute to challenges engaging young people in treatment including
high drop-out rates [71]. It is likely that respecting young people’s priorities will aid the
formation of a strong therapeutic relationship, in order to allow young people to truly
engage in and become active participants in therapy [48]. This means reconsidering the
ways in which we give voice to young people’s perspectives [72,73] and providing more
opportunities to explore the complex issue of agency for young people in a system which
often provides them with little power [74].

1.4. The Present Study

This study was conducted in New Zealand, an island nation in the South Pacific. New
Zealand has a young demographic, and the primary ethnic groups are Pakeha people (also
known as New Zealand European, people who are descended from European immigrants
or who recently immigrated from Europe), Māori people (The indigenous people of New
Zealand), Pacific Island people (People recently immigrated from or descended from the
people of the islands in the Pacific), Asian peoples (People recently immigrated from or
descended from people who immgigrated from the Asian continent) and other immigrants,
most commonly from Africa, the Middle East, and South America [75]. New Zealand
young people have high rates of mental ill health and often have poor service access [76]
but have rarely been consulted about their perspectives on treatment and clinicians [34].
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This study explores New Zealand young people’s views on the clinicians they would most
like to work with when engaging in mental health treatment.

2. Materials and Methods
2.1. Participants

Ninety-four participants between the age of 16 and 25 with an interest or background in
mental health participated in eight workshops across New Zealand. Participants responded
to an advertisement calling for young people with personal experience or passion for mental
health. Participants either contacted the researcher over email for further information or
spoke directly to a representative at their organization (e.g., an elected teacher) to receive
further information. Participants then completed an informed consent form which they
could either return to the researchers over email or provide in person on the day of their
workshop. Participants were offered a koha (gift) acknowledging their contribution to the
research, equivalent to NZD$40.

Workshops were conducted in six different localities across New Zealand, including
high density urban areas and townships of both the North and South Island. 4 workshops
were held in New Zealand’s 3 largest cities, with 35.1% of participants attending in these
cities. 23.4% of participants attended workshops in smaller cities/regions of the South
Island and 41.4% of participants attending workshops in smaller cities/regions of the
North Island. 79% of participants were young women, 19% were young men, and 2% were
non-binary. 68% of participants were Pakeha, 15% Māori, 10% Asian, mixed origins, and
6% Pacific Islanders. 9% were immigrants or international students from Asia, the Middle
East, South America, and Europe. The ethnic diversity of the group closely resembled the
diversity of New Zealand [75] with a slight under representation of most groups. While not
all participants identified as service users (57% had been involved with mental health services)
this study sought to also include those who may not have accessed services due to barriers
including their pre-conceived notions of treatment, as well as those who had supported others
with mental health challenges. Participants ranged in age from 16–25, with a mean age of 17.77.
16% identified as members of the LGBTQIA+ community, a category including all young
people identifying their sexual orientation as something other than heterosexual/straight
(including Lesbian, Gay, Bisexual, Pansexual, Queer/Questioning). All participants were
either currently enrolled in secondary or tertiary education, or had graduated from secondary
school. As such, no participants had disengaged from formal education.

2.2. Data Gathering

Given the clear value in hearing young people’s perspectives on clinicians for improv-
ing their engagement and decreasing drop-outs, it is important that research considers their
voices [34]. For this reason, a qualitative methodology was chosen to allow young people to
share both depth and breadth of experiences. Much of the research that has been conducted
thus far in this area has utilized traditional qualitative methodologies. However, challenges
with traditional qualitative methodologies may limit young people’s responses, including
tendencies towards to peer agreement within focus groups, lack of depth to answers on
surveys, and limited perspective taking in individual interviews [77].

In this study, we apply a novel methodology intended to elicit more creative solutions
and encourage participants to see beyond the conventional social construction of the
role of ‘clinician’ to new possibilities of what this role could look like. As such, we
integrate traditional qualitative methodologies with participatory approaches. One such
methodology is a collaborative workshop methodology, piloted by Calder-Dawe and
Gavey [78] which aims to empower young people to develop solutions to problems that
affect them and to improve their skills. In this way, the research process is intended to not
only elicit information but also to be mutually beneficial to participants themselves in a
process that is empowering to the young people who are involved.

The workshop method incorporated individual surveys at the beginning and ending,
to elicit initial thoughts and any responses to the topics discussed that might not be
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expressed such as if they would be considered socially undesirable. A group discussion
typical of a focus group then occurred, in which young people responded to questions
about their experiences of and goals for clinicians. This was followed by an activity in
which young people responded to a prompt—a newspaper article about a proposed new
mental health service. Lastly, participants engaged in creative group projects in which they
worked in teams to design an ideal mental health service, including the ideal clinicians
with whom they would like to work, which they then presented to the full group. It
was noted that, in addition to addressing some challenges of qualitative research and
eliciting nuanced and creative ideas, the mixed methods utilized in the workshops also
allowed different participants to ‘shine’ in different activities, with some very vocal in
discussions, others writing more, some annotating their newspaper articles, and others
drawing services. Workshops lasted between two and three hours dependent on group
size and were facilitated by the lead author, a training psychologist and doctoral candidate.
The size of the focus group varied from three to twenty two participants.

2.3. Data Analysis

The data was analyzed using Braun and Clarke’s [79] framework for thematic analysis,
which involves identifying themes that reflect important trends in the data relevant to the
research question.

Data was transcribed and combined with written survey answers. Prior to analysis,
all identifying information was removed from the transcripts. The analysis began with
immersion in the data and the full transcripts of the focus groups were read several times.
All statements that related to young people’s attitudes to or ideals for clinicians and mental
health professionals were then extracted. These statements were then tentatively grouped
into overarching categories that related to similar subjects using NVivo software for support
given the large amount of data. These were then refined and shaped into themes. To ensure
trustworthiness of the analysis, the themes were discussed, reviewed, and refined by both
researchers at each stage of the analysis to ensure consensus and increase fidelity [80].
Examples that illustrated the beliefs of participants within each theme were extracted from
the transcripts. Any remaining identifying information included in the examples was
removed. Descriptors such as ‘many’ and ‘a few’ were used to indicate how frequently
themes or specific ideas within a theme were addressed by participants but are not intended
to imply the possibility for statistical generalization which is not appropriate in this kind of
qualitative research.

Reflexivity is regarded as an important criteria for establishing the quality of quali-
tative research [81]. The first author is of mixed Māori and European heritage. She is a
student on a doctoral clinical psychology program and a young person within the age
range of our participants. The second author, a South African migrant to New Zealand,
is a researcher and psychologist with experience of working clinically with young people.
Given our professional positioning, it was important to resist and challenge tendencies to
confine the accounts of participants into dominant explanations or notions of professionals,
particularly our own ideals within our practice, and to pay attention to the different and
novel ideas young people were proposing.

2.4. Ethical Considerations

Ethics approval was granted by the University of Auckland Ethics Committee. As
is accepted in New Zealand as participants were 16 years and older, all participants
provided their own informed consent to participate without need for parental permission.
Participants were advised that they could share their participant information sheets and
discuss their participation with family members and other trusted adults if they wished
before deciding whether to participate or not. The researchers recognized the sensitivity
of the research and care was taken to establish the safety of participants. Workshop
conversations were monitored for content suggesting distress, and procedures were in
place to support young people who were considered in need of services or intervention



Youth 2022, 2 543

on the basis of conversation. Participants were also provided with contact information for
support services should they need it.

3. Results

Five themes were identified. These themes are presented separately for the purposes of
the analysis, however they are not conceptually or theoretically independent. These themes
are best considered synergistically; it is the combination of these ideas, and the overlap that
exists in the space between them, that best represents the participant’s perspectives on the
ideal professional with whom they would like to work.

3.1. A Shared Background: Someone like Me

Across the workshops, young people consistently expressed a desire to work with
mental health clinicians with whom they have shared experiences and identities. Partic-
ipants expressed how this can provide a sense of being implicitly understood. As one
participant stated: “We want diversity in them, with a range of background knowledge
and experience similar to what we have”.

Within this theme, participants spoke about several types of experience and identity
which they would like to share with their professionals. The most common of these was a
shared cultural background with their professional. Young people reported that this gives
them a sense the professional will understand their cultural upbringing and their family
dynamics better. This young person described it like this:

Your background and your religion has a lot to do with who you are and where your
problems are based from so if you have a counsellor that’s tailored to you then that will
help you way more to open up cause they’ll understand about cultural things.

This need was particularly expressed by participants from minority ethnicities in New
Zealand, particularly Pacific Islander and Māori participants, with agreement from their
peers of other cultural backgrounds. One young Māori woman particularly drew attention
to the ways in which cultural competence alone is not an acceptable alternative to culturally
matched professionals, stating:

You can be a Pakeha [Non-Indigenous] person and go to different courses and things like
that and you know, learn your mihi [formal greeting] and things like that, but at the
same time it’s not the same experience. And so I think it’s really important to have Māori
counsellors, specific counsellors, counsellors from different ethnicities all over so that we
can understand the culture . . . My ideal counsellor would be like a Māori, young Māori
woman . . . because it would make me feel comfortable to talk to them because I could feel
like they can relate to me.

Young people also reported a desire to work with professionals with whom they
shared lived experience with mental ill health. They particularly emphasized how this
can help them to feel understood, and increase feelings of safety. As this young person
stated: “Counsellors with personal experience can be great as well because they can kind of
understand what you’re going through. Like, they’ve gone through similar things to you”.

Participants spoke about a need for more potential for sexuality and gender matching
among the professionals they work with. Young LGBTQ+ participants emphasized how
training alone is not enough to educate a professional without the shared identity about
what that experience is truly like, similar to discussions about cultural matching. They
also spoke about the desire to see professionals of different gender identities, including
both gender matching to men and women and the option to work with transgender or
non-binary professionals.

Young people who participated in workshops emphasized the need for clinicians they
see as sharing a background with them.
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3.2. Friendliness: Someone I Connect with

Participants spoke about the need to connect with their professionals in order to work
with them. Most participants spoke of a desire to have a more relaxed, friendly relationship
with their professionals. For many, this meant knowing more about their professionals and
having a stronger sense of their personality, interests, and background—rather than seeing
them as just a “name and a title”. One participant put it this way: “I feel like the more
casual it is the more you take from them . . . Like, I take more advice from my friends than a
counsellor so if the counsellor’s your friend then I can take more on”. Many of these young
people pointed out that these relationships would take time to build, but described how
more relaxed relationships would help them to feel more comfortable, and could reduce
power dynamics and feelings of intimidation. As this participant shared: “It’s less of like
a power thing. It’s more like, I guess we could be friends if we wanted to even though
they’re your counsellor. It’s like, I could see you as a friend”.

Participants spoke about how age could be a factor that helps them connect with
professionals, particularly younger professionals whom they might perceive as more
relatable due to being closer in age to them. This young person put it as: “I feel like . . .
other people might not understand the things that teenagers are going through whereas
like younger people might because they’re around a similar age to us”.

Some participants expressed discomfort about working with professionals who were
much older than them due to feeling they do not understand them and might have old-
fashioned judgments of them. As this participant said: “It’s just a bit awkward and
uncomfortable, especially if you’re like 20 years younger than the person who’s talking to
you. Like, I just feel like old people have that belief that like, you know, self-harming’s
attention seeking”.

However, to contrast this perspective, many participants also spoke about how they
might connect more with older professionals. One young person stated their ideal age for a
professional was over 40 because: “You know that they have a lot more experience in their
life and can be, you know, wiser”.

Finally, participants spoke about the importance of humble professionals who would
be able to admit when they were not the right fit for them, and could be honest about what
they know and do not know. One described it as: “They can be honest about this . . . rather
than we are the all-knowing gods of mental health and everything you are experiencing is
distilled into this word and will be handled like this”.

Across the workshops, young people emphasized the importance of working with
professionals whom they connect with, which could be related to their style of relating,
friendliness, age, and humility.

3.3. Professionalism: Someone Who Protects My Space

Young people expressed their need to work with professionals who they believed
were capable of keeping them safe and effectively treating them. For some participants
it was important to have the safety providing by professional boundaries. While a sense
of connection was valuable, some participants explained that they wanted to feel they
could focus on their own needs rather than the person they were speaking to. That is, the
distinction between working with a ‘friendly professional’ and a ‘friend’. As this participant
put it:

Professionalism is extremely important . . . if your counsellor’s telling you about their
day and their work, it’s like ‘I don’t really care, this is meant to be about me’. But like it
sounds selfish but like that is what you’re paying for and that’s what you’re going for.

Some of these participants described how they appreciated the stance of a professional
who can give more objective advice: “I think that if you make a counsellor basically become
your friend, your friends are more likely to not tell you the complete truth of what they
think of a situation”.
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Many participants extended this balance between friendliness and safety from a
professional to the issue of confidentiality. This participant spoke about the importance of
both a relaxed connection and professionalism in creating a safe space: “If people want to
see a therapist it needs to be a chill environment where you can feel safe, where they’re not
going to give away your secrets”.

Many participants shared their frustration with policies around confidentiality and par-
ents being notified about risk, noting how restrictions around confidentiality had prevented
them from being honest with clinicians. For several participants, there was frustration
with not understanding what information will be kept confidential or not. One expressed
“I don’t know, where is that line? Like, it’s not really clear”. For many, it was felt that
there was need for greater transparency about bounds of confidentiality. In general, young
people who understood the legal bounds on confidentiality were the most accepting of the
occasional need to break confidentiality.

However, the greatest frustration for young people around confidentiality was feeling
as though it was breached unnecessarily and unprofessionally, outside of situations where
there were safety concerns. Situations like these were the majority of breached confidential-
ity experiences described. Many described having teachers told the content of their visits to
school counsellors. One described an experience: “They tell you it’s confidential and then
they go around telling everyone and it’s like ‘I thought this service was confidential!’”.

Young people expressed how, for them, professionalism would include transparency,
and the clinician sharing their interpretation of events and their justification for treatment.
As one participant put it: “They can inform and explain rather than tell you. You can see
the reasoning behind what they’re saying and that comes with a respect that you deserve
to know”.

Many participants spoke about their desire to work with professional and competent
clinicians, who they trusted to adhere to professional practices like boundaries, confiden-
tiality, and transparency.

3.4. Respect: Someone Who Treats Me as an Equal

Young people across the workshops expressed a need for clinicians who are respectful
of them and their experiences. Underlying this desire was a substantial number of negative
experiences around disrespectful and patronizing clinicians.

Young people expressed how respectful clinicians would take them and their experi-
ences seriously. Many participants described interactions with professionals who did not
believe their problems, blamed them for situations they had been through, or told them
to “just get over it.” Many adolescent participants particularly pointed out how they felt
their problems were dismissed because they were teenagers. Older participants who had
experienced mental health services both as a teenager and as a young adult also noted
this and reflected on how their experience in mental health services had changed, with
one stating:

I’ve noticed a difference from being most recently in the past year compared to being in it
when I was 15 . . . They really treat you differently in the sense that you don’t deserve
to know what’s going on with you and you don’t really deserve to know what [they’re]
thinking about. . . . and I felt like I was being belittled or patronized or disrespected and
there’s no worse feeling . . . I’ve realized they’re kind of reinforcing that vulnerability
rather than empowering you.

Other young people spoke about how being respected as a young person includes
not being ‘babied’ or patronized by clinicians. These young people described times when
they had sought mental health treatment and were offered models that felt like they were
designed for much younger children. As this participant states:

A lot of counsellor’s kind of use similar treatments to how they would like a child. Like a
ten year old. Like, one lady like got a bunch of little lego characters and shit and told me
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to like put them in places around me . . . I saw like a lot of the same things being used as
when I was like six.

Participants described a respectful clinician as listening, believing them, and “really
soaking up what the person is saying and just taking it in and thinking about it”.

Young people also described the importance of being compassionate, stating that they
“should be validated” by their clinicians. This stood in contrast to many young people’s
experiences of questioning the compassion of their clinicians. As one said: “It’s almost like
they see the patients as more of like a pay check maybe”.

Participants expressed a desire to feel respected by their clinicians, through validation
and compassion as opposed to being patronized.

3.5. Responds to the Individual: Someone Who Works in the Right Way for Me

Young people across the workshops outlined how their ideal clinician would be some-
one who works in a way that aligns with their personal beliefs. Young people spoke
passionately about their desire for having options and some kind of agency in who [they’re]
dealing with. For many, this meant being able to engage with their preferred type of clini-
cian. Participants expressed desire to be able to choose whether they worked with a range
of clinicians including counsellors, psychologists, psychiatrists, occupational therapists,
speech language therapists, nurses, and peer support workers. For some young people,
there was a perception that they were not being offered treatments to properly address
their needs. This participant describes her experience like this:

When I did counselling it was like, just every week instead of what was meant to be
happening, like dealing with the feelings I was having . . . it was like, ’you know what
will make you happy? Let’s make cupcakes this week!’ and it was like ‘Can we talk about
my trauma?’ And it was like ’No! We’re gonna make cupcakes!’

These participants often expressed a need for more therapeutic approaches that they
perceived as helping them more directly. Several participants expressed frustration that
they had not been offered evidence based treatment options including cognitive behavioral
therapy and dialectical behavior therapy, such as this young person who said:

There was this type of therapy . . . CBT or something. Cognitive behavioral therapy. Yeah,
I think that would be helpful. Because my psychologist talked about it but we never got to
it or she never really even explained it to me so I had to like research it myself.

Other participants by contrast described seeking alternative ways to interact with their
therapists, such as by expressing themselves through crafts and music, when they found
talking too uncomfortable. As one said: “I reckon there needs to be alternative ways of
mental health as well if that makes sense. Like there can’t just be sitting down and talking
to someone because some people just don’t express like that”.

Overall, these participants spoke about a desire to work more collaboratively with
their clinicians, being offered choices, and having a say in treatment planning. One put this
as: “You are not obliged or forced to do anything. You are in control of this whole process”.

For many other participants, having agency over therapeutic decisions meant having
the option to choose whether or not they would take medications, having their options
properly explained to them and presented in collaboration with other therapy models. As
one participant described:

They might say an option is to take medication as well . . . but you don’t have to.
Everything comes with the support that this can happen but you don’t have to because
you’re still a human being and you should still feel as though you have agency, no matter
what age you are.

For many participants, it was important that the professionals working with them
consider their treatment individually. As this participant put it:

Young people sort of get put into like a homogenous group. We’re all young people, since
we’re all the same age we all think exactly the same, but like that’s just not true at all.
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There’s people with different political beliefs, different upbringings, everything like that.
And so there’s sort of not really one method that can cure every one of their, you know,
mental health problems.

For other participants, part of the value of being professional meant that clinicians
had specialist knowledge in particular areas of mental health. For these participants, there
was often a feeling that a more specialized clinician would be more educated and focused
on the problems of particular concern to them. As this participant described:

I reckon . . . it should be different counsellors that study different like departments. So
it’s more personalized to go to not just one counsellor that you know, knows a bit of
everything. If you’ve got one specific problem you’ve got a specific person that can
help you.

Participants were eager for individualized therapy approaches that take into account
their unique needs. One young person described how they felt professionals could meet
this need:

In my opinion, a good counsellor . . . should be able to forsee this, should be able to see
the sort of things that would benefit an individual case because everyone’s unique and
certainly some strategies will be more effective on them than others. Others may really
just benefit from talking and others might benefit from more getting out and doing things.
And that just fits into a whole there’s no one size fits all kind of rule.

Young people who participated in workshops emphasized the importance of working
with clinicians who respect their unique needs and values in the treatment planning process.

4. Discussion

This analysis identified five themes that describe the ideal mental health professionals
young people would like to be able to work with: a clinician with a shared background,
who they connect with, and is professional, respectful, and responsive to their individual
needs. The significance of these results is bolstered by the consistency between our findings
and other research that has been conducted with young people. This study offers a frame-
work which combines disparate research across fields relating to different kinds of mental
health professional.

The need for gender and ethnicity matching between mental health professionals
and clients has been raised in a number of studies, and it has been found that for young
people gender and ethnicity matching can improve the therapeutic alliance and increase
likeliness of completing treatment [25]. While gender matching has often been seen as a
stronger preference among young women than men, it may also be valued by younger
men [82]. Some research has suggested that young people value clinicians who are sim-
ilar to them in age, gender, and experience as this improves relatability [83]. Research
investigating the impact of ethnicity matching on therapeutic outcome is varied, with
one meta-analysis identifying small impacts of ethnicity matching on outcomes for most
people and an overall decline in preference for ethnicity matching among adults in recent
decades [84]. The importance of ethnicity matching to young people specifically could
be related to the importance of identity formation during this stage of development for
young people. Interdisciplinary research has identified that ethnic identity formation is a
complex and important process for young people, particularly of minority ethnicities, and
that the experience of an ‘othered’ ethnic identity can impact a young person’s sense of
agency [85,86]. As such, reducing the feeling of ‘othering’ and creating opportunities for
identity formation within the therapeutic alliance by ethnicity matching may increase a
young person’s sense of empowerment and of being understood rather than othered within
their treatment.

Despite the importance of ethnicity matching to young people and its potential benefits
to their therapeutic outcomes, many regions face the challenge of having few clinicians
from minority ethnicities who are also often over-represented in mental health system. In
order to meet the desire for gender, ethnicity, and sexuality matching among young people
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it is important to consider how training programs can contribute to increasing the number
of professionals of minority ethnicity and sexuality moving into the workforce. At present,
ethnicity, gender, and sexuality matching will often not be possible. As such, it may also
important for clinicians to consider turning attention to the ways in which they may not be
the ideal therapist for their young client, to acknowledge this, and seek supervision and
consultation with others who hold these identities.

Very little research has evaluated if there is any impact on therapeutic outcomes from
working with professionals who have lived experience with mental health. This may be
due to traditional professional boundaries, which discourage clinicians from sharing this
kind of experience with their clients. There may be room to evaluate whether, even without
disclosing experience to clients, there is a difference in outcome for professionals with and
without their own lived experience.

It has been well established that young people prefer to work with professionals who
they perceive as approachable, compassionate, warm, friendly, and authentic (see [87] for
a review of such studies). These traits are typically depicted as important for how they
facilitate the process of building rapport, or a relationship, between client and clinician.
While clearly a priority for young people, this should also be a priority for professionals
given well established evidence that rapport is a key component in effective youth mental
health care [12,13,88,89]. This study provides additional evidence that this is highly valued
among young people, and that friendliness and a relaxed environment may be key to
engaging some young people in treatment.

However, focusing on building a connection with a client can often be misperceived
as unprofessionalism due to misconceptions of a false dichotomy between connection
and professionalism. Young people in this study demonstrated that they do not value
connection or professionalism in isolation from each other, but rather would prefer to
work with a professional who is equally capable of connecting with them and conducting
themselves professionally. This includes someone who is experienced and capable of
holding their needs, who maintains confidentiality, informs them of their plans, and
can clearly articulate what they are doing and why. This is consistent with the results
of meta-analysis suggesting a key desire for young people is information about what
their professionals are doing and why [87] and other studies demonstrating that young
people value experienced and competent clinicians [90] and clinicians with boundaries
and integrity [49]. When considered together, young people’s desires for clinicians who
are both friendly and professional show that it is not sufficient for young people to feel
a rapport with their clinician. They also need to have faith that their professionals have
the competence to adequately treat them, and trust that they will adhere to professional
practices. Rather than perceiving professionalism and connection as two ends of a dialectic,
it is important to consider how clinicians can embody both of these practices.

One way professionals may integrate this into their work can be to allow young people
to establish the kind of relationship they would like to have and meet them in their need.
For example, if a young client sets a tone of more relaxed communication, a professional
might consider how they can meet this in a way that still allows them to respect professional
boundaries such as by sharing some of their interests, professional background, or sense of
humor, or otherwise engaging in a more relaxed style. If a client prefers more professional
boundaries, rather than assuming they would prefer to be more relaxed given their age, it
may be more appropriate to prioritize professionalism and consider why they might be in
need of reassurance of this.

One particular area of practice where professionalism and connection can appear to
contrast is around confidentiality. Young people have continually raised their concerns
about confidentiality [57], and these challenges will be very familiar to all clinicians who
work with young people. What may surprise clinicians is that young people in our study
were understanding of the need to breach confidentiality when this had been explained
to them fully and they were aware of the ‘line’, even if they did not like this need. What
young people struggle with most often is feeling their clinicians are unprofessionally or
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unnecessarily breaching confidentiality. This is consistent with research finding that young
people with poor experiences of therapy often report that processes involved in treatment
were not properly explained to them [54,91]. There is room to navigate confidentiality
professionally while still building connection. By practicing transparently, professionals
can empower young clients and position themselves as allies to them on their journey
to better mental health. One direction professionals could pursue is ensuring they are
informing their clients of their policies around confidentiality.

A respectful professional is someone who is perceived as validating and who takes
their client seriously. This is distinct from someone you connect with, as a young person
may build rapport with a professional who then does not take them seriously. Addition-
ally, clinicians who focus on professionalism may not prioritize respecting their young
client’s perspective. Desires for respectful clinicians who take their young clients seriously
and listen to their perspectives align with findings that young people are often deterred
from help-seeking due to fears they will be judged by their mental health clinicians [51].
Other research has identified that young people have had the most positive experiences
of counsellors who are seen as listening and understanding rather than dismissing or
patronizing [10,90,92]. Respectfulness is a piece that can tie together both professionalism
and connection, and can aid clinicians who find each way of relating more natural to them
to practice in a youth-friendly manner.

There are clear links between a young person’s desire to be respected by their clinicians
and both the developmental stage of youth and sociological views on what it is to be a
young person in society. The desire for increased autonomy is a well-established aspect
of development for young people, as they begin to deepen their identity formation both
as individuals and group members [93]. By contrast, in many contexts around the world,
young people are often positioned as relatively powerless with limited control over their
lives such as decisions about their health [69]. In psychological research, young people
are often characterized as difficult, unmotivated, and incapable of making decisions about
their own care [35–40]. When young people are disrespected, they are further disempow-
ered at a developmental stage when they are most sensitive to their desire for agency.
As such, it would follow that young people would prefer to work with clinicians who
respect and build up their growing autonomy rather than undermining them or treating
them as children. Additionally, research has indicated that autonomy among young peo-
ple can predict greater psychological wellbeing [94]. As such, clinicians that prioritize
autonomy may promote wellbeing in and of themselves without considering the added
benefit of reducing drop-out rates and promoting service engagement. By positioning
themselves as non-judgmental, compassionate, and open by taking their clients seriously,
not minimizing their experiences, and considering for themselves why they may struggle
to take some clients seriously professionals could improve outcomes for their young clients
and reduce disengagement.

Research has also established that young people are eager for opportunities to par-
ticipate in their own care (see [90]). For many young people, this can enable them feel as
though they are taking control and helping themselves [95]. While professionals might be
concerned about young people’s capacity to guide their care, studies have demonstrated
that young people can be effective participants in care planning particularly when profes-
sionals focus on identifying communication methods that work for their clients [96]. It may
be time to rethink the role of professionals who work with young people as dictating care
decisions for their client based on professional opinion. Allowing young people a voice
in decision making may not only aid their engagement, but also improve their outcomes.
Clinicians may achieve this by considering how to involve their clients in an age and
ability appropriate manner. For example, if considering multiple therapeutic models they
may consider presenting these and the rationale for each approach to a client for their
perspective. If inappropriate to consult a client in this way, professionals could consider
clearly explaining their decision including why there is no other option available to the
young person. It may also be helpful for clinicians to consider how young people in our
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study highlighted the benefit of ‘small’ choices, such as where to sit and how to start a
session, which may help to build empowerment in therapy.

Across the workshops, it was clear that young people who have experienced mental
health services have rarely worked with professionals in this way. As such, many young
people have had poor experiences with clinicians and may therefore take more time to
build trust and be more sensitive to issues with new clinicians with whom they engage. It
is important for clinicians to consider how they can help address these concerns and past
experiences for clients.

Nevertheless, as mental health professionals there is room to consider how our behav-
ior can shift to be more in line with the needs of young clients, and where any resistance
to this change may come from. Many professionals may already be incorporating several
of these principles, or may see easy behavior changes they can make. Others may feel
resistance to these principles or see great disconnect between the perspectives of young
people and how they have been trained to practice. While some may feel that as experts
our practice is fundamentally correct, and should not be adjusted to suit our clients, it is
critical that we reconsider this attitude. A more efficient and engaging service requires
professionals who are willing to be flexible and adaptable to the unique needs of the popu-
lation they serve, and who can hold this flexibility alongside their training. Mental health
professionals can and should be able to uphold high standards of professional behavior
while also adapting their behavior and attitudes to better address young people’s needs.

While it may not be possible to meet young people’s needs in every therapeutic
encounter, it is important to provide early opportunities for young people to connect
with a clinician in order to promote their engagement with professional support and
prevent drop out. A solid working alliance between a clinician and their young client not
only provides a feeling of safety and comfort for young people, but can sustain some of
the more challenging aspects of therapy. Importantly: There is no single clinician who
can be the ideal mental health clinician for every young person. When we as clinicians
cannot operate as ‘ideal’ youth mental health practitioners, we can invite conversation and
promote open, respectful, and transparent conversation with the young people we serve
in our clinical practice.

Many countries around the world are reconsidering their mental health systems
broadly, or youth mental health systems more specifically. Even when widespread change
is not underway, many individual services are increasingly recognizing the need to better
serve the needs of young people. While widespread systemic, cultural, and structural
change is needed it can often feel insurmountable, unachievable, and expensive. This
can leave services trapped in traditional, unhelpful patterns of care while they juggle
the challenge of addressing these needs. This study demonstrated that when given the
freedom to identify any features that could improve their engagement, young people often
focused on characteristics of clinicians. This should empower clinicians to be confident
their practice can substantially impact a young client. This study also details changes
individual professionals can make which may improve the engagement and outcomes
of young people. Many of these practices can be implemented quickly and individually,
while others may require managerial decision making, but few should require substantial
or expensive changes to services. These changes should not be considered an alternative to
broader system change, but a supplement and an option that services can integrate quickly
even before undergoing larger scale change.

Limitations

While this sample was diverse and reflected many groups from around New Zealand,
these results may not be truly reflective of the perspectives of all young people. In particular,
Māori and Pacific Islander young people who were underrepresented in this sample
and are over-represented in mental health statistics may have different needs for their
professionals [97]. Their opinions may need to be investigated in an additional study
building on this research. This sample was also gender imbalanced, as is unfortunately
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common in mental health research and mental health treatment broadly. Our results
therefore primarily reflect the perspectives of young women in New Zealand, and may not
be reflective of young men’s views. However, young men in New Zealand have high rates
of mental health challenges that continue throughout their lives and their perspectives will
be important for developing clinical approaches that are both effective and engaging for
young men. As such, it may be necessary to consider developing unique methodologies for
gathering the perspectives of young men that are better able to engage them in research.
Importantly, our understanding of limited engagement of men in research and treatment
often relates difficulties men experience in talking about mental health to traditional models
of masculinity [98]. However, much of this research has been conducted with adult men
of majority identities [98] and greater research is needed to understand the impacts on
young men’s engagement. It is particularly important to step away from contributing
men’s limited engagement to factors within them (e.g., stubbornness) [99] and towards
developing our understanding of what we as researchers and clinicians can do to improve
their engagement. Additionally, given the nature of data collection, we were unable to
compare the perspectives of young people across demographic groups—an important area
for exploration in future research.

5. Conclusions

Awareness is rapidly growing of the poor mental health experienced by many young
people around the world. Despite greater awareness, and increased understanding that
the current mental health system is not sufficiently meeting the needs of young people,
less attention has been paid to factors that clinicians can control which may contribute to
limited service engagement, high drop-out rates, and poor outcomes among young people.
Less research still has focused on the perspectives of young people themselves as to how
they believe professionals can work better with them. This study seeks to fill some of that
gap, by providing a set of principles for professional practice based on the perspectives
of young people. Based on this study, young people seek to work with professionals with
whom they share a background, who they connect with, who are professional, who respect
them, and who work in a way that is adapted to them. By incorporating some of the
practices we recommend, mental health professionals can align their practice more closely
with the needs of young people.
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