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The young girl dancing to the latest beat 

Has found new ways to move her feet 

The young man speaking in the city square 

Is trying to tell somebody that he cares 

Yeah, the ones that you're calling wild 

Are going to be the leaders in a little while 

This old world's wakin' to a new born day 

And I solemnly swear that it'll be their way 

You better help the voice of youth find 

What is truth? 

Johnny Cash - What is Truth 
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Summary 

Background: Adolescent onset of mental health disorders is a predictor for lifetime mental 

health. Several studies suggest that mental health problems among adolescents in high-income 

countries have increased over the last decades, especially internalizing problems. Since the 

adolescent brain is primed for change and is more receptive to both external and internal 

influences, early intervention and preventative measures—through accessible and high-quality 

primary mental health services—are essential for this population. 

Adolescents gradually develop into more independent individuals, capable of making 

autonomous decisions. This makes it natural for them to take greater responsibility for their 

own well-being. Yet adolescents’ views around what is important for their mental health and 

social functioning often differ from the views held by their parents, teachers and clinicians. 

Help-seeking adolescents should thus be actively involved and engaged in decisions regarding 

their own health and well-being, to build services that are adapted to their needs.  

One potential way to facilitate this is to systematically use idiographic measures in 

primary mental health services. Idiographic measures apply a standardized format—yet the 

content, i.e. the items being measured, are defined by the client. Consequently, the 

measurement is based on the personal values, priorities, and expectations of the individual 

client. Using idiographic measures in counseling makes the voice of the adolescent client part 

of the formal assessment, possibly facilitating user involvement. 

This dissertation examines the effect and utility of implementing a systematic 

idiographic assessment approach, called Assert, in adolescent primary mental health services. 

Assert focuses primarily on administering one question to the adolescent: “What matters to 

you?” It thus elicits the most important topics the adolescent wants to address in counseling. 

The adolescent can define up to three topics that matter to them—such as problems, goals, 

and areas of life. After the adolescent has written the topics in the Assert measure, the 

counselor and adolescent work together to find a suitable way to address these in counseling. 

Methods: The data were collected in the “What matters to you?” study, where the 

PhD candidate led the implementation of Assert in primary mental health services in 11 

Norwegian municipalities. The counselors employed in these services (specialized nurses, 

psychologists, and social workers) provide counseling to adolescent clients aged 12 to 23, 

with diverse psychosocial problems. 

In the first sub-study, a randomized-controlled effectiveness trial was conducted to 

examine whether Assert had an effect on user involvement, mental health, Quality of Life 
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(QoL), and Locus of Control (LoC). Questionnaire data from 150 adolescents, of which 70 

used Assert in counseling, were analyzed using ANCOVA. 

In the second sub-study, 27 of the counselors were interviewed to explore the 

counselors’ experiences with using Assert to assess and follow up the adolescents’ concerns. 

This provided nearly 80 hours of interview data, which was analyzed using thematic analysis. 

In the third sub-study, the 231 concerns the adolescents had reported with Assert were 

examined in detail. First, all the concerns were categorized using a qualitative approach, to 

identify similarities among them. The categories of concerns were then used in quantitative 

analyses, to examine the distribution of the concerns and whether this distribution differed 

according to age and gender. Finally, the researchers examined whether counseling alleviated 

adolescents' concerns and whether this alleviation differed according to length of counseling 

and type of concern. 

Results: The results of the RCT showed that Assert could reduce external LoC, with a 

large associated effect size. This means that the adolescents using Assert attributed less of 

their mental health improvement to external causes such as chance, luck, or the efforts of 

other people. Assert did not influence the perceived degree of user involvement, mental 

health, or QoL—although LoC was associated with both mental health and QoL. 

The thematic analysis of counselors’ experiences with Assert in the second study 

resulted in five themes: (a) “What Matters to You?” (b) “Professional Responsibility,” (c) 

“Empowering the Adolescent,” (d) “Practical Utility of Assert in Treatment,” and (e) “The 

Implementation of Assert.” Assert was perceived by the counselors to enhance collaboration 

and convey to adolescents that the counselors took their concerns seriously. It also provided 

structure, by giving the sessions a concrete focus. However, some counselors found it difficult 

to surrender control to the adolescent. It was also challenging, at times, to find the right 

balance between helping and directing the adolescents to define the topics that mattered to 

them. Assert was generally considered a useful and simple way to assess adolescents’ 

concerns, and was viewed by the counselors as a positive contribution to their existing 

methods. 

In the third study, the concerns defined by the adolescents with Assert were 

categorized, according to their content, into three main categories (concerns related to Self, 

Relationships, and Life domains), and nine sub-categories. Concerns about Self were the most 

frequently reported—especially concerns about Autonomy. Concerns about Improving 

relationships and School were also frequent. Gender and age differences were observed in the 

distribution of categorized concerns. More boys reported concerns about School, older 
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adolescents more often reported no concerns about Relationships, and younger adolescents 

more often reported no concerns about Self. Significant alleviation on the self-defined 

concerns was observed over the course of counseling, and the largest degree of alleviation 

was observed after seven sessions. 

Conclusions: Using Assert may enhance adolescents’ sense of being able to influence 

their life circumstances and mental health, by allowing them more control of what is 

addressed in counseling. Assert putatively had a positive effect on the adolescents’ external 

LoC because it offers a simple way for troubled adolescents to present what really matters to 

them. As they write down the topics or goals that matter to them, in the sessions, the 

adolescent can observe possible progress on these topics. This makes it clearer that change is 

no longer merely dependent on chance. 

The counselors found that using Assert to define personal topics in counseling 

contributed to empowering the adolescent, as it demonstrated that the adolescent’s 

individuality and unique perspectives were highly valued. Offering the adolescent experience 

around specifying options, defining goals, and developing a feeling of confidence in her/his 

choices also forms a vital part of a sound autonomy development. In line with this, the 

adolescents most frequently reported concerns about Autonomy. Targeting constructs related 

to autonomy, in counseling, might be especially valuable for adolescents. Guiding adolescents 

to act on their own behalf and follow their own values and interests—by helping them define 

their personal goals and supporting them in their process—could foster a positive autonomy 

development.  

Assert was generally accepted by the counselors, as it was considered a relatively 

small change to the services’ existing routines. The use of systematic follow-up also provided 

more structure and continuity. Moreover, the self-defined concerns were alleviated within the 

limits of how many counseling sessions these services can provide. This gives us reason to 

believe that Assert could be implemented in primary mental health services, with relative 

ease. The explicit and systematic follow-up of the adolescents’ needs could facilitate client-

centered care, adapted to the dynamic and changing nature of mental health concerns among 

adolescents.   
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Introduction 

Adolescence  

Adolescent stems from the Latin word adolescere, which means “to grow up” or “to come to 

maturity” (Online Etymology Dictionary, 2020). Historically, the start of adolescence has 

been defined as puberty (Feldman & Elliott, 1990); most researchers agree with this today. 

However, the endpoint has been debated for decades (Sawyer, Azzopardi, Wickremarathne, & 

Patton, 2018). The age of marriage used to mark the endpoint of adolescence. Yet this is no 

longer a valid indicator, as it has exceeded 30 years in Europe, cohabitation is more common, 

and more people have children before they are married (Kiernan, 2001). Since the human 

brain continues to develop through one's 20s, some argue that this indicates a biological 

endpoint of adolescence (Crone & Dahl, 2012; Sawyer et al., 2018). Others claim that using 

the term “adolescence” to describe people between 10 and 24 could lead to underestimating 

the competencies of young people (Alderson, 2007; McDonagh et al., 2018). Accordingly, 

McDonagh et al. (2018) suggest that “young people” should be used as a unifying term to 

describe the period from 10–24. The authors recommend using the definitions from WHO 

(2002) and Arnett (2000), which define “adolescence” as the period between 10 and 19 years 

of age, and “emerging adulthood” as the period between 20 and 24 years.  

Yet Steinberg (2017), a leading researcher on adolescence, defines adolescence as: “… 

from about 10 until the early 20s” (p. 3). This is also in agreement with the definition by The 

Lancet Commission on Adolescent Health and Wellbeing (Patton et al., 2016), which includes 

ages 10 to 24, regarding adolescence as both a social and a biological phase. Following this 

line of thinking, adolescence will be used in this dissertation to describe individuals aged 10 

to 24. The following sections will give an overview of developmental milestones in 

adolescence that are relevant to the topic of the dissertation. 

 

Adolescent Development 

Neurobiological Development 

In terms of brain development, adolescence is considered the second most important period 

after infancy (Andersen & Teicher, 2008). Developmental plasticity makes the adolescent 

brain more malleable, as it is chemically and biologically primed for change (Selemon, 2013; 

L. P. Spear, 2013). The brain, and the adolescents themselves, become more receptive to both 

external and internal influences and stressors (Romeo, 2013). Neurobiological development in 

adolescence is characterized by dendritic outgrowth and synaptogenesis—with subsequent 
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synaptic pruning—increasing the brain’s efficiency by keeping only the most frequently used 

neural connections (L. P. Spear, 2013; Tamnes et al., 2010). Through myelination, the amount 

of white matter increases. This establishes more efficient connections both within and 

between brain regions, supporting the cognitive advances of adolescence (Ferrer et al., 2013; 

L. P. Spear, 2013). These processes occur in nearly all brain regions, but two areas are 

especially important: the pre-frontal cortex and the limbic system (Blakemore, 2012). 

Development in the pre-frontal cortex makes the adolescent brain more effective at 

coordinating multiple areas of the brain simultaneously (Christakou, Brammer, & Rubia, 

2011; Hwang, Hallquist, & Luna, 2013; Sherman et al., 2014; Thomas et al., 2011). 

Development in the limbic system, on the other hand, makes the adolescent more emotional 

and susceptible to stress. It also increases their sensitivity to rewards, making them more 

likely to engage in reward-seeking behavior (Bjork, Lynne-Landsman, Sirocco, & Boyce, 

2012; Braams, van Duijvenvoorde, Peper, & Crone, 2015; Galván, 2013). Development of the 

limbic regions takes place before the development of the pre-frontal cortex (Blakemore & 

Robbins, 2012; Mills, Goddings, Clasen, Giedd, & Blakemore, 2014). This creates a 

maturational imbalance between heightened arousal by stimuli and underdeveloped regulatory 

functions—which makes adolescents prone to influence from exciting, arousing, and stressful 

situations (Casey, Jones, & Somerville, 2011; Steinberg, 2008). In later adolescence, 

however, strengthened neural connections between the pre-frontal cortex and the limbic 

system improve the ability to regulate emotions, to coordinate thoughts and feelings, and to 

consider the long-term consequences of decisions (Dwyer et al., 2014; Nurmi, 2004; A. R. 

Smith, Steinberg, & Chein, 2014; Steinberg et al., 2009).  

 

Identity Formation 

The developments in the adolescent brain make them more capable of thinking about 

possible, future oriented, or counterfactual scenarios (S. R. Beck & Riggs, 2014; Steinberg, 

2017). This also includes imagining possible selves—that is, how the adolescent pictures his 

or her potential and future, including linking past experiences with hopes and fears for the 

future (Markus & Nurius, 1986; Oyserman & James, 2009). Combined with the changes in 

social roles through adolescence, this gives one new choices and possibilities. It likewise 

raises questions about one’s future identity (Côté, 2009). These processes pave the way for an 

incremental identity formation.  

Erikson describes identity as the intersection of the individual and society—a process 

between the psychological interior and the socio-cultural environment (Bosma, Graafsma, 
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Grotevant, & de Levita, 1994; Erikson, 1968). In his seminal work on the adolescent identity 

crisis, Erikson (1968) describes establishing an adult identity as the psychosocial crisis of 

adolescence. To resolve this crisis, the adolescent must establish a coherent sense of identity. 

Exploring different roles, values, and behaviors guides the identity formation process. Failure 

to resolve the crisis may lead to role confusion, where the adolescent is insecure about who 

s/he is and what her/his place in society should be. According to Erikson, exploration in 

adolescence should therefore be encouraged, as it allows the adolescent time to grow into an 

adult identity. Conversely, pressuring the adolescent to conform to a specific identity can 

result in a negative identity, where the adolescent identifies with roles that oppose the 

expectations of society. There are, however, few indications that a severe identity crisis takes 

place in adolescence, and identity formation is considered a life-long process (Becht et al., 

2016; Grotevant, 1987; Quintana, 2007). Still, the general consensus is that this process is 

initiated in adolescence, making this phase crucial to the formation of a healthy adult identity 

(Becht et al., 2016; T. N. Crawford, Cohen, Johnson, Sneed, & Brook, 2004; Marcia, 1994; 

Schachter & Galliher, 2018). 

Marcia (1966) elaborated on Erikson’s theory, describing four identity statuses, and 

highlighted two key processes that drive the development of identity forward: exploration and 

commitment. Further, one often differentiates between exploration in breadth—that is, 

exploring various alternative commitments before choosing one—and exploration in depth, 

where one evaluates and maintains one’s commitments in an active manner after choosing 

them (Luyckx, Goossens, & Soenens, 2006; Luyckx, Goossens, Soenens, & Beyers, 2006). 

The four identity statuses can be defined in terms of varying degrees of exploration and 

commitment (Marcia, 1966). The first status, Diffusion, represents a low degree of both 

exploration and commitment, meaning that no coherent sense of identity is established. The 

second status, Foreclosure, represents a low degree of exploration and a high degree of 

commitment, meaning that the adolescent adopts an identity without an active effort to find 

out what is important to him/her. The third status, Moratorium, represents a high degree of 

exploration but a low degree of commitment. Here, the adolescent is actively experimenting 

with different roles and exploring who they want to be, without yet committing. The final 

status, Achievement, signifies a high degree of exploration and a high degree of 

commitment—meaning that, through active exploration, the adolescent has established and 

committed to a coherent sense of identity.  

The identity statuses may not be as consistent as postulated by Marcia. Studies have 

found both Achievement and Foreclosure to be more temporary than initially thought, and 
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many adolescents remain in Diffusion and Moratorium (Côté, 2009; Meeus, Iedema, & 

Vollebergh, 1999; Meeus, Van De Schoot, Keijsers, Schwartz, & Branje, 2010). Moreover, a 

number of individuals exhibit no changes in identity status over longer time periods (Meeus, 

2011). Ultimately, identity formation is about developing a sense of purpose, establishing 

long term plans, defining your values, and becoming more confident about who you are and 

where you are headed (P. L. Hill, Burrow, & Sumner, 2013). The defining characteristic of 

adolescents that have achieved a coherent sense of identity is a sense of agency—meaning 

that an individual feels s/he has an impact on her/his world and can take responsibility for 

her/his actions (Côté, 2009). 

 

Development of Autonomy 

Identity and agency, as described above, are closely related to autonomy, which refers to the 

different emotional and cognitive processes behind independent choices (Paterson, 1979). The 

development of autonomy is influenced by several internal and external factors and 

constitutes one of the fundamental developmental tasks in adolescence (Neel, Jay, & Litt, 

1985; H. J. Spear & Kulbok, 2004).  

Psychoanalytic and neo-analytic theories define autonomy as separation from one’s 

parents, often conceptualized as a conflictual detachment (Blos, 1962; Freud, 1958). 

Individuation is considered a central concept in these theories. It refers to the realization that 

one is an autonomous and independent person—and thus a different person than one’s 

parents—with characteristics and attributes that one’s parents do not know about (Blos, 1967; 

Steinberg & Silverberg, 1986). The individuation process is initiated by cognitive changes in 

early adolescence, which enable a more complex understanding of oneself, one's parents, and 

how one is viewed by others (Collins, 1990; Holmbeck, 1996; Laursen & Collins, 2009). In a 

more contemporary perspective, separation from one’s parents is considered one of many 

steps toward autonomy, and not the main outcome (Beyers, Goossens, Vansant, & Moors, 

2003). Further, a sound development of autonomy does not include detachment from one’s 

parents (J. P. Hill & Holmbeck, 1986). Rather, high levels of detachment are an indicator of 

problematic family relationships and are negatively, or not at all, connected to agency (Beyers 

et al., 2003). Yet individuation is still considered a crucial developmental milestone and 

implies a shift from a close relationship with one's parents, to a relationship where 

connectedness and autonomy are more balanced (Beyers et al., 2003; Grotevant & Cooper, 

1998). The contemporary view on autonomy defines it as self-governance or agency (Ryan, 

1993). Autonomy is often discussed in terms such as nonconformity, internal locus of control, 
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resistance to persuasion by parents or peers, instrumentality, self-determination, and 

competence (Kağitçibasi, 1996; Ryan, 1993; Ryan & Deci, 2000). This contemporary 

perspective thus contrasts with the separation perspective—by emphasizing moving towards 

something, rather than abandoning something (Beyers et al., 2003).  

It is common to describe autonomy as having three components: emotional, 

behavioral, and cognitive (McElhaney, Allen, Stephenson, & Hare, 2009; Steinberg, 2017; 

Zimmer-Gembeck, Ducat, & Collins, 2011). Emotional autonomy is mostly played out in the 

relationship with one's parents (Steinberg, 2017), as the adolescent starts to feel more equal to 

their parents, becoming less emotionally dependent on them, and establishes close 

relationships outside the family (McElhaney et al., 2009; Zimmer-Gembeck et al., 2011). It 

has also been described as the “feeling of confidence in one’s own choices and goals” (Noom, 

Deković, & Meeus, 2001, p. 581), referring to emotional independence and the ability to 

pursue one’s own goals—not the goals of parents and peers—with confidence.  

The second component of autonomy, behavioral autonomy, is an individual’s capacity 

for independent decision-making (Steinberg, 2017). This component can be further divided 

into attitudinal and functional autonomy (Noom et al., 2001). Attitudinal autonomy refers to 

“the ability to specify several options, to make a decision, and to define a goal” (Noom et al., 

2001, p. 578)—in other words, the cognitive processes involved in deciding what to do with 

one’s life. According to Noom et al., “attitudinal autonomy is achieved when adolescents are 

able to define their goals” (p. 592). Functional autonomy refers to the adolescent’s ability to 

explore possible strategies to achieve a goal, then decide on the most appropriate strategy 

(Noom et al., 2001). Behavioral autonomy involves self-regulation—which is crucial for wise, 

independent decisions and helps the individual to weigh risk versus reward, enabling sound 

long-term decision-making (Christakou, 2014). Self-regulation improves over the course of 

adolescence, in line with the neurocognitive maturation (de Water, Cillessen, & Scheres, 

2014; Shulman, Harden, Chein, & Steinberg, 2016; Steinberg et al., 2008). When making 

decisions, adolescents typically rely on their peers for short-term, everyday decisions and on 

their parents for long-term decisions (Collins & Steinberg, 2006; Finken & Jacobs, 1996; 

Halpern-Felsher, 2011). Combined with a reward system that is biased towards short-term 

rewards, this contributes to making peers highly influential on decision-making in 

adolescence—more so than at any other point in the life course (Resnick, Catalano, Sawyer, 

Viner, & Patton, 2012; Steinberg & Monahan, 2007). This emphasizes the necessity of 

developing a stable sense of autonomy, to enable decision-making that is more robust against 

peer influence. 
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The third component is cognitive autonomy: the establishment of an independent set of 

values, opinions, and beliefs that allow the adolescent to think, feel, and make moral decisions 

that are his/her own, rather than belonging to people around them (Steinberg, 2017). This 

development follows the development of both emotional and behavioral autonomy, as the 

adolescent realizes that her/his parents’ values are not infallible and gradually becomes more 

capable of making independent decisions (Collins & Steinberg, 2006). Cognitive autonomy 

gives the adolescent the ability to negotiate and compromise in conflicts, express his/her 

opinions and value the perspectives of others (Allen, Hauser, O'Connor, & Bell, 2002). Being 

able to voice one’s opinions in a clear manner, by adapting to the communication style of the 

context, is vital for social competence (R. E. Rice, 1993). Some researchers suggest that peer 

relationships where adolescents are encouraged to voice their opinions may positively 

influence academic performance and cognitive development, as well as social and 

psychological adjustment (Reed, McLeod, & McAllister, 1999). 

Partly due to the traditional focus on detachment and separation from parents, 

developing autonomy is often confused with rebellion. Yet adolescents rarely rebel against 

their parents just to rebel (Darling, Cumsille, & Martínez, 2008). Rather, the development of 

autonomy seems to be a gradual, and relatively undramatic, developmental process 

(McElhaney et al., 2009; Zimmer-Gembeck et al., 2011). Still, autonomy-related issues are 

one of the most conflict-inducing concerns between parents and adolescents (Laursen & 

Collins, 2009) and difficulties in agreeing on an adolescent's level of independence are 

common (Steinberg, 2011). Although the level of family conflict has been found to 

temporarily increase in early adolescence (Pinquart & Silbereisen, 2002), some researchers 

argue that this increase likely reflects the maturation of the parent-child relationship, as the 

adolescents’ newfound need for privacy demonstrates an increased need for autonomy 

(McElhaney et al., 2009; Zimmer-Gembeck et al., 2011). Most families get along fine during 

adolescence (McElhaney et al., 2009; Zimmer-Gembeck et al., 2011) and the increased 

conflict level does not usually increase emotional distance (Collins & Steinberg, 2006; 

Laursen & Collins, 2009). 

 

Locus of Control 

Locus of control (LoC) denotes how much control one perceives oneself to have over the 

conditions of one's life. Colman (2006, p. 427) defines it as “a cognitive style or personality 

trait characterized by a generalized expectance about the relationship between behavior and 

the subsequent occurrence of reinforcement in the form of reward and punishment.” The 
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concept was introduced by Phares (1957) and further elaborated by Rotter (1966). People with 

an external LoC have a tendency to view their behaviors as separate from their consequences 

and to see rewards and punishments as more contingent on factors like other people or mere 

chance. This is opposed to people with an internal LoC, who see themselves as more in 

control of the rewards and punishments they receive (Ryan & Deci, 2000). 

Greenberger (1984) examined the relationship between LoC and autonomy in 

adolescents and operationalized autonomy as confidence in decision-making and self-

governance, labeled “psychosocial maturity.” One aspect of this concept is self-reliance, 

which consists of  “(1) an absence of excessive dependency on others, (2) a sense of control 

over one's life, and (3) initiative” (p.343, Greenberger & Sorensen, 1974). These, in turn, 

correspond to independence, internal LoC, and assertiveness (Steinberg & Silverberg, 1986). 

Further, Noom et al. (2001), argues that emotional autonomy and an internal LoC are 

consequences of believing that one’s own thoughts and feelings are the foundation for one’s 

behavior. The authors found that LoC was significantly correlated with emotional autonomy. 

Chassin, Presson, and Sherman (1988) found that adolescents who perceived themselves as 

assertive, creative, independent, and original valued independence more highly—and were 

found to more often have an internal LoC—compared to adolescents who did not perceive 

themselves in similar ways. 

Several international studies have documented the association between adolescents’ 

symptoms of depression and anxiety and an external LoC (e.g., Kim, 2003; Kurtović, 

Vuković, & Gajić, 2018; Takakura & Sakihara, 2000; Weisz, Sweeney, Proffitt, & Carr, 

1993; Yu & Fan, 2016). A high degree of external LoC is also associated with decreased self-

competence and self-esteem (Hunter & Csikszentmihalyi, 2003; Kurtović et al., 2018); 

reduced problem-solving abilities (Kliewer, 1991); and less happiness (April, Dharani, & 

Peters, 2012). By contrast, internal LoC is associated with fewer psychological symptoms 

(e.g., Armstrong & Boothroyd, 2008; Jain & Singh, 2015; Kurtović et al., 2018; Shojaee & 

French, 2014), including less anxiety and depression (Kim, 2003; Takakura & Sakihara, 2000; 

Weisz et al., 1993; Yu & Fan, 2016). A high degree of internal LoC is also related to higher 

life satisfaction (Adolfsson, Andersson, Elofsson, Rössner, & Undén, 2005; Gilman & 

Huebner, 2006; Karayurt & Dicle, 2008; Stewart, 2012). Still, students with an extremely high 

degree of internal LoC, compared with students with a more moderate internal LoC, felt more 

responsible for events that were outside their control. They reported lower rates of well-being 

and high levels of stress-inducing responsibility. They were also more self-critical, had a 
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greater need for control, and lacked trust in others and in others’ capabilities (April et al., 

2012). 

Although the association between LoC and mental health outcomes is well 

documented, few interventions targeting LoC exist. Programs that are designed to modify 

LoC have shown varying results, ranging from unsuccessful psychoeducational strategies 

(Fertman & Chubb, 1992) to programs that have increased internal attribution (Autry & 

Langenbach, 1985; Nowicki & Strickland, 1973). It could therefore be beneficial to develop 

and evaluate more successful interventions for facilitating the development of a healthy LoC. 

 

Mental Health in Adolescence 

An estimated 13.4% of children and adolescents, worldwide, are affected by mental health 

disorders (Polanczyk, Salum, Sugaya, Caye, & Rohde, 2015) and the rates of mental health 

disorders show an increase during the transition from childhood to adolescence (Costello, 

Copeland, & Angold, 2011; Kim-Cohen et al., 2003). The onset of most mental health 

disorders occurs before the age of 25 (Copeland, Shanahan, Costello, & Angold, 2011) and 

many adults with mental health disorders experienced their first episode in adolescence 

(Costello et al., 2011).  

Symptoms of depression are the most common psychological disturbance in 

adolescence (Graber & Sontag, 2009). Both the increased prevalence of stressful events and 

the cognitive changes—which allow for more introspection and rumination—make a 

depressed mood more common in adolescence (Avenevoli & Steinberg, 2001; Graber & 

Sontag, 2009). A significant decline in positive mood is often observed from childhood to 

adolescence (Weinstein, Mermelstein, Hankin, Hedeker, & Flay, 2007). Worldwide, 15% will 

experience at least one episode of depression before the age of 18 (Merikangas et al., 2010). 

In Norway, approximately 15–20% adolescents have symptoms of depression, while 5% are 

believed to have a diagnosable depressive disorder (NIPH, 2018). Adolescent onset 

internalizing disorders increase the risk of future internalizing disorders, albeit depending on 

the duration of the episode in adolescence (Copeland et al., 2011; Patton et al., 2014). This is 

also true for adolescents with subthreshold depression, who have the same risk of developing 

future mental problems and impairment as those diagnosed with major depression (Fergusson, 

Horwood, Ridder, & Beautrais, 2005). This could indicate that a more general focus on 

mental health, not just on diagnosed mental health disorders, is warranted.  

Psychological symptoms, with or without a defined diagnosis, are often referred to as 

subjective mental health complaints (Haugland & Wold, 2001). Subjective mental and stress-
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related complaints increase during adolescence, especially among girls (Currie et al., 2012; 

MacLean, Sweeting, et al., 2013; Torsheim et al., 2006), and constitute significant public 

health concerns in Europe and elsewhere (Michel, Bisegger, Fuhr, & Abel, 2009; Patel, 

Flisher, Hetrick, & McGorry, 2007). In Norway, stress and worries are reported as the most 

common concerns among adolescents; 30% of junior high school students and 40% of senior 

high school students report that they “feel that everything is a struggle.” Nearly half of all 

senior high school students report that they “have been worried a lot” during the last week 

(Bakken, 2018).  

This dissertation will focus on symptoms of adolescent internalizing problems. In 

Norway, primary mental health services are available to adolescents with a wide range of 

psycho-social difficulties, including adolescents that do not present enough symptoms to 

fulfill diagnostic criteria. Thus, terms like “internalizing problems,” “subjective mental health 

complaints,” “psychological distress,” and “mental health problems” will be used to describe 

instances where an adolescent reports discomfort due to mental health concerns or problems. 

“Mental health disorders,” in contrast, refer to individuals who have been diagnosed. 

 

Increase in Mental Health Problems and Possible Causes 

Several studies suggest that mental health problems have increased over the last decades, 

among adolescents in high-income countries (e.g. Bor, Dean, Najman, & Hayatbakhsh, 2014; 

Patton et al., 2016; Potrebny et al., 2019; Potrebny, Wiium, & Lundegård, 2017). This 

increase has not been observed in children or toddlers (Bor et al., 2014). Internalizing 

problems have risen the most dramatically, especially among girls. A smaller increase is also 

present for boys (Bor et al., 2014; Sweeting, Young, & West, 2009; West & Sweeting, 2003). 

This trend has also been observed in Norway, where older adolescent girls show the highest 

rate of increase in mental health complaints. Girls generally present more mental health 

complaints than do boys, although boys’ mental health complaints have also increased over a 

20-year period. Mental health complaints are also more prevalent, and have increased at a 

greater rate, than have somatic health complaints (Potrebny et al., 2019). The increase in 

mental health problems among adolescents is somewhat paradoxical, as the standard of living 

in Western European countries is relatively high—with accessible health care, low poverty 

rates, and high levels of education (Eurostat, 2018). Several researchers have attempted to 

explain the trend; a selection of hypotheses relevant to this dissertation is presented below.  

An increased willingness to report symptoms, due to improvements in mental health 

awareness and changed attitudes toward disclosing symptoms, is often presented as a cause of 
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the increase (Bor et al., 2014). Yet this does not seem to be a generic effect, as the increase is 

restricted to certain aspects of mental health (Collishaw, Maughan, Natarajan, & Pickles, 

2010) and does not appear across different income groups (Langton, Collishaw, Goodman, 

Pickles, & Maughan, 2011). Studies have found that a fear of stigma still hinders adolescents 

from disclosing mental health concerns (Clement et al., 2015; Ferrie, Miller, & Hunter, 2020; 

Nearchou et al., 2018; Schnyder, Panczak, Groth, & Schultze-Lutter, 2017; Shechtman, 

Vogel, Strass, & Heath, 2018). 

Cited as possible contributors to today's rising adolescent mental health problems are 

Western neo-liberal values, emphasizing personal freedom, and a society that offers more 

options and possibilities (Eckersley, 2006; Wiklund, Bengs, Malmgren-Olsson, & Öhman, 

2010). Individual choice is highlighted, leading to heightened personal responsibility and 

accountability. This may give rise to a pressure to make effective choices and change one's 

direction in life (U. Beck, 1992; Giddens, 1990, 1991). In line with this, Curran and Hill 

(2019) found that perfectionism increased in adolescents between 1989 and 2016. Making 

“the right” choices may be especially difficult to maneuver for adolescents, who are at a phase 

of their lives where agency and autonomy are still developing (Wiklund et al., 2010). In 

combination with pubertal hormones that make the adolescent brain more susceptible to stress 

(Edwards, Rose, Kaprio, & Dick, 2011; Walker, Sabuwalla, & Huot, 2004), the increased 

number of stressors in adolescence could exacerbate the perceived pressure around keeping 

up with societal norms—contributing to an attitude that being good is not enough; one has to 

be the best. 

 

Stress in Adolescence 

West and Sweeting (2003) argue that increased stress, or an “accumulation of worries,” is 

likely an explanatory factor for the increase in psychological distress in adolescence. Stress is 

related to several psychosocial complaints in adolescence, such as anxiety, family conflicts, 

sexuality, harassment or bullying, violence, suicidal thoughts, self-harm, and alcohol or drug 

use (e.g., Lager, Berlin, Heimerson, & Danielsson, 2012; Patel et al., 2007; Patton et al., 

2012; Wiklund, Malmgren-Olsson, Öhman, Bergström, & Fjellman-Wiklund, 2012). 

Adolescent girls appear to be especially susceptible to stress caused by demands and pressure 

(Wiklund et al., 2012). Additionally, the age of onset of puberty in girls has decreased over 

several decades (Crockett, Carlo, Wolff, & Hope, 2013; Galvao et al., 2014; Ong, Ahmed, & 

Dunger, 2006). The earlier onset of puberty is a likely reason that girls, at an earlier age than 

before, now experience being perceived as sex objects and evaluated in terms of their physical 
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appearance and sexual attractiveness. This, in turn, may contribute to deteriorating self-

esteem and mood (Hatch, 2011; Reist, 2009; Sweeting, West, & Der, 2007). In line with this, 

adolescent girls more frequently report body-image issues and lower average self-esteem than 

adolescent boys (e.g., Aanesen, Meland, & Torp, 2017; Birkeland, Melkevik, Holsen, & 

Wold, 2012; Galvao et al., 2014; Hetland, Torsheim, & Aarø, 2002; Lien, Dalgard, 

Heyerdahl, Thoresen, & Bjertness, 2006; Patton et al., 2008; Sweeting et al., 2007; 

Wichstrøm, 1999). Negative body-image and lower self-esteem are also aggravated by 

today’s inescapable social media arenas—which constantly promote ideals about 

attractiveness and affect girls more than boys (Fardouly & Vartanian, 2016; Knauss, Paxton, 

& Alsaker, 2007; Michikyan & Suárez-Orozco, 2016; Monro & Huon, 2005). As early 

adopters and voracious consumers of digital social media, adolescents are especially 

susceptible to its pernicious influence (Madden, Lenhart, Duggan, Cortesi, & Gasser, 2014). 

The quantitative findings related to stress in adolescence are also supported by 

qualitative data. In a meta-synthesis, Dundon (2006) found that adolescents attributed the 

cause of their depression to conflicts in relationships, the pressures of being an adolescent, 

loss, and abuse. Relational conflicts with parents consisted of feeling unable to live up to their 

parents’ expectations and not feeling noticed or listened to by parents. Adolescents also 

reported difficulties fitting into groups, pressure to conform to body ideals, and stress 

associated with living up to the standards of society. Additionally, girls perceived that the 

media contributed to unattainable ideals. 

Another major source of stress in adolescence is school-related. In contemporary 

Western societies, adolescents attend school for a longer period than before and have many 

new career options (Jensen & Arnett, 2012). Yet more options and an increased emphasis on 

achieving good grades may lead to more perceived pressure. Achieving good grades is 

considered the number-one stressor, when it comes to school-related stress (Ferrada de Noli, 

2013; Gelhaar et al., 2007; Kouzma & Kennedy, 2004; Seiffge-Krenke et al., 2012; Sweeting, 

West, Young, & Der, 2010). In Norway, as in other Western countries, adolescent girls tend 

to outperform boys in school (Johnson, 2008; NOVA, 2014). Yet girls experience more stress 

related to school performance (Låftman, Almquist, & Östberg, 2013; Moksnes, Rannestad, 

Byrne, & Espnes, 2011; Murberg & Bru, 2004; West & Sweeting, 2003). They also display 

more internalizing problems before exams (West & Sweeting, 2003) and are more likely to 

underestimate their competence (Cole, Martin, Peeke, Seroczynski, & Fier, 1999). 

In general, the total number of stressors increases in adolescence—at a time when 

physiological changes make the adolescent more susceptible to stressors and more easily 
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influenced by arousal from external stimuli. When the trends and norms of society are 

“unhealthy” or are perceived to be unattainable, they may pose a threat to psychological 

adjustment. Thus, to reduce the impact of stressors, many adolescents need help and guidance 

to determine attainable expectations and goals for their lives. A more profound understanding 

of what adolescents are concerned about, when they are distressed, could provide the 

knowledge we need to delve into their worries related to mental health (Chisholm, Patterson, 

Greenfield, Turner, & Birchwood, 2018). 

 

Adolescent Concerns About Mental Health 

Evidence suggests that adolescents possess a sophisticated understanding of mental health, 

based on their own experiences, and that they view mental health as being on a continuum 

from happiness to distress; they are not bothered with diagnostic categories (Chisholm et al., 

2018; Johansson, Brunnberg, & Eriksson, 2007; Secker, Armstrong, & Hill, 1999). In line 

with this, symptoms of mental health problems are seen as part of everyday life, including 

positive and negative emotions, not as mental health disorders (Secker et al., 1999). Still, 

adolescents have also been found to experience symptoms of mental health problems as 

“weird,” uncommon, or untreatable. These symptoms can make it hard for them to make 

sense of their situation (MacLean, Hunt, & Sweeting, 2013; McCann, Lubman, & Clark, 

2012).  

A few older studies have examined which concerns adolescents define as the most 

significant, highlighting concerns about school, peers, family, self, and psychological well-

being (Friedman, 1991; Hui, 2000; Isralowitz & Hong, 1990; Violato & Holden, 1988; Wenz-

Gross, Siperstein, Untch, & Widaman, 1997). Obviously, it can be challenging for researchers 

to gain access to the mental health concerns of non-help-seeking adolescents. In a recent 

Finnish study, it was found that adolescents often realized that they needed help and wanted 

to share negative experiences, but chose not to do so. Adolescents more often disclosed this 

information to peers, siblings, or on the internet (Anttila et al., 2015). Consistent with this, a 

systematic review of 54 qualitative papers found that adolescents experienced the decision to 

disclose information about their mental health disorder as difficult, leading them to conceal 

certain aspects of it (Woodgate et al., 2017). New ways to help adolescents express their 

concerns, when asking for advice, are thus needed; counseling and interventions should be 

based on these concerns (Anttila et al., 2015). This could help professionals to incorporate the 
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adolescent perspective on mental health and to use relevant examples, which have been found 

to increase engagement among adolescents (Yap, Wright, & Jorm, 2011).  

 

Primary Mental Health Services and Prevention 

As noted, adolescent onset of mental health disorders is a predictor for lifetime mental health. 

Early intervention and preventative measures, through accessible and high-quality primary 

health services, are thus essential (McGorry, Bates, & Birchwood, 2013; Patton et al., 2016). 

Primary preventive measures are usually divided in three categories. Universal preventive 

interventions target the general public with no identified risk. Selective preventive 

interventions target individuals or groups of individuals with a suspected increased risk of 

mental health disorders. Indicated preventive interventions target individuals where 

symptoms of mental health disorders are present but do not fulfill the diagnostic criteria for a 

disorder (Haggerty & Mrazek, 1994). Indicated preventive interventions have the potential to 

minimize the number of individuals who need to be treated, compared to universal and 

selective interventions, making them cost-effective and efficient (Arango et al., 2018; Hetrick, 

Cox, Witt, Bir, & Merry, 2016; Watson et al., 2016; Werner-Seidler, Perry, Calear, Newby, & 

Christensen, 2017). As adolescence is a sensitive period—in which risk and protective factors 

potentially have greater effects and more long-lasting consequences (Marín, 2016; Teicher, 

Samson, Anderson, & Ohashi, 2016)—prevention focused on the adolescent population 

would likely result in tremendous gains for society as a whole (McGorry, Purcell, Hickie, & 

Jorm, 2007; Sawyer et al., 2012; Schaffalitzky et al., 2015). 

There are several primary health services with a preventive focus for adolescents in 

Norway, where 34–38% of high school students visited the school health nurse and 10–20% 

visited an adolescent health clinic at some point during the last year, seeking help for 

psychosocial difficulties (Bakken, 2018; Bakken, Frøyland, & Sletten, 2016). Moreover, 18% 

of adolescents aged between 16 and 24 visited a psychologist at some point during the last 

year (Statistics Norway, 2016). Still, international research indicates that adolescents are more 

reluctant than adults to seek help, and often do not engage in treatment for mental health 

issues (Gearing, Schwalbe, Dweck, & Berkowitz, 2012; Gulliver, Griffiths, & Christensen, 

2010; Reavley, Cvetkovski, Jorm, & Lubman, 2010). Adolescents are particularly prone to 

drop-out and disengagement (Block & Greeno, 2011; Kazdin, 2000)—especially when they 

feel issues that are important to them are not addressed in treatment (Chorpita, Bernstein, & 

Daleiden, 2008; Weisz & Chorpita, 2011). 
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Primary mental health services are often an adolescent's first point of contact with 

counselors. Services catering to young people should be based on their needs and ideas 

(Oliver et al., 2008). They should likewise adapt to heterogeneity amongst adolescents and be 

available to all, regardless of age, gender, and culture (Muir, Powell, & McDermott, 2012). 

To adapt to the needs of adolescents, services should foster client-centered attitudes that 

emphasize respect, coordinated care, and high-quality communication. These elements make 

it easier for the adolescent to be involved in decisions regarding their treatment (Luxford, 

Piper, Dunbar, & Poole, 2010).  

 

User Involvement for Adolescents 

The Lancet Commission on Adolescent Health and Wellbeing (Sawyer et al., 2012) advocates 

that giving adolescents a stronger voice, in both the identification of health issues and the 

development of appropriate interventions, is one way of ensuring that adolescents receive 

higher quality care. The Commission further claims that “Developmental perspectives further 

support meaningful engagement as an essential positive influence on social and emotional 

development” (p. 2460, Patton et al., 2016). Thus, involving and engaging adolescents is 

paramount to offering them high-quality services. The UN has defined adolescent 

involvement as: “the active and meaningful involvement of young people in all aspects of 

their own development and that of their communities, including their empowerment to 

contribute to decisions about their personal, family, social, economic and political 

development” (p. 245, UN, 2007). Article 12 of the United Nations Convention on the Rights 

of the Child highlights the obligation to seek and take into account children’s wishes, when 

making decisions about their welfare (UNICEF, 1989). These sources demonstrate that it is 

internationally recognized that adolescents should be actively involved in their own 

development, and in the development of appropriate services. 

In the Norwegian health services, user involvement is a statutory right and the 

Norwegian Directorate of Health (2006) has stated that the experiences and views of children 

and young people should be central to the development and implementation of good services. 

Primary mental health services in Norway should be “adapted to the individual users’ needs” 

and “interventions should be planned in collaboration with the user and their next of kin” (St. 

mld. nr. 25, 1996-97; St. prp. nr. 63, 1997-98). Such involvement or collaboration is based on 

the assumption that, when people participate in their own treatment, they learn to cope better 

with their own life situation and become less dependent on health services (C. H. Gibson, 

1991; WHO, 1986, 2005). In this dissertation, the term user involvement describes 
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adolescents’ involvement and engagement in decisions pertaining to their own treatment and 

treatment progression—i.e., individual user-involvement (Storm & Edwards, 2013). This is 

closely related to person-centered care, which means including the person’s mental, 

emotional, spiritual, and social needs in decisions that affect their own health and well-being 

(Lines, Lepore, & Wiener, 2015). This is facilitated through collaboration, where both parts 

are seen as equal partners and the client receives enough information to make informed 

decisions about their health. This implies that the experts must relinquish some of their power 

and be willing to take the perspective of the client (Borg, Karlsson, & Kim, 2009).  

Actively involving adolescents in decisions regarding their health demonstrates that 

the clinician takes them seriously and respects their opinions (Repper & Perkins, 2003; 

Viksveen et al., 2017). This can lead to a heightened sense of control and influence over their 

healthcare experiences, thus empowering the user (Chamberlin, 2005; Dent & Pahor, 2015). 

Allowing adolescents to be the experts on their own lives helps them to be more capable of 

self-care and increases their feeling of being respected (Day, 2008). This can, in turn, lead to 

better clinical outcomes and higher satisfaction (Guadagnoli & Ward, 1998; Langer & Jensen-

Doss, 2018; Shay & Lafata, 2015; UK Department of Health, 2004). 

Although user involvement is generally regarded as beneficial, research on the 

outcomes of individual user involvement is relatively scarce. Most systematic reviews focus 

on user involvement for adolescents in a somatic health context (e.g., Dwamena et al., 2012; 

Griffin et al., 2004; Harrington, Noble, & Newman, 2004), or include adult samples (e.g., M. 

J. Crawford et al., 2002; Duncan, Best, & Hagen, 2010; Petersen, 2009). Although these 

studies do not examine adolescents in mental health care, specifically, they still indicate some 

evidence for user involvement being associated with increased user satisfaction, perceived 

quality of the services, increased self-efficacy, and more positive attitudes towards the staff. A 

literature review that included children in a child welfare setting reported that children were 

able to comment adequately on their therapy and experience with service providers. They 

were also able to give valuable feedback about the services received (Davies & Wright, 

2008). This was useful for decision-making at both the individual and service level. In the 

review, Davies and Wright (2008) discerned that young people value meaningful involvement 

in decisions about the intervention applied. However, it is hard to draw any firm conclusions 

about outcomes of user involvement for adolescents, as no such systematic review exists 

(Viksveen et al., 2017). 

In Norway, user involvement at the individual level does not seem to be systematically 

conducted. Rather, it appears to be more characterized by tokenism—meaning that a symbolic 
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or perfunctory form of user involvement is applied, just to fulfill certain demands. It thus 

creates the appearance of user involvement without actually giving the adolescents proper 

influence (Kildal, 2017). This is in line with other Norwegian research, showing that one third 

of adolescents report that they were dissatisfied with the opportunities they had to be involved 

in their treatment (Andersson, 2009). Moreover, caregivers are informed about their 

children’s treatment more often than are the children themselves (Brofoss & Larsen, 2009). 

While parents do play an important role as users in their own right, young people should be 

included and allowed to voice their opinions—especially since parents’ perspectives on their 

child’s problems may not always correspond to the child's own perceptions (Garland, 

Lewczyk-Boxmeyer, Gabayan, & Hawley, 2004; Godley, Fiedler, & Funk, 1998; Klein, 

1991). 

 

Assessment of Mental Health 

Standardized instruments used for assessment are traditionally based on a nomothetic 

approach, enabling a clinician or researcher to describe whether a person is different from a 

group, but not always how an individual is changing over time (Wright & Woods, 2020). 

These measures are often based on diagnosing mental health disorders or measuring a 

construct that has been found to change during treatment (Bowling, 2001). 

 

Routine Outcome Monitoring 

Some instruments are designed to monitor change during treatment or counseling, which is 

often referred to as routine outcome measurement. According to one study, measuring change 

during treatment gives feedback to both the client and the clinician, which has a positive 

effect on treatment outcomes (Bickman, Kelley, Breda, de Andrade, & Riemer, 2011). 

However, due to lack of evidence, no firm conclusions can be drawn (Bergman et al., 2018). 

One of the main functions of routine outcome monitoring is to improve the client's treatment 

progress (Lloyd, Duncan, & Cooper, 2019). Thus, it is crucial to adapt what is being 

measured to the individual goals and needs of each client. Naturally, measures based on pre-

determined items do not tap into all domains of a client’s life in which improvement could be 

tracked (Batty et al., 2013; Sharples et al., 2017). Some of these items may be irrelevant for 

the responder, some items that would be relevant may be left out, and a single item may have 

different meanings to different people (Blount, Evans, Birch, Warren, & Norton, 2002; Carr 

& Higginson, 2001; Macran, Ross, Hardy, & Shapiro, 1999; Sales & Alves, 2016).  Hence, 

standardized measurement may fail to measure changes on the topics that are most relevant to 



24 

 

each unique client (Lloyd et al., 2019). Adolescents receiving treatment are generally positive 

toward using outcome measures, however, when the measures are perceived as relevant 

(Green et al., 2014). 

 

Treatment Outcomes 

A successful treatment outcome is to optimize the mental health, well-being and quality of life 

of the client, within the limits given by their prognosis, and personal goals (Blount et al., 

2002). Adolescents and clinicians differ in their views about what is important for their 

mental health and social functioning. Adolescents tend to find outcomes like increased 

emotion regulation, self-awareness, and being part of social relationships important, and not 

necessarily symptom-reduction (Bergmans, Langley, Links, & Lavery, 2009; K. Gibson & 

Cartwright, 2014; Shanks et al., 2013). Lavik, Veseth, Frøysa, Binder, and Moltu (2018) 

conducted a qualitative study with 22 adolescents (aged 14–19), to examine what they 

considered to be “good outcomes” in the treatment of mental health problems. Achieving a 

sense of a stronger autonomy and safer identity were seen as the most positive outcome. It 

was also important to the adolescents to become autonomous enough to hope for, and to 

create, a better future—connecting more deeply with significant others and being able to 

explore and interpret their own essential emotions. The authors concluded that “outcome 

measures need to be recovery oriented, sensitive to developmental phases, and focused on the 

personal goals and values of the unique adolescent” (p. 8, Lavik et al., 2018). Being 

recovery-oriented means that recovery from mental health disorders is a seen as a uniquely 

personal process in which the ultimate goal is to live a life that is as good as possible, despite 

the limitations a disorder might cause (Anthony, 1993; Slade, 2009). 

 

Idiographic Assessment 

Idiographic measurement, which is a form of psychological measurement adapted specifically 

for each individual respondent (Haynes, Mumma, & Pinson, 2009), could enable a more 

personalized and client-centered assessment. This form of measurement is based on the 

personal values, priorities, and expectations of the individual client. Idiographic measures 

have a standardized format, yet the content—i.e. the items being measured—are defined by 

the client (Sales & Alves, 2016). Over the last decades, user-centered measures have received 

more interest and tailoring assessment to the unique client is increasingly popular (M. J. 

Crawford et al., 2002; NICE, 2012; Norcross, 2011; Roberts & Petersen, 2010; Sales & 
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Alves, 2012, 2016; Taylor, 2013). Still, it has yet to be systematically implemented in clinical 

practice and primary care (Piccirillo, Beck, & Rodebaugh, 2019). 

Idiographic measures allow the voice of the client to be a part of the formal 

assessment at the time when treatment options are decided—facilitating client-centered care 

and user involvement (Sales & Alves, 2016). Allowing the client to define the outcomes of 

treatment makes the outcomes more relevant to the individual client (Edbrooke‐Childs, Jacob, 

Law, Deighton, & Wolpert, 2015; Sales & Alves, 2016). Demonstrating that clients' 

individuality and unique perspectives are highly valued—and even crucial—for the therapy 

process, idiographic measures are thought to be empowering. They promote individual, rather 

than normative, identity and may provide new possibilities for what constitutes treatment 

success (Jacob et al., 2018; Kiresuk, 1994a, 1994b; A. Smith, 1994). Thus, idiographic 

measures complement nomothetic measures by capturing and tracking outcomes that are 

uniquely relevant to the individual client. Nomothetic measures, in contrast, are designed to 

measure standardized constructs such as symptoms of mental health disorders or personality 

traits.  

Recently, two reviews have been published on idiographic measures (Lloyd et al., 

2019; Sales & Alves, 2016). Lloyd et al. (2019) defined two categories of idiographic 

measures. The first category consisted of problem-focused measures. With a problem-focused 

idiographic measure, the client-defined items entail problems or difficulties they want to 

overcome or eliminate. The scoring of these items represents the impact these problems have 

on the client’s life. The second category was goal-focused idiographic measures. Here, the 

client defines items in terms of goals, meaning that they identify objectives they want to 

achieve. When these items are scored, the score represents the client’s progression toward that 

goal. Thus, a crucial difference between the two types of measures lies in how the items are 

scored. This difference is often defined in terms of approach or avoidance. While the former 

indicates attempting to move toward or to maintain something desirable (Wollburg & 

Braukhaus, 2010), the focus of the latter is on moving away from undesirable outcomes 

(Elliot & Sheldon, 1997). Thus, approach-oriented goals are about reaching a positive end-

state (Elliot & Friedman, 2007). Focusing on approach appears to be beneficial; clients whose 

goals are oriented toward approach have been found to display more beneficial outcomes in 

psychotherapy (Elliot & Church, 2002; Wollburg & Braukhaus, 2010) and report higher well-

being than those who are more avoidance-oriented (Carver, Sutton, & Scheier, 2000; Urry et 

al., 2004). Furthermore, individuals who had a tendency to define avoidance-oriented goals 

demonstrated greater difficulties in making progress toward their goals (Elliot, Sheldon, & 
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Church, 1997). Still, both kinds of goals have their application, as approach-orientated goals 

stimulate growth and avoidance may facilitate protection from harm (Tamir & Diener, 2008). 

Whereas problem-focused measures more often elicit goals related to avoidance, goal-focused 

measures enable goals related to both avoidance and approach (Lloyd et al., 2019). This 

highlights the utility of favoring goal-based measures for systematic goal setting and 

monitoring in mental health services. The advantage of facilitating a goal focus in treatment is 

further supported by two recent meta-analyses, which have found medium effect sizes for 

both goal setting (d=.34; Epton, Currie, & Armitage, 2017) and using goals to monitor 

progress (d=.40; Harkin et al., 2016). Yet no definitive conclusions regarding the effects of 

using goals in treatment with adolescents can be made on the basis of these studies, as each 

meta-analysis included both child and adult samples. 

 

Idiographic Measures for Adolescents 

Lloyd et al. (2019) identified nine idiographic self-reported, goal-based measures used in 

psychotherapy, and Sales and Alves (2016) identified 20 idiographic measures. However, 

Sales and Alves (2016) did not differentiate between problem- and goal-focused measures. Of 

the total 29 measures, only Psychological Outcome Profiles ([PSYCHLOPS]; Shepherd et al., 

2004) have been evaluated using an adolescent sample (Godfrey et al., 2019). When using 

PSYCHLOPS, the adolescents use their own words to define items in terms of problems they 

are struggling with. They then rate them for intensity and duration, making it a problem-based 

outcome measure. The measure has three versions: pre-treatment, during treatment, and at the 

end of treatment. However, only a pre-post change score is created. While the adolescent has 

the opportunity to include new items during treatment, these items are not included in the 

final pre-post score (Sales & Alves, 2016). PSYCHLOPS has been found to have a 

satisfactory test-retest stability in a non-clinical student population, demonstrating its stability 

as a sensitive change measure (Evans, Ashworth, & Peters, 2010). However, neither 

convergent nor discriminant validity has been established (Godfrey et al., 2019). 

Another idiographic measure that has been evaluated with adolescents is the Youth 

Top Problem Assessment ([TPA]; Weisz et al., 2011), although this was not included in either 

of the reviews (Lloyd et al., 2019; Sales & Alves, 2016). When using the TPA, the client 

undergoes a clinical interview and is asked to identify up to three top problems in her/his life 

that s/he would like to address in treatment. After defining the problem(s), the severity of each 

is scored on a scale of 1–4 and re-assessed in every session, making it a problem-focused 

measure. The TPA also allows caregivers and teachers to define the adolescent’s top 
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problems. This could potentially dilute the voice of the adolescent in need of help, which 

would go against the purpose of client-centered measurement. In one study with a clinical 

sample, the TPA has demonstrated adequate test-retest reliability and sensitivity to change, as 

well as convergent and discriminant validity (Weisz et al., 2011). 

Both measures include the adolescent voice as a part of the measurement; yet both 

instruments are problem-focused. This could make it more challenging to maintain a 

recovery-oriented perspective during treatment, as focusing on the adolescent’s problems may 

shift the focus away from the potential of the adolescent. Further, the problems being 

measured with TPA and PSYCHLOPS are final after they have been defined, meaning that 

they cannot be altered during treatment. This makes the measures less dynamic, which could 

be demotivating if the adolescents’ problems change during treatment. Also, PSYCHLOPS 

does not allow the monitoring of change over the course of treatment, as it only gives pre- and 

post-scores. While both measures are valuable contributions to making assessment in health 

services more client-centered, they also highlight the need for more research on using goal-

based idiographic measures with adolescents. 

 

Assert 

In the current research project, an idiographic assessment measure called “What matters to 

you?” was implemented in primary mental health services for adolescents. The shorter name 

“Assert” will also be used; the acronym for the Norwegian phrasing of the question is HEVD, 

which translates to the imperative form of the verb to assert. Assert focuses primarily on 

administering one question to the adolescent—“What matters to you?”—and thus eliciting the 

most important topics the adolescent wants to address in counseling. This is in line with a 

salutogenic view of mental health, meaning that we should move from asking, “What is the 

matter with you?” to “What matters to you?” (e.g., Doyle, Reed, Woodcock, & Bell, 2010; 

Kebede, 2016; Lang, Hoey, Whelan, & Price, 2017). The salutogenic model of health seeks to 

explain the relationship between health, stress, and coping—i.e., the elements that promote 

good health (Antonovsky, 1979). A detailed description of the administration of Assert is 

described under the Measures sub-heading on page 37. 

According to the classification described by Lloyd et al. (2019), Assert constitutes a 

brief idiographic measure, since the way it defines topics is uncomplicated and it is 

subsequently rated on one dimension. It thus demands less time and fewer resources both to 

implement and administer, making it suitable for session-by-session monitoring. Still, one 

might risk missing deeper motivational structures or perhaps not uncovering all of the 
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adolescent’s concerns. Assert also constitutes a goal-focused measure, as the adolescents 

define something they want to achieve and rate their progression toward an objective that is 

important to them. Whether this objective is defined in terms of approach or avoidance, 

depends on the nature of the topic defined by the adolescent. Still, the adolescents involved in 

the development of Assert made a clear recommendation not to emphasize performance and 

achievement when defining topics, since they already experienced a significant amount of 

pressure related to this. Topic is thus the term used in Assert to encompass all goals, 

problems, worries, or objectives presented by the adolescents—to avoid an exaggerated focus 

on performance or achievement. In this dissertation, the word concern is also used to describe 

the problems or goals adolescents present with Assert. As the adolescent participants in this 

study are help-seeking, it is likely that the topics that matter to them are also points of concern 

to them—issues they need help to alleviate. Semantically, alleviating a topic does not make 

sense. The word concern was thus deemed a more fitting word, when discussing the 

alleviation of the distress associated with a topic. However, concern is not used in the 

administration of Assert—the question remains “What matters to you?” not “What are you 

concerned about?” 

The research team behind Assert considered developing an idiographic approach—one 

appropriate for primary mental health services with adolescents—for several reasons. These 

services are typically adolescents’ first encounters with professionals dealing with mental 

health concerns. As the length of counseling and number of sessions can vary substantially, an 

early alliance with the adolescent is crucial; establishing agreement on goals that are relevant 

to the adolescent can facilitate this (Tryon, Birch, & Verkuilen, 2018; Tryon & Winograd, 

2011; Wampold, 2015). The counselors are also legally obligated to involve clients in 

decisions about their own health and the interventions they receive. This makes idiographic 

client-centered approaches suitable, as they facilitate involvement and measure the changes 

that are most important to each client (Lloyd et al., 2019; Sales & Alves, 2016).  

For an adolescent population, an idiographic approach can also be regarded as 

principally appropriate within a developmental perspective. The successful development of a 

healthy sense of autonomy and agency is considered crucial to well-being and sound mental 

health. Adolescents need to experience their own ability to cope with difficult life events. To 

experience this, they need to explore what needs they have in these situations. Following this 

line of thinking, an active involvement in decisions regarding one’s own well-being may be 

especially suitable in adolescence. By allowing young people to reflect upon the concerns and 

topics that are important to them and their well-being—and by including their perspectives 
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and world views in counseling—the Assert research team hypothesized that Assert could 

foster their self-esteem and strengthen their sense of autonomy. Using this continuous and 

systematic form of idiographic assessment, one could possibly ensure the adolescent's 

involvement throughout the duration of the counseling. Assert also helps the counselor to 

remain informed of what matters to the adolescent and to adapt the counseling accordingly. 

Through the scoring system, Assert shows how the adolescent develops regarding the 

concerns that are repeatedly presented in counseling. In essence, the purpose of using Assert 

is to help the adolescents specify the topics, goals, concerns, or needs that matter to them. The 

counselors then adapt their counseling to what the adolescents present—thereby conveying to 

the adolescents that they are trusted with the responsibility of setting the agenda and are free 

to change it. 

 

Research questions 

Paper I 

Four research questions were proposed: (1) Do adolescents in the Assert group show 

improved scores on the measures of mental health and quality of life, compared to the control 

group? (2) Compared to the control group, do adolescents in the Assert group perceive 

themselves to be more involved in their counseling? (3) Do adolescents in the Assert group 

vs. the controls show an increase in internal Locus of Control (LoC) and a decrease in 

external LoC? (4) Do adolescents that report a higher degree of external LoC also report 

lower quality of life and more mental health issues?  

Paper II 

The aim of Paper II was to qualitatively investigate counselors’ experiences, regarding the use 

of Assert with adolescents in their services.  

Paper III 

In Paper III, the concerns adolescents presented were examined in detail. This included 

whether: (1) there were similarities among adolescents’ concerns or they were mainly 

idiosyncratic; (2) concerns differed according to personal characteristics, such as age and 

gender; (3) counseling alleviated adolescents' concerns; (4) length of counseling impacted 

reported alleviation; and (5) there were differences in alleviation, based on the type of 

concern. 
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Methods 

Participants 

The recruitment of counselors to Sub-study 2 will be presented first. There are two reasons for 

this. First, the recruitment of counselors described in Paper II was initiated prior to the 

recruitment of the adolescent participants. Thus, presenting the counselors before the 

adolescents makes for a more chronologically accurate description of all participants in the 

Assert study. Second, the adolescents that participated in the part of the study that is 

recounted in Paper III are a sub-sample of the adolescents in the analyses presented in Paper I, 

making it natural to present these the two adolescent samples together. 

 

Participants and Recruitment Annotated in Paper II 

The Regional Center for Child and Adolescent Mental Health (RBUP) is an institution that 

provides education and training to mental health services and has access to a wide network of 

mental health service providers for children and adolescents. The Assert study was hosted at 

RBUP. It was thus natural to use the center’s network to initiate contact with the leaders of 

municipal primary mental health services, enquiring whether their services wanted to 

participate in a study of facilitating user involvement for adolescents. In the interested 

municipalities, the PhD candidate presented Assert to each service leader in an initial meeting. 

Eleven municipal service leaders agreed to participate; they signed a cooperation agreement 

with RBUP, specifying the areas of responsibility. The municipalities’ responsibilities 

included recruitment, data reporting, and use of Assert as specified by the research protocol. 

The PhD candidate was responsible for providing the training, supervision, and resources 

necessary for implementation, along with conducting the research and disseminating the 

results. All counselors employed in the included services were asked to participate in the 

study. Participation was voluntary and written informed consent was collected prior to 

participation. The consent form also encompassed participation in interviews, at the end of the 

study. 

Sample Characteristics, Paper II 

From the 11 included municipalities, 52 counselors consented to participate. One municipality 

with seven counselors withdrew from the study before the interviews. Of the 45 remaining 

counselors, 27 volunteered to participate in the interviews. Of these, 19 were specialized 

nurses, six were social workers, one was a family therapist, and one was a psychologist. The 

sample consisted of experienced counselors; 21 had over 10 years of experience and 12 of 
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these had worked in the field for more than 19 years. The counselors were between 25 and 64 

years old, their average age was 47.1, and 26 of the 27 counselors were female. 

 

Participants and Recruitment Annotated in Papers I and III 

The adolescent participants had all voluntarily contacted primary health services for 

subjective mental health complaints. Any adolescent aged 12–23 who presented such 

concerns at a participating site was informed about the study in their first session with the 

counselor. The services included in this study do not provide counseling to individuals with 

severe psychopathological disorders or drug addiction. If a counselor suspects or identifies 

severe psychopathology, the adolescent is referred to specialized services. Adolescents with 

severe disorders, drug addiction, or intellectual disabilities were thus not included in the 

study—which presupposed suitability for counseling in primary care with non-specialists. 

The counselors informed each new, eligible adolescent client about the study. 

Interested adolescents were given written information about the study and a link to a 

webpage, where they completed the electronic consent form and registered their phone 

numbers and e-mail addresses. The adolescent participants were randomly allocated, 

immediately after they completed the consent forms, to one of two conditions: (1) The 

intervention condition, where Assert was used throughout the counseling and scored in every 

session, or (2) the control condition, where the counselors were instructed to provide 

counseling as usual. The randomization process was computerized, and the adolescents were 

randomized in blocks of four. This meant that, for every four adolescent clients each of the 52 

counselors recruited, two were allocated to the intervention condition and two to the control 

condition. Each counselor thus had adolescent client participants in both conditions. All 

participating adolescents could enter a lottery to win a tablet or a headset. Figure 1 depicts the 

recruitment of adolescents for Papers I and III. 

Sample Characteristics, Paper I 

Of the total N = 258 adolescents, N = 190 agreed to participate. Of these, N = 150 adolescents 

aged 12 to 23 years were included in the study. The intervention group, where Assert was 

used, included 70 (46.7%) adolescents. Of the sample, 27 (18%) were male and the mean age 

was 16.2 years (SD = 2.2). Gender and age were similar in both groups. Of the adolescent 

participants, 93.1% were in school or university, 4.1% were employed, and 2.7% were neither 

in school nor employed. The number of adolescents in school or university was similar to the 

Norwegian average (93%, With, 2017). 
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Sample Characteristics, Paper III  

The 70 adolescents in the intervention group were included in this sample. These 70 

adolescents reported a total of 231 concerns with Assert. However, 12 did not report age or 

gender at T1 and were excluded from the descriptive analyses for T1. Of the 58 adolescents 

(12–23 years), 48 (82.8%) were female and 10 (17.2%) were male, with a mean age of 16.08 

years (SD = 2.07). 
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Procedures 

Planning and Designing the Assert Study 

The planning of the Assert study began in January of 2015. In collaboration with Mental 

Helse Ungdom (Mental Health Youth), a user-organization for adolescents, a grant 

application was submitted to the Dam Foundation (then the Extra Foundation) in May 2015. 

The following December, the Dam Foundation accepted the research proposal and decided to 

fund the PhD candidate’s salary for three years. The PhD candidate’s employer, the Regional 

Centre for Child and Adolescent Mental Health, Eastern and Southern Norway (RBUP), 

contributed the funds for a fourth year.  

A pilot study was conducted in 2016, where Assert was implemented in two 

Norwegian municipalities. Additionally, a workshop was conducted with adolescent 

representatives from Mental Helse Ungdom. In this workshop, Assert was presented to the 

adolescents. They were given the opportunity to provide feedback on what the research team 

and the counselors should be mindful of, when using Assert with help-seeking adolescents. 

The pilot study and the feedback from the adolescents provided essential knowledge of how 

to adapt Assert to the services and to the client population. The online system used for data 

collection was also refined to make it easier to use. The main study was registered at 

ClinicalTrials.gov before recruitment commenced in January 2017 (Identifier: 

NCT03014596). 

 

Design 

The study was originally designed as a cluster-randomized clinical trial with a wait-list 

control group (N = 670), randomizing the participating municipalities to either use Assert or 

to deliver counseling as usual. However, a collaborating partner institution, which was going 

to assist in the implementation and recruiting, had to withdraw from the project. Without this 

support, cluster randomization became too complex and costly for the resources available. 

The design was thus changed to individual randomization, where each individual adolescent 

was assigned to either use Assert or receive counseling as usual. This makes the Assert study 

an individually randomized effectiveness trial, investigating whether Assert works when 

implemented in regular practice.  

 

Power Calculation 

Due to the lack of research on the association between idiographic assessment and user 

involvement and other mental health variables, estimating the required number of adolescent 
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participants was challenging. The calculation was based on the mean effect size of 

psychotherapy on children and adolescents (d=.71, Weisz, Weiss, Han, Granger, & Morton, 

1995). However, a more modest delta value of .40 was used in this calculation. To detect 

effect sizes of .40 with a power of .80 and an alpha value of .05, 100 adolescent participants 

would be required in each randomization group (Kazdin, 2003). Accounting for estimated 

attrition (20%), the final number of adolescents required in each group reached 125. 

 

Quantitative Data Collection 

All data were collected using online questionnaires, and links were distributed to the 

adolescents via text messages and email. The different questionnaires were sent at different 

time points, as presented in Table 1. Due to data regulation rules in Norway, no data were 

collected regarding adolescents that did not meet the inclusion criteria. Data collection started 

in January 2017 and lasted until July 2018. 

 

Table 1 

Table depicting data collection procedure. 

Before implementation After consent (T1)  Every four weeks after T1  End of counseling 

Demographic var. (C)* 

Assert (A/C)* 

SDQ-S**(A) 

ILC*** (A) 

MHLC**** (A) 

Demographic var. (A) 

Assert (A) 

SDQ-S (A) 

ILC (A) 

Assert (A) 

SDQ-S (A) 

ILC (A) 

MHLC (A) 

UI***** (A) 

Notes: *C = counselor, A = Adolescent; **Strengths and Difficulties questionnaire, Self-Report; *** 
Inventory of Life Quality in Children and Adolescents; ****Multidimensional Health Locus of 

Control; ***** User Involvement 

 

Qualitative Data Collection 

Focus groups were planned at the end of the study in all 11 municipalities; however, one 

municipality withdrew from the study prior to the interviews. Focus group interviews were 

selected as the mode of data collection because they can create a permissive environment that 

nurtures different points of view (Krueger, 2014). As the groups were naturally organized 

according to municipality, the counselors were familiar with both the physical environment 

where the interview took place and the other group members. Such collegial support can make 

it easier to convey negative feedback about the intervention to the interviewer and reduce self-

censoring bias (Krueger, 2014). 

However—due to attrition during the study and to practical barriers—two 

municipalities had only one participating counselor each, while four municipalities had only 

two counselors who could participate. The last four municipalities had four or five 
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participating counselors. Thus, focus groups were conducted in these last four municipalities, 

while interviews with one or two counselors were held in the other municipalities. Focus 

groups and interviews were conducted at the service sites, except one interview that—for 

practical purposes—was completed at the research institution. Regardless of the number of 

participating counselors, the same interview guide was used for all interviews, which were 

carried out by the PhD candidate. In total, the data material from all interviews consisted of 

nearly 80 hours of audio recordings. The interviews were conducted in May and June of 2018. 

Rather than providing specific questions, the guide gave an outline of the five 

following themes, which the groups were asked to discuss: (a) practical use of Assert 

(consequences of using a systematic approach in this service context), (b) facilitation of user 

involvement (Assert’s contribution to involving adolescents in their own counseling), (c) 

Assert as a help or a hindrance in counseling (experiences with the positive and negative 

aspects of using Assert with adolescents), (d) participation in research (how the research 

context could impede or facilitate the use of Assert), and (e) future use of Assert (to what 

degree Assert would be used after the end of the study). 

 

Service Setting 

In Norway, primary mental health services offer free short- to medium-term individual 

counseling for subjective psychosocial concerns, including light to moderate mental health 

disorders (see Table 2). These services are designed to be easily accessible and no referral is 

needed to get an appointment. There is a high degree of variability among the services, even 

among services organized within the same municipality. For longer and more intensive 

treatment, adolescents in all municipalities are referred to specialized services. Since this was 

an effectiveness trial, it was crucial not to interfere with the ordinary procedures of the 

services; this would have had implications for the data. As no standardized procedures for 

assessment at the start of counseling are implemented in the services, no objective evaluation 

of the adolescents’ mental health status is conducted by the counselor. Furthermore, 

counseling is not standardized—counseling modalities range from informal, unstructured 

sessions to more structured interventions (e.g., cognitive behavior therapy). If a counselor 

participating in our study had training in a specific intervention, it was up to the counselor to 

decide in which cases this was applied, since no formal instructions were given on 

recommended types of counseling and the type of intervention was not tracked. As the 

interventions are not standardized, there are also large variations in length of counseling and 

frequency of sessions. Counseling is provided by various health professionals—most 
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commonly nurses, psychologists, and social workers. The term “counselor” has been used to 

describe the individuals in this group. These factors add up to a group of services that are 

highly accessible yet also very heterogenic, in terms of types of counseling, problem severity, 

and counselor background. A thorough investigation of all these factors was beyond the scope 

of this study. 

 

Table 2 

Characteristics of Primary Care Mental Health Services for Adolescent Patients 

Service name Service type Appointments Age group Staff 

School health 

services 

Physical and psychosocial help 

for children/adolescents in school 

Walk-in, short-

term follow-up 

6–19 School nurses 

Preventive mental 

health units 

Mental help for children, 

adolescents, and adults 

Short-/medium-

term follow-up 

0–99 Nurses, psychologists, 

social workers 

Health clinics for 

adolescents 

Mental, physical, and sexual 

health for adolescents 

Walk-in, short-

term follow-up 

12–23 School nurses, 

physicians, psychologists 

 

Training and Supervision 

Due to the effectiveness design, the study's implementation could not unnecessarily interfere 

with the services’ procedures and routines. The implementation strategy thus had to be 

pragmatic and adaptable to the heterogenic context of primary mental health care. Therefore, 

the implementation strategy was based on establishing acceptability and appropriateness, 

which are associated with successful implementation of new interventions (Proctor et al., 

2011; Sekhon, Cartwright, & Francis, 2017). This was achieved by anchoring the intervention 

firmly with the counselors, through a bottom-up approach. Assert was also established as a 

routine with the leaders of the services—aiming to maintain a balance between the top-down 

and bottom-up approaches, which can strengthen the implementation of new interventions 

(Fixsen, Blase, Metz, & Van Dyke, 2013; Ogden, Amlund Hagen, Askeland, & Christensen, 

2009). In-service training and follow-up were also included to facilitate commitment and 

adoption, thus further strengthening the bottom-up perspective (Castro, Barrera, & Martinez, 

2004; Fixsen, Blase, Naoom, & Wallace, 2009; G. Sullivan, Blevins, & Kauth, 2008). 

The implementation of Assert started with a three-hour training in each municipality. 

The content of the initial training was equal for all counselors, regardless of individual 

counselors' experience or education. The rest of the training was organized in follow-up 

meetings; the counselors partook in one- to two-hour consultation meetings every four to six 

weeks for the duration of the study. These meetings were structured according to the needs of 

the counselors in each municipality. They included discussion of specific cases, the 
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challenges faced in using Assert, and problem-solving around the research procedure. Both 

the initial training and the follow-up were conducted by the PhD candidate. No formal 

communication occurred between the PhD candidate and the counselors, between the follow-

up sessions. Yet support by phone or email was provided, upon request from the counselors. 

 

Measures 

In addition to Assert, measures for mental health, quality of life, user involvement, and locus 

of control were used, as was a general demographic questionnaire. An overview of the 

measures is presented in a table in Appendix 1. 

 

Assert (Papers I and III) 

Assert is an idiographic assessment procedure designed to repeatedly measure the needs, 

goals, and concerns of adolescents aged 12–23 in primary care counseling. The initial version 

was developed by the Norwegian Knowledge Centre for the Health Services (Nordheim & 

Vege, 2016), but has since been modified by this research team. Administration of Assert is 

relatively simple—the counselor asks, “What matters to you?” in the first session with the 

adolescent. Working with the counselor, the young respondents determine the most important 

topics they want to address during their sessions. Up to three topics can be defined regarding 

what matters to the adolescent, such as problems, goals, and areas of life. After the adolescent 

has written the topics in Assert, the counselor and adolescent work together to find a suitable 

way to address these in counseling.  

Each adolescent will have their own, unique version of Assert. For example, an 

adolescent struggling with anxiety-related problems might state, “It matters to me to stop 

worrying so much.” In all subsequent sessions, the counselor starts by asking, “In the last 

session you said it was important to you to stop worrying so much. Is this still important to 

you?” If the adolescent answers “yes”, they move on to scoring, where the counselor asks, 

“On a scale from one to ten, how do you feel about this topic now?” The adolescent gives a 

score ranging from 1 (“not good at all”) to 10 (“very good”). If the topic is no longer 

important to them, the adolescent can replace or remove it altogether. The paper version of the 

Assert measure is presented in Appendices 2 and 3. 

 

User Involvement (Paper I) 

In lieu of a suitable measure for user involvement, the research team combined items from 

two scales. Four of seven items suitable for adolescents from the Involvement Indicators 
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Scale (Tambuyzer & Van Audenhove, 2015)—which elicited respondents’ opinions about 

how involved they were in their treatment—were used to assess the adolescents’ perception of 

user involvement. In addition, three items used in a Norwegian report on adolescents and user 

involvement (Andersson, 2009) were included, for a total of seven items. The responses were 

scored on a six-point Likert scale, where a high score indicates a high degree of perceived 

user involvement. Items included “Decisions about the help I receive are made with me” and 

“I receive information I can understand.” The scale had an internal consistency of α=.84, in 

this study. 

 

Locus of Control (Paper I) 

The Multidimensional Health Locus of Control (MHLC) scale (Wallston, Strudler Wallston, 

& DeVellis, 1978), is an 18-item self-reporting tool to assess an individual’s beliefs about 

what influences their health. The scale comprises four dimensions, each reflecting a style of 

attribution: (1) internal: changes in health are due to one’s own efforts (e.g., “I am directly 

responsible for my condition getting better or worse.”); (2) chance: changes in health are due 

to chance, luck, or fate (e.g., “Luck plays a big part in determining how my condition 

improves.”); (3) doctor (in our case counselor): changes in health are due to the counselor’s 

efforts (e.g., “If I see my doctor regularly, I am less likely to have problems with my 

condition.”); (4) others: changes in health are due to the efforts of other people (e.g., “The 

type of help I receive from other people determines how soon my condition improves.”).  

In the first sub-study, all external dimensions were combined into one external 

subscale because LoC is often dichotomized on an internal and external scale (Duttweiler, 

1984). The MHLC scale has been widely used in research and is reported to have a 

Cronbach’s alpha in the .60–.75 range and a test-retest stability coefficient in the range of 

.60–.70 (Wallston, 2005). Its validity has been demonstrated in several populations (Wallston 

et al., 1978). In this study, the MHLC scale had a Cronbach’s alpha of .66, which is within the 

range of previous studies with MHLC. 

 

Quality of Life (Paper I) 

The Norwegian version (Jozefiak, 2012) of the Inventory of Life Quality in Children and 

Adolescents (ILC) is a self-reporting questionnaire that measures health related Quality of 

Life (QoL) in children and adolescents aged 6–18 years (Mattejat & Remschmidt, 2006). 

The ILC consists of one item for a global evaluation of QoL, as well as six items about 

well-being—including the respondent’s physical and mental health; perception of activities 
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when alone; and perceived relationship with friends, family, and school. The total scale 

ranges from 0 to 28, where a higher score indicates better QoL (LQ0-28). The problem score 

ranges from 0 to 7, indicating the number of areas in the adolescent’s life where he/she 

experiences reduced QoL (PR0-7). The Norwegian version of the ILC shows satisfactory 

norms, validity, and reliability (Kristensen & Hove, 2013). Although the ILC is designed for 

children and adolescents under the age of 18, using the same measure for the entire adolescent 

sample made it possible to compare all participants. This benefit seemed to outweigh the 

potential drawbacks of using two measures—one for those under 18 and another for those 

over 18. ILC has also been used in studies with older adolescents (>18 yrs.), who showed no 

deviations in scores compared with younger adolescents (<18 yrs.) (Eilertsen, Jozefiak, 

Rannestad, Indredavik, & Vik, 2012; Jozefiak, Greger, Koot, Klöckner, & Wallander, 2019). 

In this study, the ILC had a Cronbach’s alpha of .75. 

 

Mental Health Problems (Paper I) 

The Norwegian version of the Strengths and Difficulties Questionnaire Self-Report version 

(SDQ-S) (Heiervang, Elgen, Heyerdahl, & Young, 1999) contains 25 items. These are 

organized into five subscales: emotional symptoms (5 items), conduct problems (5 items), 

hyperactivity/inattention (5 items), peer relationship problems (5 items), and prosocial 

behavior (5 items). Emotional and peer relationship problems can also be combined into an 

internalizing scale, while conduct problems and hyperactivity can be combined into an 

externalizing scale. The prosocial scale is not included in the SDQ-S total score. This study 

also used the impact supplement, which asks the adolescent about chronicity, distress, social 

impairment, and the sense of being a burden to others (Goodman, 1997). In this study, 

Cronbach’s alphas were .72 for the total scale of the SDQ-S and .74 for the impact 

supplement.  

 

Ethical Considerations 

Adolescents have different legal rights than adults. Since a number of the adolescents in our 

sample were under the age of legal majority, two ethical issues were evaluated in the planning 

of the Assert study: considering informed consent and burden versus benefit. The study was 

reviewed and approved by the Norwegian Regional Ethics Committee (2016/172, REK Nord). 

Thus, there are no indications that this study should be in violation of the ethical research 

standards of health research.  
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Informed Consent 

Informed consent requires that the research participant is given sufficient information to fully 

understand what participation entails. Research involving children and young people must 

provide information that is adapted to the participants’ age and maturity, and the aims of the 

research must be translated into understandable concepts. To ensure that all potential 

participants had enough information to consent, four different consent forms were designed 

(12–15 years, 16–23 years, counselor, parent/legal guardian). Each version was adapted to the 

maturity and expertise level of the consenting participant. 

In Norway, the general rule is that only individuals over the age of 18 can consent to 

participate in medical or health related research. Still, the age of consent in matters related to 

health legislation is 16 years (cf. Health Research Act, §17-1). Thus, adolescents above the 

age of 16 are allowed to consent to participation without their caregivers’ consent. The law 

also states that: “If children between the ages of 12 and 16 do not want their parents, others 

with parental responsibility for them or the child welfare service to be informed about 

personal data relating to the child, for valid reasons, this wish must be respected.” Self-

determination was viewed as especially significant in this study, as one of the main aims was 

to facilitate user involvement for help-seeking adolescents. When children and young people 

are asked about their views on participation in research, they emphasize the wish to have their 

say and to be listened to—even as they acknowledge that they cannot always make the final 

decision (Alderson & Morrow, 2004).  

In this study, the main rule for minors under 16 was that parents or legal guardians had 

to consent along with the adolescent. Yet where the adolescent, for reasons that should be 

respected, did not want their parents, legal guardians or child welfare services to gain access 

to this information, this was respected. A total of 36 (50%) of the adolescents under 16 years 

opted to consent on their own.  

Where the parents are the consenting party, The Health Research Act emphasizes 

participants' right to access their data—in this case, data regarding their child. If the 

researchers receive information that could be potentially harmful to the participant, the 

researcher also has an obligation to notify the correct authorities, disregarding confidentiality 

agreements (cf. Child Welfare Act, §6-4). In these situations, maintaining confidentiality 

could become a challenge. The limits around confidentiality were thus made clear to the 

consenting adolescents and parents, in an age-appropriate format, even if this could cause 

some adolescents to hold back information. 
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Burden Versus Benefit 

It is the duty of the researcher to protect research participants from physical, emotional, and 

social discomfort and other potential negative consequences due to the research (Ennew & 

Plateau, 2004; Laws & Mann, 2004), by ensuring that both possible pitfalls and ethical 

dilemmas have been identified in advance. In this study, no harmful or negative consequences 

were identified. However, some potential sources of discomfort were anticipated. 

The first source of discomfort for the adolescent participants was answering 

questionnaires. In total, this amounted to answering up to five questionnaires at a maximum 

of five points in time. To minimize the burden, the questionnaires were administered online 

and could be answered on smartphones. Relatively short and uncomplicated questionnaires 

were used, as well, to minimize the time spent. Further, the questionnaires did not include any 

particularly difficult items (e.g., violence or sexual assault) but were more descriptive of 

mental health on a general level. All participating adolescents were in counseling and the 

counselors had been informed of the content of the questionnaires. Thus, it was assumed that 

adequate help was available if any discomfort should arise.  

Being allocated to the control condition of an intervention could make some 

adolescents more inclined to opt out, as it might appear that they are receiving a lesser 

“reward” for their participation. To ensure motivation, first, the study's potential benefits for 

all adolescents were highlighted. Second, adolescents in both groups could choose to enter a 

raffle where they could win an iPad or a headset. A prize drawing was selected, to place less 

emphasis on the idea of the prize as a reward or payment in exchange for participation.  

Potential time pressure was also anticipated for the counselors. Using Assert with 

adolescents in the intervention group in a research study—and participating in the follow-up 

meetings and recruitment of adolescents—would constitute an adjustment of the counselors’ 

work routines and increase their workload. Participating in the qualitative evaluation would 

also require being interviewed in a focus group, lasting about an hour. The counselors were 

informed of this prior to consenting. To decrease the workload on the counselors, electronic 

surveys were used, thus eliminating the traditional burden of administering, storing, and 

sending questionnaires. The potential benefits of conducting this study were also presented to 

the counselors. It was emphasized that the study could shed light on whether facilitating 

systematic user involvement in primary mental health services could impact mental health and 

well-being in adolescents. The study could also give them insight into the most important 

concerns of the help-seeking adolescent, which could make it easier for these services to adapt 

to the needs of future adolescents. Further, the qualitative interviews could provide 
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information on experiences working with client-centered methods and the implementation 

thereof.  

The information collected could be of interest to outside parties, and poor handling of 

sensitive data would constitute a potential burden for the participant. To preserve data 

security, the data were stored in two different secure databases. Survey data and person-

identifiable information were kept separate, following the standard rules and procedures for 

handling sensitive health research data at the host institution, The Regional Center for Child 

and Adolescent Mental Health.  

 

Analyses 

Statistical Analyses – Paper I 

Cronbach’s alpha values were calculated for the outcome measures. ANCOVA was used to 

investigate the differences between the intervention group and control group at the end of the 

counseling and was adjusted for scores at pre-test (Vickers & Altman, 2001). Linear 

regression analyses were conducted, to investigate whether the scores on the 

Multidimensional Health Locus of Control subscales and dimensions could predict the 

Strengths and Difficulties Questionnaire, Self-Report (SDQ-S) total score, SDQ-S impact 

scale, Inventory of Life Quality in Children and Adolescents (ILC) total score, or ILC 

problem scale at pre-test. Effect sizes were calculated based on the procedure described by 

Morris and DeShon (2002), taking the correlation between the pre- and post-test into account 

(σD=σ·2·1-ρ). SPSS ver. 23 (IBM, 2015) was used for the analyses.  

 

Qualitative Analyses – Paper II 

The interviews were audio recorded and the recordings were transcribed verbatim and coded 

by hand, by the PhD candidate. The interviews were analyzed using thematic analysis, as 

described by (Braun & Clarke, 2006). Thematic analysis offers a theoretically flexible 

framework for coding qualitative data and identifying patterns based on these codes (Braun & 

Clarke, 2014). It is suitable for data-driven analyses of people’s experiences of phenomena 

within a specific context (Clarke & Braun, 2013). In addition to providing a framework for 

the analysis of the interview data, the data-driven approach made an open and flexible 

interview guide, rather than specific questions, essential. 

The data was coded with two codes: one describing what the counselor said, and one 

describing how they addressed the particular subject. These coded extracts were grouped, 

reviewed, and refined, discarding and replacing some of the codes. The groups of coded 
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extracts were sorted again into candidate themes and sub-themes. The data within each theme 

were reviewed and refined until there was an adequate degree of internal homogeneity within 

each theme (including sub-themes) and external homogeneity between the themes. This step 

was done in collaboration with the third author of Paper II. When the themes had been 

defined, the most salient extracts were selected to illustrate the content of the theme before the 

extracts were translated from Norwegian to English. 

The analysis was founded in a realistic epistemology—the main goal was uncovering 

semantic themes from the counselors’ experiences. However, as most interviews were 

conducted in groups, the stance was not purely realistic; the counselors’ responses were also 

influenced by the other counselors. Since Assert is a novel approach and few details are 

known about how it is experienced, the focus of the analysis was achieving a rich, thematic 

description of the interview data. The goal was to conduct an inductive analysis; the data were 

not analyzed within a specific theoretical framework. To achieve this type of analysis, the 

analyst had to be mindful of his own perspectives and beliefs during analysis, so they did not 

bias his understanding of the counselors’ narratives. Additionally, the statements made by the 

counselors were reexamined after the initial coding to explore alternative understandings or 

meanings, rendering the results as close to the counselors’ experiences as possible. Lastly, the 

results were discussed with other colleagues, who were experienced in qualitative methods 

and had little previous knowledge of the Assert study. 

Reflexivity 

The Assert study was designed and implemented by the PhD candidate, who believes that 

Assert could be useful for adolescents and those who work with them. Since erasing one’s 

own ideas and beliefs is not possible, it was necessary to reflect on how these could influence 

the interview guide, the analysis process, and the presentation and interpretation of the results. 

Thus, to reduce bias and maintain reflexivity during the interviews, the interviewer assumed a 

non-directive role. The interviewer's main objective was to let the counselors share their 

experiences and reflect upon these experiences with the other counselors in the group. This 

reflection was not possible in the interviews that included only one counselor. In these cases, 

the interviewer had to be even more mindful of the non-directive role. The interview guide 

also included broad topics to stimulate open reflection, rather than influencing the counselors 

by providing specific or leading questions. Moreover, care was taken by the interviewer not to 

let preconceptions about the effect of the intervention influence how follow-up questions were 

posed. If a counselor’s statement was unclear to the interviewer, clarifying questions were 

asked using the counselor’s own words. 
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Analyses – Paper III 

Categorization of Concerns 

The 70 participating adolescents reported 231 unique concerns in total. Given that adolescents 

can provide up to three concerns when using Assert and can change their concerns at each 

session, the number of concerns is higher than the number of included adolescents. To 

examine whether there were similarities among adolescents’ concerns, the 231 concerns were 

presented anonymously to an expert group. This group consisted of two clinical child and 

adolescent psychologists, one child and adolescent psychiatrist, and one social worker 

specialized in treating mental health disorders in children and adolescents. The group's 

members were highly experienced in the assessment and treatment of children and 

adolescents—as well as in professional development and education within the same field. 

They had limited knowledge of Assert and of the study, and none of the authors of Paper III 

were included in the expert group. 

An open, qualitative approach was used to extract the content of each concern, so that 

the most representative categories could be defined based on the available data. Since the data 

consisted of short statements, it left less room for interpretation than do the longer texts that 

are more common in qualitative research. Each group member's initial interpretation of the 

content of each concern was presented to the group. If the group members’ interpretations 

were consistent, they moved on to the next concern. If not, the concern was discussed until 

consensus was reached around the content. After the content of the concerns had been agreed 

upon, similarities between the content of each concern were identified and initial categories 

were defined. When all concerns had been placed into an initial category, the relationships 

between these initial categories were reviewed and the expert group identified broader 

categories into which these categories could be arranged, to create a hierarchical structure 

(i.e., the initial categories became sub-categories of the Self, Relationships, and Life domains. 

See the Results section on page 49). Next, a revision of the hierarchy was performed, to 

examine whether each level of categorization represented the concerns that were included. If 

not, the concern was moved to a more suitable category or the category was redefined. 

Finally, the group leader examined the results of the categorization to identify any 

discrepancies or inconsistencies. In total, the whole group sat together for one and a half 

work-days to complete the categorization. 

Description of Concerns 

Descriptive statistics were used to examine frequencies and distributions of concerns and 

categories. Chi-square tests were conducted to examine differences in the number of 
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adolescent concerns within the three main categories, depending on gender and age. Fisher’s 

exact test was applied to accommodate for cell count below five. SPSS ver. 23 (IBM, 2015) 

was used for the analyses. 

Stability of Concerns 

To examine the alleviation of the adolescents’ concerns during counseling, seven adolescents 

who had changed one or more of their concerns during the course of counseling (12.07%) and 

four who had dropped out of counseling after one session (6.89%) were excluded. This left a 

total of 47 adolescents (80.9% female, mean age =16.09 years, SD = 2.07). To conduct the 

analysis, the data was set up so that each line represented a concern identified and scored by 

an individual. Paired sample t-tests were run on the change in the Assert scores used at the 

start of counseling, compared to the end, within each category and sub-category. This was to 

determine whether the alleviation of concerns was significant. Effect sizes were also 

calculated (Morris & DeShon, 2002). Additionally, two linear multilevel models were 

analyzed to examine whether an improvement on self-defined concerns—as measured with 

Assert—differed, based on the main category of the concern or the number of times Assert 

was used. “Number of sessions where Assert was used” was applied as a proxy for the length 

of the counseling period. This was seen as appropriate, since it was more closely related to the 

Assert intervention and not as dependent on the specific counseling provided by each 

counselor. Assert was used in every session the adolescents attended. The difference in the 

scores from the last to the first counseling session was used as the dependent variable. As 

each line of data represented a concern, not a participant, the model was nested by individual 

adolescent (random intercept). A Least Significant Difference test was applied to adjust for 

multiple comparisons. SPSS ver. 23 (IBM, 2015) was used for all analyses. 

 

Results – Overview of Papers 

Paper I: “What Matters to You?”: A Randomized Controlled Effectiveness Trial, 

Using Systematic Idiographic Assessment as an Intervention to Increase Adolescents’ 

Perceived Control of Their Mental Health.  

Effects on Mental Health, Quality of Life or User Involvement 

The first three aims were to examine whether applying Assert could influence perceived user 

involvement, mental health, or Quality of Life (QoL). The results of the ANCOVAs indicated 

that Assert did not have an effect on perceived user involvement, symptoms of mental ill-

health, or QoL. No significant results were found on either of the outcome variables, when 
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controlling for the adolescents’ age or gender. The scores on the outcome measures also 

indicated that the sample was best described as having sub-clinical mental health problems. 

The Inventory of Life Quality in Children and Adolescents (ILC) total score (LQ0-28) showed 

a slightly reduced QoL compared to a normal school population, yet a better overall QoL 

compared to outpatient norms (Jozefiak, 2012). Similar results were found on the ILC 

problem scale (PR0-7). Although there are no available Norwegian norm-data for the 

Strengths and Difficulties Questionnaire, Self-Report (SDQ-S), the scores are categorized as 

“slightly raised” according to the UK scoring instructions (Goodman, 2016).  

 

Effect on Locus of Control 

The fourth aim of this study was to examine whether adolescents using Assert showed an 

increase in internal Locus of Control (LoC) and a decrease in external LoC, compared to the 

control group. To examine the effects of Assert on LoC, analyses of covariance were 

conducted. The ANCOVA revealed that adolescents who used Assert scored significantly 

lower on external LoC, than those in the control group (Assert: M = 39.77, Control: M = 

42.88). A more specific effect was that adolescents using Assert reported that they attributed 

less of their mental health improvement to chance, fate, or luck (Assert: M = 16.95, Control: 

M = 19.27). Effect sizes were calculated to see the magnitude of the changes in the Assert 

group. The effect size on the Multidimensional Health Locus of Control scale (MHLC) 

chance was considered “small”  (dRM = −0.253), while that on the MHLC combined external 

subscale was considered “large” (dRM = −0.812) (Cohen, 1988). Although external LoC was 

lowered, no significant change was found on internal LoC. This may be because the mean 

score on internal LoC, at pre-test, was nearer to the higher end of the scale (M = 23 of 30 

points max., SD = 3.91), suggesting a ceiling effect. No significant differences were found on 

either external or internal LoC, when controlling for the adolescents’ age or gender. 

 

Associations Between Locus of Control and Mental Health 

Finally, it was investigated whether adolescents reporting a higher degree of external LoC 

also reported lower QoL and more symptoms of mental ill-health. Linear regression analyses 

conducted on both groups of adolescents combined, at T1, showed higher scores on the 

MHLC Chance sub-scale to be associated with reduced QoL and more self-reported mental 

health problems. The linear regression also indicated that a higher degree of total external 

LoC was associated with more self-reported mental health problems.  
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Paper II: Experiences with Using an Idiographic Assessment Procedure in Primary 

Mental Health Care Services for Adolescents. 

The aim of this sub-study was to interview the counselors, qualitatively investigating their 

experiences regarding the use and implementation of Assert with adolescents in primary 

mental health services. A thematic analysis resulted in five main themes: (a) “What Matters to 

You?” (b) “Professional Responsibility,” (c) “Empowering the Adolescent,” (d) “Practical 

Utility of Assert in Treatment,” and (e) “The Implementation of Assert.” The five main 

themes each had a number of sub-themes.  

 

What Matters to You? 

This theme related to how the counselors perceived Assert, both in terms of how it was 

adapted to their existing methods and how they understood the question “What matters to 

you?” Most counselors perceived the question “What matters to you?” as a universal question 

that could be asked of anyone, at any time, and that conveyed a validating attitude toward the 

adolescent—that what matters to you matters to me. The counselors also experienced Assert 

as helping the adolescents to define important topics in their own words. This made it clearer 

to the adolescents that they controlled the direction of the counseling. 

Moreover, the counselors believed that using Assert was similar to the way they used 

to work before Assert was implemented. That it was perceived as something familiar made it 

understandable and increased the acceptability of using it. Most counselors did not feel that 

using Assert drastically changed how they worked. Instead, they found that Assert made it 

easier to stay focused on what mattered to the adolescents. 

 

Professional Responsibility 

Helping adolescents to explore and define topics was seen as a meaningful process, requiring 

the counselors’ attention and presence. Yet the counselors sometimes felt afraid to get too 

involved in the process—as the concerns should reflect what mattered to the adolescents, not 

to the counselor. Some counselors found it challenging to surrender control to the adolescents. 

This could happen, for example, when the adolescents’ concerns or the scoring of these did 

not match their own professional opinion. As the adolescent perspective is strongly 

emphasized with this method, it could be difficult to challenge the adolescents when they had 

a different understanding of the situation. 
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Empowering the Adolescent 

The counselors perceived Assert as an operationalization of the concept of user involvement. 

Defining important topics, and following up on these during counseling, ensured that the 

adolescents’ voices were continuously heard throughout. Further, Assert gave the counselors a 

clear understanding of what mattered to the adolescents, not to their parents or teachers. This 

made it easier to stay focused on the needs of the adolescent. Using Assert also gave 

responsibility to the adolescent, making them an important part of the process of defining 

long-term goals and the direction of the counseling. This was not experienced by the 

counselors as abandoning their own professional responsibility, but as a way of empowering 

the adolescent.  

 

Practical Utility of Assert in Treatment 

The counselors experienced Assert as helping them to get to the core of the adolescents’ 

difficulties faster. The topics defined by the adolescents were often regarded as a starting 

point for counseling, leading the way into a further exploration of the adolescents’ topics and 

thus enhancing collaboration. The counselors in the current study found that Assert created 

more structure and continuity by defining concerns or goals, which made it easier to 

systematically follow up with the adolescent throughout the counseling process. This 

increased structure made it easier to provide targeted and efficient counseling. Moreover, the 

counselors found that Assert helped them and the adolescents to narrow down broader themes 

or multiple concerns into something that felt more manageable. Scoring the concerns was 

perceived as an important and useful way to continuously address what mattered to the 

adolescents and to monitor progress.  

In general, the counselors harbored a skeptical attitude towards using measures and 

questionnaires during counseling. They stated that these were more useful for the counselors 

and the services, than for the adolescents. Assert was, however, not perceived as a traditional 

measure; the counselors found that Assert did not get in the way of establishing an alliance 

with the adolescents.  

 

The Implementation of Assert  

The counselors reported that Assert was a positive contribution to their existing methods. It 

felt familiar and understandable; Assert did not drastically change how they worked, but 

contributed to an increased focus on what mattered to the adolescents. The structure of the 

implementation included regular follow-up meetings, to firmly establish Assert with the 
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counselors. The counselors found that the regular meetings increased their motivation to use 

Assert, making such meetings vital for implementing Assert in primary mental health 

services. The meetings created a sense of community around the new intervention, as they 

gave counselors a chance to discuss cases, share experiences, and to deepen their knowledge 

of how to use Assert through repetition. This contributed to a stronger sense of ownership and 

commitment to the intervention. 

The counselors found it more motivating to use Assert when the service leaders 

participated in the follow-up sessions and used Assert themselves. Leaders’ involvement in 

the implementation and use of Assert contributed to firmly anchoring the intervention in the 

services’ existing routines. This was perceived as a supportive form of leadership, in which 

the responsibility for implementing a new intervention was shared with the employees. 

Overall, Assert was seen as a useful, evidence-based addition to their existing methods—and 

most counselors were motivated to continue using Assert after the study was completed.  

 

Paper III: Adolescents’ Mental Health Concerns, Reported with an Idiographic 

Assessment Tool 

Categorization of the Concerns 

The first aim was to examine the content of each individual concern and organize the 

concerns into categories, based on similarities in their meaning. The adolescents reported a 

total of 231 unique concerns with Assert, throughout the course of counseling. An 

independent expert group of specialized clinicians qualitatively analyzed the concerns and 

defined three broad categories: (1) Self, (2) Relationships, and (3) Life domains. These three 

categories were further divided into sub-categories.  

1) The Self category was divided into concerns about 1a) Autonomy (e.g., “Dare to 

stand up for myself ”); 1b) Mental health (e.g., “Limit rumination”); and 1c) Somatic health 

(e.g., “Better sleep”). 2) The Relationships category was divided into concerns regarding 2a) 

Improvement of relationships (e.g., “That the relationship between me, mom, and dad 

improves”); 2b) Need to feel safe from people around them (e.g., “To not have to meet dad 

alone”); and 2c) Taking responsibility for others (e.g., “Be there for people who are not 

feeling good”). 3) The category Life domains was further divided into concerns about 3a) 

School (e.g., “Concentrate better in geography”), 3b) Work (e.g., “Get steady employment”), 

and 3c) Spare time (e.g., “I want to cook dinner at home”).  
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Distribution of Concerns 

The second aim was to examine the distribution of the concerns at T1, and whether there were 

differences in this distribution according to age and gender. The descriptive statistics at T1 

showed that the majority of adolescents (45.6%) listed two concerns, 42.1% listed three, and 

12.3% had only one concern. Concerns about Self were the most frequently reported, with the 

majority (73.7%) of adolescents reporting one or more of these concerns. The frequencies of 

adolescents reporting concerns about Relationships (45.6%) and concerns about Life domains 

(38.6%) were lower. To further nuance the distribution of concerns, each adolescent’s 

combination of categorized concerns was also examined using descriptive statistics. Around 

half (50.9%) had one or more concerns related to just one category. The largest single group 

comprised adolescents who only listed concerns about Self (33.3%). Assert is scored on a 

scale from 1 (“not good at all”) to 10 (“very good”), indicating the degree of alleviation of the 

concern since the last session. The mean score on Assert at T1 was 3.62 (SD = 1.58) for 

concerns about Self, 4.33 (SD = 2.28) for concerns about Relationships, and 3.51 (SD = 1.69) 

for concerns about Life domains.  

Chi-square tests were used to analyze gender and age differences. Girls reported fewer 

Life domain concerns (63.8% reported none) than boys (66.6% reported one or more). No 

other significant differences in gender were found, in the number of concerns at T1. To 

analyze age differences, the age variable was split into early (12–16 years, n = 23) and late 

adolescence (17–23 years, n = 24). Participants in early adolescence more frequently reported 

no Self concerns (52.2%) than did participants in late adolescence (12.5%). Participants in 

late adolescence more frequently reported no concerns about Relationships (75%), than 

participants in early adolescence (34.8%). No other significant differences in the number of 

concerns, depending on age, were found at T1. 

 

Alleviation of Concerns During Counseling 

The third aim was to investigate whether counseling alleviated the adolescents' concerns and 

whether there were differences in alleviation, based on the type of concern and length of 

counseling. To achieve this, paired sample t-tests and two linear multilevel models were 

analyzed. Firstly, the paired sample t-test showed that counseling did significantly alleviate 

the adolescents’ concerns, as measured with Assert, with a large associated effect size (dRM = 

1.142, p<.000). Secondly, the multilevel model indicated that adolescents’ mean alleviation of 

concerns pertaining to Self (2.93, 95% CI [2.323, 3.544]) was significantly higher than 

alleviation of concerns about Relationships (1.63, 95% CI [.775, 2.491]). The adolescents’ 
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mean alleviation of concerns regarding Life domains (2.60, 95% CI [1.680, 3.529]) was not 

significantly different from mean alleviation of either category. Thirdly, the multilevel model 

showed a significant relationship between the number of times Assert was used and the 

amount of alleviation reported by the adolescents. A significantly higher mean alleviation of 

concerns was found when Assert was used in seven sessions (3.34, t(67.261) = 2.023, p = 

0.047), compared with a recurrence of sessions of either less than seven or more than seven. 

 

Additional Analysis 

Paired sample t-tests were conducted on the adolescent participants in both groups, to 

examine whether significant changes were observed from start to end of counseling on the 

measures of mental health and quality of life. No significant changes were found on either the 

Strengths and Difficulties Questionnaire or the Inventory of Quality of Life in Children and 

Adolescents (Table 3).  

 

Table 3 

Paired sample t-test of scores on outcome measures at pre- and post-test 

Outcome measure Group Mean (SD) CI 95% t df Sig. 

ILC, LQ0-28 Assert -.745 (3.555) -1.706 – .216 -1.555 54 .126 

 Control .338 (3.266) -.471 – 1.148 .836 64 .407 

ILC, PR0-7 Assert .436 (1.642) -.007 – .880 1.971 54 .054 

 Control .200 (1.679) -.216 – .616 .960 64 .340 

SDQ-S, total score Assert .895 (3.554) -.048 – 1.838 1.901 56 .062 

 Control .848 (4.207) -.186 – 1.883 1.638 65 .106 

SDQ-S, impact score Assert .304 (2.411) -.342 – .949 .942 55 .350 

 Control -.046 (2.388) -.638 – .545 -.156 64 .877 

Note. SDQ-S: Strengths and Difficulties Questionnaire, Self-Report; ILC: Inventory of Life Quality in Children and 

Adolescents. 

 

Discussion 

The Effect of Assert on Locus of Control 

Assert contributed to reducing the adolescents’ beliefs that their health improvement was due 

to external factors. This means that the adolescents perceived their mental health to be less 

contingent on factors like chance, fate, luck, and other people, after using Assert in 

counseling. Assert did not, however, increase internal Locus of Control (LoC)—meaning that 

the adolescents did not attribute more control or responsibility of their mental health to 

themselves, after the intervention. However, the adolescents had reported having a high 

degree of internal LoC prior to using Assert. This made a further increase unlikely, regardless 

of the intervention.  
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While a high degree of external LoC is associated with negative mental health 

outcomes, having an internal LoC is generally considered to be advantageous (e.g., Kurtović 

et al., 2018), as this indicates having a greater sense of control over what influences one’s 

well-being. Yet some researchers suggest that an extremely high degree of internal LoC is 

associated with negative outcomes, such as being too self-critical and feeling responsible for 

events that are outside one’s control (April et al., 2012). Whereas taking an adequate amount 

of responsibility for one’s own well-being is positive, too much may have negative 

consequences. According to traditional cognitive behavioral theories (A. T. Beck, Rush, 

Shaw, & Emery, 1979), a pessimistic attribution style—which includes blaming oneself for 

negative events outside of one’s control—is characteristic for people struggling with 

depression. Self-blaming is also part of the concept of learned helplessness (Abramson, 

Seligman, & Teasdale, 1978), where negative outcomes are attributed to internal, stable, and 

global causes in response to stressful situations outside of one’s control. A high degree of 

internal LoC, in combination with internalizing problems, could thus be indicative of a 

negative attribution style. Some negative life events are beyond an individual’s control, and it 

would be detrimental for an intervention to increase internal attributions to a level where 

clients blame themselves for such events. As the current adolescent sample showed elevated 

scores on measures of internal LoC prior to counseling, it is likely advantageous that the 

effect was limited to external LoC, without further increasing internal LoC.  

In light of this, attributing less of one’s mental health problems to causes outside of 

one’s control could therefore be a desirable outcome in itself. This could have implications in 

clinical practice. It is easy to dismiss help as ineffective, if you expect fate to be an important 

factor in your well-being. Letting adolescents define subjective concerns, and repeatedly 

revisiting these throughout counseling, could be a mechanism behind the decrease in external 

LoC caused by Assert. When adolescents observe the changing scores regarding their 

concerns, from session to session, this may make it clearer to them that change is no longer 

merely dependent on chance or external factors beyond their control. 

The decrease in external LoC indicates a shift in attribution style—at a time in 

development when LoC is considered to be a fairly stable personality trait (Frenkel, 

Kugelmass, Nathan, & Ingraham, 1995; Kulas, 1996) and therefore challenging to modify 

(Chubb & Fertman, 1997). Interventions aimed at LoC in adolescence could be useful for 

preventing mental health disorders in early and later adolescence (Frenkel et al., 1995; 

Leontopoulou, 2006; S. A. Sullivan, Thompson, Kounali, Lewis, & Zammit, 2017). This 

indicates that Assert may be a useful contribution to the relatively small pool of interventions 
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targeting LoC (Autry & Langenbach, 1985; Fertman & Chubb, 1992; Nowicki & Strickland, 

1973), and that it has the potential to supplement interventions targeting negative attribution 

styles related to depression. 

 

Categories of Concerns 

Although every topic reported with Assert was unique, similarities among these were 

identified. Three main categories were defined by the expert group: concerns about Self, 

Relationships, and Life domains. Across the three categories, a theme of striving for 

improvement emerged. That is, adolescents felt a need to improve how they perceived 

themselves—both alone and in relationships—and in relation to their performance at school 

and work. Emphasizing improvement could be positive and may be understood as wanting to 

achieve one’s full potential. However, an exaggerated focus on improvement can also be 

negative, if it implies that one is never good enough. Both perfectionism and internalizing 

symptoms have increased in contemporary adolescents (e.g., Curran & Hill, 2019; Potrebny et 

al., 2019). Perfectionism is associated with self-blame; setting high expectations for one’s 

performance is related to high levels of self-blame if these standards are not met (Eum & 

Rice, 2011; Gilbert, Durrant, & McEwan, 2006). As discussed above, the adolescents in this 

sample displayed a relatively high degree of internal LoC, meaning that they might be 

inclined to blame themselves for things outside of their control. Taken together, this may 

indicate that the adolescent participants’ quest for improvement is related to feelings of 

inadequacy. Rather than experiencing a positive drive to achieve their full potential, the 

adolescents may struggle to achieve the high standards that they—and possibly their 

surroundings—have imposed on them. The adolescents emphasized, while participating in the 

workshop that was conducted while planning this study, that it is vital to use Assert to 

uncover what matters to the adolescent and avoid using it as a measure of the adolescents’ 

achievements. Health professionals using Assert should thus explore the content of each topic, 

in collaboration with the adolescent, to find out what it means to them individually.  

Some adolescent concerns were presumably not reported. For example, not one 

adolescent reported concerns about social media, even though social media is widely 

important to many adolescents and has an influence on adolescents’ mental health (Kelly, 

Zilanawala, Booker, & Sacker, 2018). One hypothesis could be that social media platforms, in 

themselves, do not feel very important to the individual adolescent. Rather, the psychological 

consequences of using them, such as a negative self-image, are important (Fardouly & 

Vartanian, 2015, 2016; Vogel, Rose, Roberts, & Eckles, 2014)—as reported by the 
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adolescents in this study. Moreover, more comprehensive concerns or worries like climate 

change or world peace were not reported with Assert. This is likely due to the use of Assert in 

a mental health setting, indicating that the adolescents were capable of defining relevant 

concerns that could be alleviated in counseling.  

 

Concerns About Self 

Concerns about Self was the largest main category. It consisted of 115 of the 231 concerns, 

likely due both to the developing nature of the adolescents in the sample and the mental health 

setting. This assumption is supported by the age differences observed in the number of 

concerns about Self, as younger adolescents more often reported no concerns about Self than 

did older adolescents. Older adolescents have a greater capacity for introspection and are 

more able to imagine their future identity and life choices—which may make them more 

concerned about who they are and who they will become (Côté, 2009; Steinberg et al., 2009). 

The main category Self was further divided into three sub-categories: Somatic health, Mental 

health, and Autonomy.  

Somatic Health 

This was the smallest sub-category and contained only 11 concerns. Most of the concerns (n 

= 8) in this sub-category were related to exercise and diet. Considering the proportion of 

female adolescents in this sample, a likely explanation is that this relates to worries about 

ideals of attractiveness and body image, which have been shown to negatively influence girls’ 

mental health to a larger degree than boys’ (Aanesen et al., 2017; Sweeting et al., 2007). The 

remaining concerns were related to problems with sleep and pain. These could be interpreted 

as psychosomatic issues, seeing that they are often associated with stress (Murberg & Bru, 

2004; Patton et al., 2012).  

Mental Health 

About one of four concerns relating to Self were sub-categorized as mental health issues, 

equaling over one in ten of all concerns presented by the adolescents. The sample displayed 

mental health symptoms below the clinical cut-off, and the relative low occurrence of 

concerns directly related to mental health provides further evidence of this being a sub-

clinical sample. The concerns that were directly related to mental health were, for the most 

part, difficulties with internalizing symptoms—such as worrying, rumination, and negative 

affect. The high occurrence of internalizing symptoms in this sample is in compliance with 

other studies of similar samples (e.g., Bakken, 2018) and is meaningful when seen in 

combination with the results regarding LoC, discussed above. Symptoms of internalizing 
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disorders often have their onset in adolescence, and early detection is key to prevent further 

development (Stockings et al., 2016). Moreover, girls often display more internalizing 

problems (Potrebny et al., 2019), and the adolescent sample included 82.8% female 

participants.  

Only one in ten concerns were directly related to mental health. This might be 

somewhat unexpected, considering the mental health service setting. Yet most concerns 

presented by the adolescents in this study were indirectly related to their mental health. The 

concerns were not presented in a vacuum; they were often presented alongside other concerns, 

making it likely that they were interrelated. The concerns were defined using the adolescents’ 

own words, describing issues impacting their well-being, and their words are not necessarily 

equivalent to the categories professionals use to describe mental health disorders. It could thus 

be meaningful to assess adolescents’ subjective concerns, independent of adolescents’ 

objective symptoms of mental health disorders, to establish a broader picture of which the 

adolescents decide are important for their well-being. 

Autonomy 

Concerns relating to the sub-category Autonomy were clearly the most frequent (n = 77). 

Struggles related to autonomy development are relatively common for this age group, as the 

development of autonomy in itself may bring forth conflict and worries (e.g., Dundon, 2006; 

Laursen & Collins, 2009). Among the concerns in this sub-category, the adolescents reported 

that they wanted to become more confident in their own decisions. This confidence is a 

component of what Noom et al. (2001) define as attitudinal autonomy. Related to this, the 

adolescents also reported that they wanted to improve their self-esteem. Low self-esteem is a 

common problem in adolescence, especially in girls, and its association with negative 

psychological outcomes is well documented (e.g., Sweeting et al., 2007).  

The adolescents also reported that it was important to them to be understood by other 

people, especially their parents. Previous studies have found similar results, and feeling that 

one’s concerns are not taken seriously by one’s parents has been reported as a problem—one 

that adolescents perceive as an antecedent to depression (Dundon, 2006). However, as major 

developmental changes take place in this phase, the need to be understood could also be 

related to feelings of confusion about going through this phase. When your perception of who 

you are is changing—as it is in adolescence—it can be challenging to communicate your 

needs and feelings to parents or peers. This can lead to feeling misunderstood, or not 

understood at all. In line with this, the adolescents also reported with Assert that they wanted 

to achieve a broader understanding of themselves.  
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Wanting to improve their ability to regulate their own emotions and behavior was also 

among the concerns reported by the adolescents. As the adolescent develops, demands and 

expectations from the people in their life change and adolescents are expected to be more 

responsible of regulating their own emotions and reactions (Sameroff, 2010). Improved self-

regulation has also been identified as an outcome that matters to adolescents in other studies 

(Shanks et al., 2013). 

Consistent with the general theme of all concerns, the concerns about Autonomy were 

also often reported in terms of improvement, such as “It matters to me to become better at 

regulating my emotions” or “It matters to me to increase my self-esteem.” Again, an 

exaggerated focus on becoming a better version of oneself could be interpreted as an indicator 

of maladjustment or mental health problems—even if subjective concerns related to 

developmental processes do not fulfill diagnostic criteria on their own. Thus, assessing and 

following up on concerns such as these could be a useful addition to standardized assessment. 

The developmental nature of these concerns may indicate that these issues are specific to this 

life-phase and that time and maturation may alleviate at least some of the discomfort they 

cause. Still, since the adolescents are seeking help, they should be supported in their pursuits 

to feel safer with who they are, where they are heading, and what they are capable of—to 

prevent these concerns from developing into more serious disorders. 

 

Concerns About Relationships 

The second main category of concerns was Relationships; 54 of 231 concerns were assigned 

to this category. It has been well documented that both family and peer relationships impact 

adolescent health and well-being (e.g., Roach, 2006; Rueger, Malecki, Pyun, Aycock, & 

Coyle, 2016). Most of the concerns about Relationships (n = 38) were about improving 

existing relationships and were similarly distributed between friends and family. In 

adolescence, peers become more influential (Resnick et al., 2012; Steinberg & Monahan, 

2007) and changing schools pushes adolescents to take responsibility for maintaining—and 

sometimes redefining—old relationships, while seeking out and forming new ones. This is 

also consistent with the finding that the older adolescents in the Assert study (ages 17–23) 

more often reported no concerns about Relationships than did younger adolescents (ages 12–

16). There are two school transitions for Norwegians in their early adolescence. Unsuccessful 

attempts at forming new or maintaining existing friendships may produce frustration and 

distress in the younger adolescent, creating a need to improve the quality of peer 
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relationships. Older adolescents do not go through these transitions and, in the current sample, 

they had fewer concerns about relationships. This may indicate more established friendships.  

For parent-adolescent relationships, the opposite may be true—a lack of change may 

produce frustration—and thus improvement may mean something different. While 

adolescents need supportive adults around them, individuation implies a shift from a close 

relationship with the parents, to a relationship where connectedness and autonomy are more 

balanced (Beyers et al., 2003; Grotevant & Cooper, 1998). The increased distance between 

parents and adolescent, while supportive of the adolescents’ development, may elicit feelings 

of frustration in their parents. Some researchers claim that contemporary parenting is built up 

around affective individualism (Illouz, 2007), where the child's needs are at the center of the 

family and the parent strives to be close. Being close involves reducing the traditional 

distance, even if this closeness could diminish the adolescents’ ability to cope with 

experiences of separation and create frustration in the adolescent (Løkke, 2015; Winnicott, 

1990, 2005). An over-involved parenting style in adolescence is generally not regarded as 

supportive of sound development and conflicts regarding autonomy are most frequent in 

adolescence (Beyers et al., 2003; Laursen & Collins, 2009; Steinberg, 2011). Still, some 

research suggests that conflicts in the parent-child relationship increase temporarily in early 

adolescence (Pinquart & Silbereisen, 2002). This may indicate that the concerns reported with 

Assert regarding parent-adolescent relationships are temporary and related to the younger 

adolescents’ increasing need for autonomy—to which both parents and adolescents need to 

adjust. Accordingly, older adolescents may have achieved more mature relationships with 

their parents. They may thus feel less need to improve them, consequently reporting fewer 

relationship concerns than younger adolescents. 

 

Another noteworthy sub-category within the Relationships category was the need to 

feel safe around people the adolescents are close to, especially in family relationships. More 

specifically, a few adolescents (n = 7) reported concerns about unsafe or harmful family 

conditions, such as abuse. Discovering potential violence or abuse at home is crucial to the 

security and well-being of the adolescent. Norwegian primary health services have a 

responsibility to prevent and discover violence, sexual abuse, and neglect. These issues should 

be routinely addressed in consultations—similarly to, for example, sleep and physical activity 

(Norwegian Directorate of Health, 2019; Strand, 2018). Still, health professionals in primary 

health services find it difficult to address such sensitive issues directly (Holm Hansen, 

Ingebrigtsen, Odnakk, Feiring Sollid, & Sundt-Schwebs, 2019). Idiographic measures could 
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supplement therapeutic interviewing in the detection and follow-up of these problems, in the 

further assessment and handling of situations of this nature. But counselors should take care to 

implement appropriate efforts immediately, to ensure adolescents’ safety. 

 

Concerns About Life Domains 

The third main category, concerns about Life domains, included 56 concerns. Concerns 

regarding School were the most frequent (n = 40). Twenty-five of the school related concerns 

were about improving performance. Regarding concerns about work or leisure activities, the 

majority of these were focused on improving performance (n = 12). The remaining concerns 

about Life domains were related to motivation and well-being, both of which can be related to 

performance (Burton, Lydon, D'Alessandro, & Koestner, 2006; Parhiala et al., 2018; Wentzel, 

2017) and can therefore be seen in conjunction. 

The focus on school improvement, amongst the adolescents’ concerns, could suggest 

that the adolescents harbor feelings of inadequacy. Perceived pressure to improve 

performance in school can be stressful, and stress and demands are related to mental and 

physical health complaints (Wiklund et al., 2012). Another possibility is that these adolescents 

are struggling academically, which is well-established as both a consequence and an 

antecedent of mental health problems (e.g., Jablonska, Dalman, Lundin, & Kosidou, 2019). 

Male adolescents in this study more often reported concerns about their Life domains than did 

girls. As most of the concerns in the Life domains category were about school, this could 

reflect that adolescent boys tend to have more difficulties with academic performance than 

girls (Johnson, 2008; NOVA, 2014). Admittedly, the adolescent sample includes a minority of 

males, so no firm conclusions should be drawn from these results. 

 

Alleviation of Concerns 

The results presented in Paper III showed that the adolescents were significantly alleviated of 

their self-defined burdens or distress throughout counseling, as reflected in the scores, with 

large associated effect sizes. This alleviation occurred even though no significant changes 

were observed on either the Strengths and Difficulties Questionnaire or the Inventory of Life 

Quality in Children and Adolescents (Table 3, page 51). 

Alleviation was observed in all three main categories, as well as for five out of nine 

sub-categories. Concerns about Self were significantly more relieved during counseling than 

were concerns about Relationships. Alleviating concerns about Self may be easier to navigate 

without involving other parties and, in this study, the counseling was most often individual. 
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Yet the scores regarding the adolescents’ concerns about their Relationships and Life domains 

also showed a significant alleviation from the start to end of counseling. The adolescents may 

have managed to change their perceptions regarding their roles in relationships or their efforts 

to improve in school, for example. 

The most pronounced alleviation was achieved after seven sessions, suggesting that 

the adolescents were not in need of long-term treatment. The number of sessions each service 

may provide to an individual adolescent is not specified, but seven sessions is within the 

limits of what most of the included services offer (Mean number of sessions = 5, SD = 3.27). 

Still, less alleviation was reported with fewer sessions, suggesting that the adolescents in this 

study were in need of counseling. This is also in line with the results of a meta-analysis of 

anxiety treatment by Reynolds, Wilson, Austin, and Hooper (2012), where the authors found 

that providing five or more sessions led to at least small or moderate effect sizes. This meta-

analysis, however, was specific to the treatment of anxiety disorders. 

The adolescent sample used in this study may be described as a sub-clinical sample, 

since their scores on the measures of mental health and quality of life at pre-test did not 

deviate from the normal population. Yet the adolescents had approached mental health 

services with a need for counseling. Since subjective concerns may not be detected by 

standardized assessment, an idiographic approach could be a positive addition. One of the 

main functions of routine outcome monitoring is to improve treatment progress at an 

individual level, and progress monitoring is associated with more beneficial outcomes (Harkin 

et al., 2016; Lloyd et al., 2019). With sub-clinical populations, however, routine outcome 

monitoring can be more challenging. A person scoring below the clinical cut-off at the start of 

counseling could still score below the cut-off after counseling, even if the counseling was 

perceived as successful. Using symptom-focused measures may thus make it challenging to 

track meaningful change over time, for this population. This could be problematic for the 

adolescent population seeking help from primary mental health services. 

Adolescents need services that are prepared and able to relieve the subjective concerns 

they present, as well as helping them to manage future concerns. Idiographic assessment 

procedures can help health professionals capture more of a client's individuality and 

complexity, than standardized measures. In a qualitative study, Lavik et al. (2018) found that 

using the personal goals and the values of the adolescent as the basis for assessment was in 

line with adolescents’ ideas about good outcomes. This was a small study, however, and the 

research on this subject is scarce. Still, some researchers have suggested that following up on 

topics that are relevant and important to the adolescents could prevent dropout and 
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disengagement from treatment (Chorpita et al., 2008; Weisz & Chorpita, 2011). Consistent 

with these results, only four adolescents (<10%) quit counseling after using Assert in their 

first session. In contrast, one meta-analytic study found that drop-out rates from child and 

adolescent outpatient mental health care vary between 28% to 75% (de Haan, Boon, de Jong, 

Hoeve, & Vermeiren, 2013).  

If these services appear to be relevant to the adolescent population, they could be 

beneficial for the prevention of mental health disorders. Several researchers have emphasized 

that high-quality preventive services should adapt to the needs of the adolescent population to 

reduce the risk of developing more serious disorders—both in adolescence and in adult life 

(e.g., Copeland et al., 2011; Patton et al., 2014). Achieving alleviation on self-defined 

concerns, within the limits of how many counseling sessions these services can provide, may 

indicate that an idiographic approach is suitable for services focused on prevention. 

 

Counselor Experiences 

Establishing a Collaboration Early 

The counselors in the current study found that the process of exploring and defining the 

topics, in collaboration with the adolescents, helped them to get to the core of the adolescents’ 

concerns faster. When adolescents are given the opportunity to define what matters to them in 

their own words, they are presumably closer to what they want to change than when the 

purpose of the counseling is defined by someone else. The majority (88%) of the adolescents 

did not change their topics during the course of counseling, which further supports the 

counselors' experience of gaining access to the topics that truly mattered to the adolescents 

early in the counseling process. The counselors are often the only health professionals to 

provide help for adolescents with sub-clinical symptoms of mental health problems, which 

emphasizes their essential role in preventing mental health disorders. From a preventive 

perspective, but also because the length of counseling is limited, it is vital that the counselors 

get into a position where they can help the adolescent early on. By reaching the heart of the 

matter at an early stage, using Assert helped create a shared starting point for counseling—

one that both parties were motivated to address. It thus supported the counselors in sessions 

that could otherwise be difficult to initiate. Establishing consensus and collaboration around 

therapeutic goals could enhance the therapeutic alliance, an essential common factor 

associated with positive treatment outcomes (Tryon et al., 2018; Wampold, 2015).  

The counselors also emphasized that establishing this initial collaboration with the 

adolescent was perceived as more important than using Assert in specific situations (i.e., 
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around the loss of a family member). To focus on defining concerns and scoring them, rather 

than containing the adolescent’s emotions and supporting them, would seem extremely 

insensitive. Rather than prioritizing fidelity to any method, clinicians should be flexible to 

meet client needs and allow the present situation to guide the application of the interventions. 

The necessity of this attitude has been extensively discussed in many studies (Ackerman & 

Hilsenroth, 2003; Cook, Schwartz, & Kaslow, 2017; Fuertes & Nutt Williams, 2017; 

Goodyear, Wampold, Tracey, & Lichtenberg, 2017). 

 

Providing Structure and Continuity 

Assert was implemented in relatively heterogenic primary care services, where neither the 

assessment of mental health nor the content of the counseling provided to adolescents are 

standardized. Several of the counselors in this study initially harbored negative attitudes 

toward using standardized measures or questionnaires. However, they did not perceive Assert 

to be a measure in the traditional sense. Rather, the counselors found Assert to be flexible, to 

facilitate user involvement, and to be compatible with their services.  

The counselors experienced the process of scoring the concerns as an important and 

useful way for both the counselor and adolescent to continuously address whether the 

adolescent had experienced progress since the last session. Observing positive change related 

to the concerns they identified as important helped demonstrate the utility of counseling to the 

adolescent—as well as assuring the counselor that the appropriate counseling was being 

provided. Little or negative change was also perceived as useful: this gave them an 

opportunity to explore reasons for the lack of progress, which potentially led to trying 

different methods. 

The counselors in the current study found that Assert created more structure and 

continuity by defining concerns or goals, making it easier to systematically follow up with the 

adolescent throughout the counseling process. Along with being helpful around organizing the 

counseling, Assert was reported to create structure for the individual adolescents by helping 

them to narrow down chaotic situations, broader themes, or multiple topics into more 

manageable concerns. The counselors also found that, by referring to the specific concerns in 

every session, the adolescent stayed on track and was less inclined to change their concerns 

from session to session. The quantitative data supported this notion: only a minority of the 

adolescents (12%) chose to change their concerns during counseling, even though the 

adolescents were given the possibility to change or discard their concerns in every session. 
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By offering short-term counseling with no referral required for appointments, these 

services are relatively easily available to the adolescent population. Thus, they are often the 

first point of contact for adolescents; their high level of availability means the services are 

frequented by a large number of adolescents (Bakken, 2018; Bakken et al., 2016). In 

combination with a scarcity of resources (see, Bjaadal, 2016; Haugli, 2015), the counselors 

may often be pressed for time. This can make it difficult to recall each adolescent’s topics 

from session to session. The limited number of counseling sessions, in combination with the 

lack of a standard length for sessions or for the intervals between sessions, could also 

exacerbate the difficulties in establishing continuity. Although flexible and available, these 

services could benefit from a better structure and more continuity. The lack of continuity in 

these services has been noted in previous research, both by adolescents and by counselors 

(Aglen & Olsen, 2018; Hansen, 2013). Providing structure without impeding the flexibility of 

the services could thus be beneficial. Using idiographic measures to monitor change could 

provide a structure for continuously adopting the client perspective, throughout the 

counseling.  

 

Facilitating Empowerment and Autonomy 

The counselors found that a more explicit focus on the individual adolescent’s concerns 

helped the adolescents to become more involved in the process of defining long-term goals 

and the direction of the counseling. By making the adolescents’ concerns more tangible, it 

was easier for the counselors to recognize and validate the adolescent perspective. This, in 

turn, gave the adolescents stronger ownership of their own concerns, ultimately empowering 

them. 

Empowerment is related to autonomy, as this refers to self-governance and agency 

(Ryan, 1993)—the sense that one’s actions can have an impact on the world (Côté, 2009). 

Adolescence is often the first time that one establishes contact with health services, 

independently of one's parents. Thus, Assert could give the adolescent one of their first 

exposures to taking responsibility for their health and well-being. Gaining experience with 

specifying options, defining goals, and possibly developing a feeling of confidence in regard 

to their health choices is in line with Noom et al. (2001) definition of attitudinal autonomy. 

Targeting constructs related to autonomy in counseling may be especially valuable for 

adolescents, since this is the phase in which autonomy is negotiated—a fundamental 

developmental task in this phase (Neel et al., 1985). A positive development of autonomy can 

be fostered by guiding adolescents to act on their own behalf and follow their own values and 
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interests—through helping them to define their personal goals and supporting them in their 

process towards them (Soenens & Vansteenkiste, 2005; Zimmer-Gembeck et al., 2011). By 

using Assert, the adolescents could see that the counselor took their concerns seriously and 

that they were actively included in shaping the counseling agenda. When counselors adopt 

this attitude, it can facilitate an empowering and autonomy-fostering environment in 

counseling. 

 

Professional Responsibility and User Involvement 

Most counselors reported that it was possible to combine a strong focus on the adolescent’s 

perspective, in a respectful and thoughtful manner, with their own views of what the 

adolescent should be concerned about. Yet, in order to fully embrace the user perspective in 

Assert, they had to relinquish some control of the counseling agenda. This challenged the idea 

of who had the control over the counseling process. It could thus make way for a conflict 

between the counselors’ responsibility as health professionals and the feeling of surrendering 

control to the adolescents. In some cases, the counselor and the adolescent had different 

perceptions of what “should” matter to the adolescent. In these situations, the counselors felt 

that it could be hard to follow their own assessment of the situation since they had committed 

to letting the adolescent’s perspective be the guiding principle during counseling. Although 

giving up control was experienced as challenging, it also felt rewarding—it required 

counselors to actively and continuously adopt the adolescent’s perspectives as the guidelines 

for the counseling, and thus allowed for user involvement in practice.   

The conflict between the counselors’ responsibility and surrendering control to the 

client highlights a challenge in adopting a strong focus on user involvement in counseling. 

The concept of user involvement has gained a solid foothold in contemporary mental health 

services, in spite of the lack of systematic reviews on mental health outcomes for adolescents 

(Viksveen et al., 2017). User involvement is commonly accepted as beneficial; it is mandatory 

in health care services and individual users expect to be involved in matters relating to their 

own well-being. However, as demonstrated in this study, user involvement can make 

professionals feel that their knowledge and expertise is no longer valid and that they are 

losing control over the goals of the counseling. An exaggerated focus on user involvement 

may also be perceived as overwhelming for some adolescents, if it places too much 

responsibility on them. In the current adolescent sample, which displayed a fairly high 

internal LoC, this could set the perceived standards inappropriately high. Failing to 

accomplish these perceived standards during counseling could result in adolescents blaming 
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themselves. It is thus vital that user involvement is clearly defined as a collaborative effort 

between the adolescent and the counselor—and that the parties reflect together upon the 

responsibilities, expectations, and limitations at the start of counseling. 

 

Limitations 

Possible Diffusion of Treatment 

In this study, counselors had adolescent clients in both the control and Assert conditions, and 

the new techniques learned by the counselor may have influenced the adolescents in the 

control condition. Blinding of group allocation was not possible, as it was evident to both the 

adolescent and the counselor whether or not Assert was used in counseling. Moreover, the 

adolescents were told which group they had been allocated to. This information was given to 

the adolescents to ensure they had precise information of what participation would entail.  

When blinding is absent, the allocation procedure must be concealed and have a low 

degree of predictability (Hotopf, 2002). For each counselor, the adolescents were randomized 

in blocks of four participants, of which two were allocated to the control group and two were 

allocated to the Assert group. This procedure was not revealed to the counselors, in order to 

conceal the allocation process. To reach the required sample size, each counselor would have 

to recruit around five adolescents. As this is a relatively low number, the block randomization 

ensured that the participants recruited by each counselor were equally distributed between the 

two conditions. Additionally, the counselors had been recruited to use Assert, and it could be 

demotivating to use it with only a few clients or none at all. Moreover, diffusion of treatment 

could occur regardless of block randomization and was not considered to increase the risk 

further. 

As every counselor treated adolescents in both conditions, it cannot be ruled out that 

the counselors, due to their participation in the study, developed a more systematic way of 

working and a stronger focus on the needs of the adolescents in their counseling-as-usual. 

This could diminish the differences between the conditions and would lead to underestimation 

of the effects and more conservative results. 

 

Heterogeneity in Counseling 

Assert is not a counseling technique in its own right, but is designed to accompany any 

counseling style. Therefore, the difference between the two groups was essentially regarding 

whether or not Assert was used to define and follow-up on the adolescents’ unique concerns, 

in whatever counseling they received. The counselors were thus free to treat the adolescents 
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as they saw fit, and the research team was not involved in the type of counseling 

administered. The counselors were, however, instructed to abstain from using any tools or 

instruments similar to Assert in the control condition. An obvious limitation in this study, 

which became apparent in hindsight, was that the research team did not gather information 

about the counseling the adolescents received. This could have shed light on possible 

differences in the alleviation of adolescent concerns, according to the type of counseling 

received. This could also have been detected by analyzing differences in adolescent 

alleviation among the counselors. This was not possible, however, due to the high number of 

participating counselors (N = 52) and the low number of adolescents each of them counseled. 

Despite the hurdles, the research team still prioritized a naturalistic study that was adapted to 

the services' actual practices. 

 

Sample Characteristics 

Sample Size and Power Calculation 

Accounting for attrition, 125 adolescent participants were needed in each group to estimate 

effect sizes of .40, with a power of .80 and an alpha value of .05. A total of 150 adolescents 

were recruited for the randomized trial. Although smaller than initially estimated, the sample 

size was sufficient to conduct the analyses in Paper I. For Paper III, however, the adolescent 

sample receiving Assert and reporting concerns was small (N = 47), limiting generalizations 

around the concerns. The number of unique concerns that were reported was fairly high (N = 

231), providing a foundation for the qualitative analysis behind the categorization. Yet 

statistical analyses of smaller sub-categories of the concerns were not viable. 

Gender Distribution 

The adolescent sample was predominantly female (Paper I: 82%; Paper III: 83%), which also 

limits generalizations. A high proportion of female adolescent clients is a common challenge 

in mental health research, as males are less prone to seek help for mental issues (Chandra & 

Minkovitz, 2006; Eisenberg, Downs, Golberstein, & Zivin, 2009; S. M. Rice, Purcell, & 

McGorry, 2018). No significant differences, when using ANCOVA to control for gender, 

were found in Paper I. Yet the chi-square test revealed gender differences in Paper III. The 

gender distribution of the counselors was also skewed, as only one male counselor 

participated in the interviews. The majority of counselors working in Norwegian primary 

mental health care are, however, female (Statistics Norway, 2020). 
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Broad age range 

In the adolescent sample, a wide age range (12–23 years) was defined. The mean age was 

about 16 years (Paper I: M = 16.2 years, SD = 2.2; Paper II: M = 16.08 years, SD = 2.07), 

with a relatively low variability. Although no significant differences were found in the effect 

of Assert after controlling for age with ANCOVA in Paper I, chi-square analyses revealed age 

differences in the distribution of concerns at T1, as denoted in Paper III. However, the broad 

age range is not necessarily a limitation. Since the age range of the participants in the study 

reflects that of the adolescents the counselors encounter in their services, it was considered 

appropriate—considering the naturalistic design—to include the full range of ages. 

 

Relevance of Measures 

Mental Health and Quality of Life 

When the research team selected instruments to measure mental health and quality of life, 

they prioritized short, easy-to-administer measures over more comprehensive ones. This was 

to limit the time the adolescent participants spent completing questionnaires, thus decreasing 

the potential burden. As internalizing symptoms are the most common symptoms in 

adolescence—especially in girls—it would have been useful to include an established 

measure that tapped more fully into those problems than does The Strengths and Difficulties 

Questionnaire.  

User Involvement 

Given the lack of suitable measures for adolescents, the instrument used to measure user 

involvement was created by the research team. It thus lacks psychometric documentation. 

Putatively, this influenced the results; the scores were skewed towards higher values, 

indicating a high degree of perceived involvement. The study was presented to the 

municipalities' leaders and counselors as one that focused on adolescent user involvement. 

Thus, the municipalities choosing to participate did so because they were especially interested 

in user involvement and were perhaps more proficient in involving adolescents in their 

counseling, regardless of Assert. The counselors did, however, experience Assert as a method 

that made the concept of user involvement more tangible and easier to implement in their 

counseling. 

 

Researcher Bias 

In the qualitative interviews and analyses reported in Paper II, the first author—who also 

designed and implemented the study in the municipalities—conducted the interviews and the 
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following thematic analysis. This could have created biased results and led to the counselors' 

withholding negative feedback during the interviews. Still, the counselors did actually 

describe negative experiences with Assert, not just positive ones, during the interviews. 

 Some qualitative researchers also argue that being highly involved in both the 

collection and the analysis of data is beneficial. Conducting interviews and analyses without 

being involved in the context of the study may lead to conclusions that are decontextualized 

and abstract, which is not the aim of qualitative data (Flick, 2017; Gubrium, 2007; Malterud, 

2001). A researcher’s preconceptions do not automatically equal bias, if reflexivity is 

thoroughly maintained in the data collection and analysis (Malterud, 2001). 

  

Regression to the Mean 

The alleviation of concerns reported in Paper III could be due to regression towards the mean. 

Unfortunately, it is not possible to control for this completely with the existing data from the 

study. It thus cannot be ruled out that regression towards the mean accounted for at least some 

of the alleviation measured with Assert. The design of this study makes it difficult to control 

for regression to the mean, since there is no comparison group that used Assert without 

receiving counseling. One possible way to control for this would be via a waitlist control 

design, where adolescents use Assert to define concerns and rate them over time, but do not 

receive counseling. These scores could then be compared to a group that receives both Assert 

and counseling. Psychometrically established, sensitive outcome measures could also be 

administered in parallel with Assert, to establish whether changes in scores on Assert are 

reflected in changes in scores on these measures. This was attempted in this study; however, 

no significant change was observed over time, making it hard to draw any conclusions 

regarding regression to the mean. 

 

Future Directions 

The originally intended cluster-randomized waitlist-control design in our study should be 

seriously considered in a new and larger study of adolescents regarding primary care, mental 

health problems, and idiographic procedures. By randomizing the services rather than the 

adolescents, the possible diffusion of treatment conditions would be limited. A cluster-

randomized study would require more resources and a substantially larger adolescent sample. 

A larger sample of adolescents would have enabled more detailed analyses of the 

psychometric properties of Assert: e.g., convergent and divergent validity. A future study 
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should also consider other outcome measures—specifically, more comprehensive instruments 

for measuring mental health and especially internalizing symptoms. This should ideally 

include standardized measures of user involvement suitable for adolescents with mental health 

problems, as well as measures of adolescent empowerment, agency, and autonomy.  

Monitoring the characteristics of the counseling is also recommended. This would 

enable an investigation of the interactions between idiographic procedure and counseling 

type, in the alleviation of the adolescents’ concerns. Alternatively, Assert or another 

idiographic measure could be delivered in addition to a more standardized intervention. It 

could thus be evaluated as one of several variables in a factorial study design.  

Finally, a qualitative investigation into the adolescents’ experiences with Assert could 

also inform practitioners and expand our scarce knowledge around the concerns troubling 

today’s youth.  

 

Implications for Primary Mental Health Services 

Despite its limitations, this study provides indications that using an idiographic approach 

could be a useful contribution to primary mental health services catering to adolescents. 

Assert draws attention to the needs of each individual adolescent, both for her/himself and for 

the counselor. These unique needs are often not detected by other types of assessment, 

indicating that an idiographic approach may be a useful addition to standardized assessment. 

The adolescents were granted more responsibility in shaping the agenda for 

counseling—in turn, strengthening their sense of control over their mental health. This effect 

could have consequences for help-seeking, since it is easy to dismiss help as ineffective if you 

expect fate to be decisive in your well-being. Assert was not observed to have any effect on 

the perceived degree of user involvement, mental health, or QoL, although LoC was 

associated with both mental health and QoL. Interventions that allow adolescents to specify 

topics, goals, concerns, or needs that matter to them—helping them to take appropriate 

responsibility for setting the counseling agenda—could be an approach especially suitable for 

adolescents. 

 Assert's effect on reducing the external locus of control was evident, although the 

counselors considered the intervention to constitute a relatively small change to the existing 

routines in the services. The counselors viewed the use of a systematic idiographic approach 

as suitable for their services, as it provided more structure and continuity throughout 
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counseling. Additionally, few of the adolescents using Assert dropped out of counseling. 

Hence, this approach could constitute a positive addition to primary mental health services. 

Allowing adolescents to present what matters to them in their own words, and 

strengthening their voices by staying focused on these topics, is vital to providing adolescent 

friendly services. When services recognize the unique characteristics of the adolescent client 

population and take the steps necessary to adapt to their needs, they can lower the threshold 

for help-seeking—thus making preventive work with this population more powerful and 

effective.  
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Appendix 2 – “What Matters to You?” Measure 
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Appendix 3 – Example of a completed “What Matters to You?” Measure 

 

 



I





Contents lists available at ScienceDirect

Journal of Adolescence

journal homepage: www.elsevier.com/locate/adolescence

“What matters to you?”: A randomized controlled effectiveness
trial, Using Systematic Idiographic Assessment as an intervention
to Increase Adolescents’ perceived control of their mental health

Thomas Kristian Tollefsena,b,∗, Simon-Peter Neumera, Turid Suzanne Berg-Nielsena,c

a Center for Child and Adolescent Mental Health, Eastern and Southern Norway, Norway
bUniversity of Oslo, Norway
cNorwegian University of Science and Technology, Trondheim, Norway

A R T I C L E I N F O

Keywords:
Locus of control
Adolescent
Autonomy
User involvement
Primary healthcare

A B S T R A C T

Introduction: Over the last decades, many Western countries have seen an increase in mental
health difficulties in the adolescent population. Among Norwegian adolescents, internalizing
symptoms are most prevalent, and 10%–38% of adolescents seek out primary health care services
for mental health problems. This study examined whether an idiographic measure designed for
adolescents called Assert, which uses variables individually selected by the adolescents, could
improve user involvement, locus of control, mental health, and quality of life.
Methods: This study conducted a randomized controlled effectiveness trial using Assert in pri-
mary healthcare. A community sample of 150 Norwegian adolescents aged 12–23 years (M =
16.2; SD = 2.2) were randomized to the Assert or control group. Of the participants 27 (18%)
were male. The adolescents and 52 counsellors from primary healthcare services responded to
online questionnaires. Of the counselors, 92.8% were female and trained in the use of systematic
idiographic assessment.
Results: Adolescents who used Assert scored significantly lower on external LoC, attributing less
of their mental health improvement to chance, fate, or luck. However, the intervention showed
no effect on the symptoms of mental health, QoL, or user involvement.
Conclusions: Using Assert in primary healthcare may enhance adolescents’ sense of being able to
influence their life circumstances and mental health by allowing them more control of their
treatment. However, this approach might not be successful in reducing symptoms.

“What Matters to You?”: A Randomized Controlled Effectiveness Trial, Using Systematic Idiographic Assessment as an
Intervention to Increase Adolescents’ Perceived Control of their Mental Health.

Of all mental illnesses diagnosed in adults, 75% has its onset in adolescence (Ruiz & Primm, 2010). In the last few decades, many
Western countries have seen a trend of increasing mental health difficulties in adolescents (Kim & Hagquist, 2018) and a higher
prevalence of emotional disorders, especially among young women (Collishaw, 2015). These trends also manifest in Norway, where
about 6% of boys and 19.7% of girls experience significant self-reported mental health problems; these figures have increased by
about 4% since 2011 (Bakken, 2017). According to a Norwegian national survey, 15.2% of high school-age adolescents were troubled
by symptoms of depression (Bakken, 2019). Among high school students, 34%–38% visited a school health nurse in 2017, and
10%–20% visited a low threshold adolescent health clinic (Bakken, 2018; Bakken, Frøyland, & Sletten, 2016). Among older

https://doi.org/10.1016/j.adolescence.2019.11.006
Received 10 April 2019; Received in revised form 19 November 2019; Accepted 25 November 2019

∗ Corresponding author. P.B. 4623 Nydalen, 0405, Oslo, Norway.
E-mail address: thomas.tollefsen@r-bup.no (T.K. Tollefsen).

http://www.sciencedirect.com/science/journal/01401971
https://www.elsevier.com/locate/adolescence
https://doi.org/10.1016/j.adolescence.2019.11.006
https://doi.org/10.1016/j.adolescence.2019.11.006
mailto:thomas.tollefsen@r-bup.no
https://doi.org/10.1016/j.adolescence.2019.11.006
http://crossmark.crossref.org/dialog/?doi=10.1016/j.adolescence.2019.11.006&domain=pdf


adolescents (16–24 yrs), 18% have visited a psychologist within the last year (Bufdir, 2018). Primary healthcare for adolescents,
including mental healthcare and early intervention are vital in reversing these trends. Although the Norwegian government has
established low-threshold services that provide assessment, counselling, and follow-up, these services are mostly not adapted to the
needs of adolescents.

1. Adolescent autonomy, user involvement, and locus of control

Autonomy is a central developmental issue for adolescents because they are expected to gradually take more responsibility for
their well-being and develop better self-regulation to lower their dependence on others (Sameroff, 2010). Adolescents therefore need
a supportive and independence-fostering environment (McElhaney & Allen, 2001; Pardeck & Pardeck, 1990).

One way to facilitate adolescents' development of autonomy in mental health services is to involve them more in their treatment.
Increasing their influence on decisions about their treatment can strengthen their autonomy and coping skills and, in turn, make them
less dependent on health services in the future (Storm & Edwards, 2013; WHO, 1998, 2005). While this idea has received increasing
attention over the last decades, research on the effects of adolescent user involvement is scarce and consistently reveals that children
and adolescents are rarely asked for their views by those making decisions affecting their lives (Aubrey & Dahl, 2006). However,
studies have shown that children and adolescents are able to give meaningful feedback on their therapy and experiences with service
providers (Davies & Wright, 2008). Adolescents also value meaningful involvement in their treatment and in decisions about their
treatment (Davies & Wright, 2008). Involving adolescents helps to establish mutually defined goals, which may increase positive
outcomes and reduce drop out (Chorpita, Bernstein, & Daleiden, 2008; Weisz & Chorpita, 2011). However, involving adolescents is
not always done consistently during treatment, and service providers or parents often define treatment aims for young people and
speak on their behalf (Weisz et al., 2011), which can be problematic, since discrepancies often exist between adolescents' and parents’
perceptions of mental health problems (e.g., Garland, Lewczyk-Boxmeyer, Gabayan, & Hawley, 2004; Godley, Fiedler, & Funk, 1998;
Klein, 1991).

Experiencing control over the circumstances that affect one's mental health is associated with better mental health outcomes (e.g.,
Kurtović, Vuković, & Gajić, 2018); this is called locus of control (LoC). LoC is defined as the degree to which individuals attribute
causes of life events to internal or external factors; in other words, how much control they perceive to have over the conditions of
their lives, and to what degree they believe they can impact the conditions (Rotter, 1966). Persons who have a high degree of external
LoC tend to believe that their life is controlled by external factors, while individuals with a high degree of internal LoC have more
perceived control over their lives (Ryan & Deci, 2000). LoC has been found to relate to autonomy (Noom, Deković, & Meeus, 2001).
Several international studies have documented the association between adolescents' symptoms of depression and anxiety and an
external LoC (e.g., Kim, 2003; Kurtović et al., 2018; Takakura & Sakihara, 2000; Weisz, Sweeney, Proffitt, & Carr, 1993; Yu & Fan,
2016). A high degree of external LoC also relates to less self-competence, and self-esteem (Hunter & Csikszentmihalyi, 2003; Kurtović
et al., 2018), reduced problem-solving abilities (Kliewer, 1991) and less happiness (April, Dharani, & Peters, 2012). By contrast,
internal LoC is associated with better mental health and fewer psychological symptoms (e.g., Armstrong & Boothroyd, 2008; Jain &
Singh, 2015; Kurtović et al., 2018; Shojaee & French, 2014), and less anxiety (Kim, 2003) and depression (Kim, 2003; Takakura &
Sakihara, 2000; Weisz et al., 1993; Yu & Fan, 2016).

Programs that influence LoC have shown varying results, ranging from unsuccessful psychoeducational strategies (Fertman &
Chubb, 1992) to programs that have increased internal attribution (Autry & Langenbach, 1985; Nowicki & Strickland, 1973). It is
therefore beneficial to develop and evaluate more successful interventions for facilitating the development of a healthy LoC.

2. The Assert assessment procedure

This study implemented an intervention to promote adolescents' perception of control and their participation in treatment. The
intervention uses an ideographic approach to assessment and follow-up called Assert, which places emphasis on the concerns each
adolescent presents to their counsellor (see the Methods section for a detailed description). The study, which is a randomized
controlled effectiveness trial, examines whether Assert will contribute to meaningful changes in adolescents’ perceived user in-
volvement, LoC, mental health, or quality of life (QoL). This study is the first to systematically apply and evaluate Assert, and to our
knowledge, the first evaluation of an ideographic measure in a Norwegian primary mental healthcare context.

Assert is based on a salutogenic view of mental health, meaning that we should move from asking, “What is the matter with you?”
to “What matters to you?” (e.g., Doyle, Reed, Woodcock, & Bell, 2010; Kebede, 2016; Lang, Hoey, Whelan, & Price, 2017). The
salutogenic model of health seeks to explain the relationship between health, stress, and coping, i.e., the elements that promote good
health (Antonovsky, 1979). We considered an ideographic approach appropriate because of the nature of the services where it was
implemented, which are typically the adolescents' first touch with professionals dealing with mental health concerns. No referral is
needed to get an appointment, and the services are free and offer short-to medium-term counselling. If the adolescent needs a longer
and more intensive treatment, they are referred to specialized services. As the length of counselling and number of sessions can vary
substantially, an early alliance with the adolescents is crucial. Therefore, an easily implemented ideographic procedure was deemed
appropriate to understand the core of the adolescents’ concerns from the start. Being a systematic idiographic approach, it provides a
rational basis for assessment, decisions, and actions in psychosocial interventions (Haynes, Mumma, & Pinson, 2009) and can be used
to ensure user participation (Law, 2006); it is therefore of increasing interest for monitoring progress in psychotherapy (see Barlow &
Nock, 2009; Weisz et al., 2011; Wolpert et al., 2012).

By using this continuous and systematic form of idiographic assessment, one can ensure that the adolescent is involved
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throughout the duration of the counselling. Additionally, the counsellor remains informed of what matters to the adolescent and can
thus adapt the counselling accordingly. Through the scoring system, Assert displays how the adolescent develops in line with their
personalized topics during the counselling. In essence, the purpose of using Assert is to help the adolescents specify goals and needs
that matter to them, adapt the counselling to each adolescent's unique needs, and demonstrate to the adolescent that the counsellor
takes them seriously.

We proposed four research questions: (1) Do adolescents in the Assert group show an increase in internal LoC and a decrease in
external LoC? compared to the control group, meaning (2) Compared to the control group, do adolescents in the Assert group
perceive themselves to be more involved in their counselling? (3) Do adolescents in the Assert group vs controls show improved
scores on the measures of mental health and QoL? (4) Do adolescents that report a higher degree of external LoC also report lower
QoL and more mental health issues?

3. Method

3.1. Participants and recruitment

A community sample of 150 adolescents aged 12–23 years were recruited from 11 municipalities in Eastern Norway. The wide age
range was selected to reflect all help-seeking adolescents presenting at primary health care services. In Norway, caring for this age
group is a part of such services’ responsibility. All participants sought help from these services for mental health problems. Of the
sample, 27 (18%) were male, and the mean age was 16.2 years (SD = 2.2). Of the participants, 93.1% were in education, 4.1% were
employed, and 2.7% were neither in education nor employed. These percentages are similar to the Norwegian average of 93% (With,
2017). Adolescents aged 12–23 years who sought help were eligible for participation and were recruited consecutively to the study by
their counsellor in their first session. The exclusion criteria were severe psychopathological disorders, drug addiction, or intellectual
disabilities. No data were collected regarding the adolescents that did not meet the inclusion criteria. All participating adolescents
could enter a lottery to win a tablet or a headset. The participants were randomly allocated to one of two conditions: (1) The
intervention condition, where Assert was used throughout the counselling and scored in every session, or (2) the control condition,
where the counsellors were instructed to provide treatment as usual. The randomization process was computerized, and participants
were individually randomized in blocks of four, so that for every four adolescents each counsellor recruited, two were allocated to the
intervention condition and two to the control condition.

With this randomization procedure, each counsellor would treat participants in both the intervention and control conditions.
Hence, contamination between the groups could not be ruled out. This could make the differences between the intervention and
control groups smaller, putatively yielding more conservative estimates. Block randomization makes it more likely that each
counsellor treats adolescents in both groups, if the counselors recruited few participants. The counselors were not informed of the
randomization sequence.

Although 258 adolescents were assessed for eligibility, 68 declined to participate, leaving 190 cases; 40 were then removed before
the analyses because of data collection errors (n = 23), no reported outcome data at pre-test (n = 15), or no age variable (n = 2),
leaving 150 complete cases for the analyses. The intervention group comprised 70 (46.7%) participants. Gender and age were similar
in both groups.

3.2. Measures

Assert. Assert is an idiographic assessment procedure designed to repeatedly measure the needs, goals, and concerns of ado-
lescents aged 12–23 years in primary care counselling. The original version of Assert by the Norwegian Knowledge Centre for the
Health Services (see Nordheim & Vege, 2016) was further developed and adapted by the current research team. The Assert assessment
focuses primarily on one question administered to the adolescents: “What matters to you?” The counsellor asks this question in the
first session with the adolescent. Working with the counsellor, the young respondents determine the most important concerns they
want to address during their sessions. Up to three topics can be defined regarding what matters to the adolescent, such as problems,
goals, and areas of life. After the adolescent has written these goals or topics down in the Assert measure, the counsellor and
adolescent work together to find a suitable way forward. Each adolescent will have their own, unique version of Assert. For example,
an adolescent struggling with anxiety-related problems might state, “It's important to me to stop worrying so much.” In all subsequent
sessions, the counsellor starts by asking, “In the last session you said it was important to you to stop worrying so much. Is this still
important to you?” If the adolescent answers “yes,” they move on to scoring, where the counsellor asks, “On a scale from one to ten,
how do you feel about this topic now?” The adolescent gives a score ranging from 1 (“not good at all”) to 10 (“very good”). If the
topic is no longer important, the adolescent can replace or remove it.

LoC. The Multidimensional Health Locus of Control (MHLC) scale (Wallston, Strudler Wallston, & DeVellis, 1978), is an 18 item
self-report measure to assess an individual's belief about what influences their health. The scale comprises four dimensions, each
reflecting a style of attribution: (1) internal: changes in health are due to one's own efforts (e.g., “I am directly responsible for my
condition getting better or worse.“); (2) chance: changes in health are due to chance, luck, or fate (e.g., “Luck plays a big part in
determining how my condition improves.“); (3) doctor (in our case counsellor): changes in health are due to the counsellor's efforts
(e.g., “If I see my doctor regularly, I am less likely to have problems with my condition.“); (4) others: changes in health are due to the
efforts of other people (e.g., “The type of help I receive from other people determines how soon my condition improves.“).

In this study, all external dimensions were combined into one external subscale because LoC is often dichotomized on an internal
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and external scale (e.g., Nowicki & Duke, 1974). The MHLC scale has been widely used in research and is reported to have a
Cronbach's alpha in the 0.60–0.75 range, a test-retest stability coefficient in the range of 0.60–0.70 (Wallston, 2005), and its validity
has been shown in several populations (Wallston, 2005). In this study, the MHLC scale had a Cronbach's alpha of .66, which is within
the range of previous studies with MHLC.

Mental health problems. The Norwegian version (Heiervang, Elgen, Heyerdahl, & Young, 1999) of the Strengths and Difficulties
Questionnaire Self-report version (SDQ-S) contains 25 items organized in five subscales: emotional symptoms (5 items), conduct
problems (5 items), hyperactivity/inattention (5 items), peer relationship problems (5 items), and prosocial behavior (5 items). In
addition, the emotional and peer relationship problems can be combined to an internalizing scale, and the conduct problems and
hyperactivity can be combined to an externalizing scale. The prosocial scale is not included in the SDQ-S total score. This study used
the impact supplement, which asks the adolescent about chronicity, distress, social impairment, and burden to others (Goodman,
1997). In this study, Cronbach's alphas were .72 for the total scale of the SDQ-S and 0.74 for the impact supplement.

QoL. The Norwegian version (Jozefiak, 2012) of the Inventory of Life Quality in Children and Adolescents (ILC) is a self-report
questionnaire measuring health related QoL in children and adolescents aged 6–18 years (Mattejat & Remschmidt, 2006).

The ILC consists of one item for a global evaluation of QoL and six items about well-being regarding the respondent's physical and
mental health, perception of activities when alone, and perceived relationship to friends, family, and school. The total scale ranges
from 0 to 28, where a higher score indicates better QoL (LQ0-28), and the problem score ranges from 0 to 7, indicating the number of
areas in the adolescent's life where he/she experiences reduced QoL (PR0-7). The Norwegian version of the ILC shows satisfactory
norms, validity, and reliability (Kristensen & Hove, 2013). Although ILC is designed for children and adolescents under the age of 18,
using the same measure for the entire sample made the comparison of all participants possible and seemed to outweigh the potential
drawback of using two measures—one for those under 18 and another for those over 18. ILC has also been used in studies with older
adolescents (> 18 yrs), who showed no deviations in scores compared with younger adolescents (< 18 yrs) (Eilertsen, Jozefiak,
Rannestad, Indredavik, & Vik, 2012; Jozefiak, Greger, Koot, Klöckner, & Wallander, 2019). In this study, the ILC had a Cronbach's
alpha of .75.

User involvement. To assess the adolescents' perception of user involvement, we used four of seven items suitable for adolescents
from the Involvement Indicators Scale (Tambuyzer & Van Audenhove, 2015), which elicited the respondents’ opinions about how
involved they were in their treatment. The responses were scored on a five-point Likert-scale, where a high score indicates a high
degree of perceived user involvement. In addition, three items used in a Norwegian report on adolescents and user involvement
(Andersson, 2009) were included, giving a total of seven items. Items include “Decisions about the help I receive are made with me”
and “I receive information I can understand.” The scale had an internal consistency of α = .84 in this study.

3.3. Procedure

The 52 counsellors were employed in primary healthcare services. The sample consisted of 53.8% nurses, 13.4% educators, 11.5%
psychologists, 7.7% social workers, 5.8% psychologists in training, and 5.8% other professions. The counsellors were 92.8% female
and had a mean age of 45.7 (SD = 11.4).

The content of the counselling given to the adolescents in both groups was not a focus of this study and was therefore not tracked.
Putatively, counselling approaches were dependent on the education and skills of the individual counsellor. The approaches could
include cognitive-behavioral approaches, involve family members in sessions, or use more eclectic supportive counselling. As every
counsellor treated the participants in both conditions, the same type of counselling was likely used with the adolescents in both
groups. The difference between the two treatment groups was essentially whether Assert was used to define and follow-up adoles-
cents' unique topics for the treatment. In the control group, the counsellors were instructed to proceed with their usual means of
assessment and follow-up without using Assert. Hence, the main focus of the study was to determine how well any treatment, as it is
practiced in real life services, was adapted to the adolescents’ needs through using Assert.

All data were collected using online questionnaires, and links were distributed to the participants via text messages and e-mail.
Pre-test data were collected immediately after completion of the consent form, and the SDQ and ILC were distributed every four
weeks or until the end of the counselling. The MHLC questionnaire was distributed at pre-test and at the end of the counselling, while
the user involvement questionnaire was only distributed at the end of the counselling. The total mean number of counselling sessions
was 7.3 (median: 6, minimum: 2, maximum: 24), and both groups had similar numbers. The analyses done in this study used pre-test
and last available measurement (named post-test). All cases were controlled to see if they used Assert consistently; 59 (84.3%) in the
intervention group used Assert, compared to none in the control group.

3.4. Statistical analysis

Cronbach's alpha values were calculated for the outcome measures. ANCOVA was used to investigate the differences between
intervention group and control group at the end of the counselling and adjusted for scores at pre-test (Vickers & Altman, 2001). Linear
regression analyses were conducted to investigate whether the scores on the MHLC subscales and dimensions could predict the SDQ
total, SDQ impact scale, LQ0-28, or PR0-7 at pre-test. Effect sizes were calculated based on the procedure described by Morris and
DeShon (2002), taking the correlation between the pre- and post-test into account (σD = σ·2·1-ρ). SPSS ver. 23 (IBM, 2015) was used
for the analyses.
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4. Results

This study examined whether applying Assert could influence LoC, user involvement, mental health, or QoL. Table 1 presents the
mean scores at pre-test and post-test. The ILC total score (LQ0-28) show a slightly reduced QoL in areas compared to a normal school
population, but overall a better QoL compared to outpatient norms (Jozefiak, 2012); similar results were found on the ILC problem
scale (PR0-7). Although there are no available Norwegian norm-data for the SDQ, according to the UK scoring instructions (Goodman,
2016), the scores are categorized as “slightly raised.” However, no appropriate norms are available for the MHLC scale. Last, the
adolescents’ reports of perceived user involvement are skewed toward the high end of the scale, indicating a high degree of perceived
user involvement.

Table 1 presents the changes in scores from pre-to post-test in both groups for all outcome measures. To determine whether these
changes could be attributed to the intervention, one-way ANCOVAs were conducted on all outcome measures, with the post-test score
as the dependent variable and the score at pre-test as the covariate. A difference in scores on the MHLC chance sub-scale was
observed between the two groups after controlling for the score at T1 F(1, 63) = [4.88], p= .031. The effect size for the change was
dRM = −0.253, 95% CI [−0.804, 0.268]. Comparison of the estimated marginal means showed that the score on MHLC chance was
significantly lower in the Assert group (M = 16.95, 95% CI [15.34, 18.56]) than in the control group (M = 19.27, 95% CI [17.93,
20.61]). The ANCOVA conducted on the external subscale of the MHLC detected no significant differences between the groups;
however, as one outlier (std. res.> 2.85) was identified, the analysis was repeated with the outlier removed because of the size of the
dataset (n = 66). This yielded a significant difference in scores on the MHLC external dimension between the two groups after
controlling for T1, F(1, 62) = [5.35], p = .024. The effect size for the change was dRM = −0.812, 95% CI [−1.504, −0.379].
Comparison of the estimated marginal means showed that the score [on the outcome measure] was significantly lower in the Assert
group (M = 39.77, 95% CI [37.72, 41.81]) than in the control group (M = 42.88, 95% CI [41.16, 44.60]).

Significant group differences were not found on the MHLC Internal subscale, SDQ, or ILC. Additionally, no significant differences
in user involvement were found between the groups. Furthermore, no significant results were found when controlling for the par-
ticipants' age. Effect sizes were calculated to see the magnitude of the changes in the intervention group; the effect size on the MHLC
chance is considered ‘small’, while that on the MHLC external subscale is considered large (Cohen, 1988).

To examine whether a relationship existed between the MHLC subscales and dimensions and the SDQ total, SDQ impact scale,
LQ0-28, or PR0-7 at pre-test, we used Pearson correlation which indicated significant positive associations between the scores on
PR0-7 and MHLC chance, (r(148) = 0.192, p = .019), SDQ total and MHLC chance, (r(150) = 0.380, p < .000), and SDQ total and
MHLC external, (r(150) = 0.266, p = .001), as well as a significant negative association between LQ0-28 and MHLC chance, (r
(148) = −0.138, p = .026). Furthermore, simultaneous linear regressions were conducted on each of the significant associations by
using the score on the MHLC subscales as a predictor variable.

Table 1
Mean scores on outcome measures at pre- and post-test.

Assert group Control group

Measure Pre-test Post-test Pre-test Post-test

n M (SD) n M (SD) n M (SD) n M (SD)

SDQ-S, total score 70 16.50 (4.67) 57 15.72 (4.29) 80 15.80 (5.39) 66 15.08 (5.04)
SDQ-S, internalizing 70 8.90 (3.32) 57 8.21 (3.14) 80 8.88 (3.76) 66 8.73 (3.75)
SDQ-S, externalizing 70 7.60 (3.29) 57 7.51 (3.03) 80 6.93 (3.00) 66 6.30 (2.63)
SDQ-S, impact score 69 2.26 (2.21) 56 2.13 (2.64) 80 2.69 (2.61) 65 2.83 (3.01)
ILC, LQ0-28 68 16.65 (4.56) 56 17.16 (4.02) 80 16.96 (4.26) 65 16.69 (4.47)
ILC, PR0-7 68 4.01 (1.87) 56 3.61 (2.10) 80 3.88 (2.03) 65 3.66 (1.90)
MHLC, internal 70 23.00 (3.91) 27 23.44 (5.20) 80 22.53 (4.99) 39 23.56 (4.24)
MHLC, chance 70 18.61 (4.64) 27 17.26 (5.19) 80 18.91 (5.34) 39 19.05 (4.62)
MHLC, helper 70 13.00 (2.55) 27 12.04 (2.30) 80 12.76 (2.37) 39 12.46 (2.66)
MHLC, others 70 11.93 (2.30) 70 11.93 (2.30) 80 11.76 (2.03) 39 10.62 (2.34)
MHLC, external 70 43.54 (6.87) 27 40.19 (6.09) 80 43.44 (6.29) 39 42.13 (6.13)
User involvement N/A N/A (N/A) 34 34.71 (4.71) N/A N/A (N/A) 55 34.47 (5.29)

Note. SDQ-S: Strengths and Difficulties Questionnaire; ILC: Inventory of Life Quality in Children and Adolescents; MHLC: Multidimensional Health
Locus of Control.

Table 2
Regression Analysis Summary for MHLC Chance Predicting Score PR0-7 at Pre-Test (Method: Enter).

Variable B 95% CI t p

(Constant) 2.546 [1.339, 3.753] 4.170 .000
MHLC Chance .074 [.012, .136] 2.363 .019

Note. R2 adjusted = 0.030. CI = confidence interval for B.
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These analyses were done on the whole dataset, with both groups combined. The results consistently showed that increases in the
MHLC Chance/External were associated with reduced QoL and more self-reported mental health problems (Tables 2–5).

5. Discussion

Adolescents who received Assert showed beneficial changes to their LoC scores compared to the control group. Among the
instruments used in this study, only the Multidimensional Health Locus of Control Questionnaire (MHLC) showed a significant
improvement in the intervention group, i.e., less attribution to external causes. Furthermore, adolescents in the intervention group
showed lower scores on the dimension of “Chance” of the external subscale, ascribing causes of health circumstances to chance, luck,
or fate to a lesser degree than the adolescents in the control group. These changes showed small to large effect sizes.

To attribute less of one's mental health improvement to chance signifies a shift from external to internal LoC; from believing
health improvement was due to random factors or luck to a belief of having greater control over one's life circumstances. To reduce
attribution to chance, using an easily implemented idiographic assessment could have implications in clinical practice. It is easy to
dismiss help as ineffective if you expect fate to be an important factor for your well-being. Notably, the decreased score on the chance
dimension was not explained by an increase in the other external dimensions. However, a decrease in the total external score was
observed following the intervention, indicating a real change in attribution style at a time when LoC is considered to be a fairly stable
personality trait in adolescence (Frenkel, Kugelmass, Nathan, & Ingraham, 1995) and therefore challenging to modify (Chubb &
Fertman, 1997).

The application of Assert likely had a positive effect on the adolescents' external LoC because the intervention is a simple way for
troubled adolescents to present what really matters to them. They write down the topics or goals and repeatedly revisit them, which
makes them feel more in control of the issues they discuss with their counsellors. The adolescent monitors the change and possible
progress on the topics, thus making it clearer that change is no longer merely dependent on chance. The process that this intervention
starts could touch upon developing autonomy, thus giving the adolescent experience with specifying options, defining goals, and
developing a feeling of confidence in one's choices (Noom et al., 2001).

Even though external LoC was lowered, no significant change was found on internal LoC, meaning that the adolescents did not
attribute change to their efforts. It might be that the mean score at pre-test on internal LoC is nearer to the higher end of the scale
(M = 22.75 of 30 points max., SD = 4.5), which could suggest a ceiling effect. Additionally, although having an internal LoC is
generally considered to be advantageous, April et al. (2012) found that students with an extremely high degree of internal LoC
reported lower well-being than students with a more moderate internal LoC. These students experienced stress-inducing high levels of
responsibility, were more self-critical, had a greater need for control, and lacked trust in others. The lack of change in internal
attribution in this study could possibly be considered beneficial because an extreme internal attribution could make adolescents feel
responsible for events that are outside their control, and thus make room for disappointments (April et al., 2012). Sometimes one
needs the help of others, and some things are beyond one's control. Especially for the younger part of this sample, needing help would
be considered age-appropriate.

No significant differences were found between the intervention and the control group for user involvement. However, the scores
on user involvement scale were high in both groups, indicating a high degree of perceived user involvement. As the study was initially
presented to the municipalities as a study of user involvement in primary mental healthcare, the counsellors consenting to participate
could have been especially interested in the exact issue of adolescents' user involvement, and thus been more proficient in involving
the adolescents in their treatment, regardless of the intervention. In addition, the scale used in this study to measure user involvement
was developed by the research team and has not been tested or validated in previous research. Thus, the instrument may not reliably
detect aspects of adolescents’ involvement.

We also examined whether adolescents in the Assert group showed improved scores on mental health and QoL compared to the
control group. However, the results showed no significant effect of the intervention on either the Strengths and Difficulties
Questionnaire (SDQ) or Inventory of Life Quality in Children and Adolescents (ILC). The SDQ at pre-test showed low levels of mental

Table 3
Regression Analysis Summary for MHLC Chance Predicting Score on SDQ total at Pre-Test (Method: Enter).

Variable B 95% CI t p

(Constant) 8.915 [5.969, 11.862] 5.980 .000
MHLC Chance .384 [.232, .536] 5.005 .000

Note. R2 adjusted = 0.139. CI = confidence interval for B.

Table 4
Regression Analysis Summary for MHLC External Predicting Score on SDQ total at Pre-Test (Method: Enter).

Variable B 95% CI t p

(Constant) 7.182 [1.855, 12.509] 2.664 .009
MHLC External .206 [.085, .327] 3.355 .001

Note. R2 adjusted = 0.64. CI = confidence interval for B.
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health symptoms, and the ILC at pre-test does not reflect a significantly reduced QoL. The services included in this study are non-
referral preventive services, without any intake screening, meaning that almost no one is denied help. These factors contribute to a
sub-clinical population, and it is possible that some of the participants were not in need of counselling for mental health problems,
but merely needed to discuss normal adolescent issues. When the scores at pre-test are close to or within what can be considered
“normal,” it leaves less potential for change.

In addition, each counsellor had adolescents in the intervention and control groups. Hence, a spillover from the intervention
procedures to the control procedure is possible, which could minimize group differences. Last, the type of counselling the adolescents
received regardless of condition was dependent on the service and the counsellor; however, this study did not investigate the types of
counselling used. Combined with other factors such as a wide age range (12–23) among the adolescents, the large differences in
counsellor education and experience, and the number of counselling sessions emphasize the heterogeneity of help-seeking adoles-
cents and service types in primary healthcare and make controlled effectiveness trials more challenging. However, it is worth noting
that age was not found to influence changes in external LoC.

To determine whether external LoC was associated with a higher degree of mental health problems and lower QoL the inter-
vention and control groups were analyzed together. The adolescents who attributed changes in mental health to external (especially
chance) factors had more mental health symptoms and lower QoL than those who did not turn to external explanations. This is in line
with previous research (e.g. Kurtović et al., 2018).

5.1. Implications and future directions

Despite the limitations of this study, an increased focus on what matters to adolescents was found to have a positive effect on
reducing adolescents' attributions to external factors, especially those related to chance, which may increase their beliefs in the
possibility of improving their mental health. These results were evident, although the Assert intervention can be considered a re-
latively small change to the services' existing routines. Therefore, this unobtrusive systematic idiographic assessment can be easily
implemented in primary healthcare and could be used to empower adolescents when they seek help, making them more active
participants in their own lives and encouraging them to be more receptive to the help they receive. For future research, using a design
with a more distinct separation of intervention and control e.g. cluster randomization would be beneficial. Assert enables a more
client-centered treatment, regardless of counselors’ therapeutic orientation, attitudes, and the service setting. Examination of how
treatment preferences, or service settings could influence the effect of Assert should be a focus of future research. Implementing
idiographic assessment in mental health services can facilitate treatment personalization, making it easier to tailor the treatment to
the individual needs of each adolescent. An explicit and systematic follow-up of these needs could make it easier to administer client-
centered quality care that is adapted to the dynamic and changing nature of mental health concerns among adolescents.
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ABSTRACT
Purpose: This article aims to explore counsellor experiences using an idiographic assessment
procedure implemented in adolescent mental health services. The procedure, Assert, is based
on asking the adolescents the question “What matters to you?” to define important topics to
address in treatment.
Methods: Focus groups and interviews were conducted with counsellors who used Assert
(N = 27), and the data were analysed with thematic analysis.
Results: Five themes were identified: (a) “What Matters to You?” (b) “Professional Responsibility,”
(c) “Empowering the Adolescent,” (d) “Practical Utility of Assert in Treatment,” and (e) “The
Implementation of Assert.” Each theme had a number of associated sub-themes.
Conclusions: Assert was perceived by the counsellors as enhancing collaboration and con-
veying to the adolescents that the counsellors took their concerns seriously. It also provided
structure by giving the sessions a concrete focus. However, some counsellors found it difficult
to surrender control to the adolescents, and finding a balance between helping and directing
the adolescents to define topics could be challenging at times. Assert was generally con-
sidered a useful and simple way to assess adolescents’ concerns, and it was accepted by the
counsellors as a positive contribution to their existing methods.
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Introduction

Mental health problems are estimated to affect between
10% and 20% of children and adolescents (Kieling et al.,
2011), and recent research has shown that adolescent
mental health is declining in high-income countries (Bor
et al., 2014; Patton et al., 2016; Potrebny et al., 2019, 2017).
Providing quality mental healthcare adolescence is an
important factor for preventing mental illness later in life
(Clark et al., 2007; Fergusson et al., 2007; Pine et al., 1998).
Primary mental healthcare services are important, as they
are often the first point of contact (Patton et al., 2016) and
are needed to supplement specialized services (World
Health Organization [WHO], 2008). Therefore, strengthen-
ing these services could have large public health benefits.

One useful strategy to improve treatment delivery and
follow-up is to implement systematic outcome measures
(e.g., Fortney et al., 2017). However, traditional standar-
dized diagnostic assessment often requires extensive
training and may be too time-consuming for these ser-
vices. An idiographic approach to assessment could,
therefore, be more suitable. Idiographic assessment
tools are psychological measurement tools adapted spe-
cifically for each individual respondent (Haynes et al.,
2009), ensuring client participation and gathering

information to assess the success of an intervention
(Law, 2006). Idiographic measures for monitoring pro-
gress in psychotherapy have been of increasing interest
over the last decades (see, for example, Barlow & Nock,
2009; Godfrey et al., 2019; Sales & Alves, 2016; Weisz et al.,
2011; Wolpert et al., 2012).

Idiographic measures can support practice in several
ways distinct from standardized measures. They can give
a closer picture of a particular client’s experience during
treatment (Sales & Alves, 2016), making the voice of the
client and what they deem important an integral part of
the assessment, giving them an opportunity to shape the
therapeutic agenda and goals of treatment. Identifying
the main concerns of young clients often occurs at the
beginning of an intervention and can help build
a working alliance and establish mutually defined goals.
Establishing goal consensus and collaboration through
exploring and defining topics has been shown to have
a strongbeneficial effect on treatment outcomes (Tryon&
Winograd, 2011). It is also related to a strong therapeutic
alliance, a common factor across therapeutic approaches
associated with positive treatment outcomes (Wampold,
2015). However, this information is not always used con-
sistently during treatment, and counsellors or parents
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often define the treatment agenda (Weisz et al., 2011).
This is of concern since adolescents may drop out of
treatment if they do not feel that topics important to
them are being addressed (Chorpita et al., 2008; Weisz &
Chorpita, 2011). As idiographic measures give an indica-
tion of whether a treatment can address the problems
most relevant to young clients, they can be used to guide
treatment planning (i.e., finding the right approach, when
to change to a different approach, and when goals have
been met) (Law, 2006; Sales & Alves, 2016; Weisz et al.,
2011).

Letting adolescents have a greater part in defining
the treatment agenda can increase their sense of con-
trol over their own mental health (Tollefsen, Neumer, &
Berg-Nielsen, 2020). In addition, experiencing control
over the circumstances that affect one’s mental health
is associated with better mental health outcomes (e.g.,
Kurtović et al., 2018).

One example of an idiographic approach to assess-
ment is Assert, the focus of which is the most impor-
tant concerns that individual adolescents present to
their counsellors. Assert is a repeated-measure idio-
graphic assessment procedure designed to systemati-
cally measure the needs, goals, and concerns of
adolescents and young adults aged 12–23 years
(called adolescents for the remainder of the article) in
primary care counselling. Assert was originally devel-
oped by the Norwegian Knowledge Centre for the
Health Services (see Nordheim & Vege, 2016) and
was further developed and adapted by the current
research team. How Assert is used in treatment is
further described in the Methods section.

The use of an individually focused assessment (i.e.,
idiographic) fulfils the need for systematic follow-up
and feedback during treatment while honouring the
unique perspective of each adolescent client. Also,
because there are several idiographic assessment
approaches that are not linked to a specific therapeu-
tic approach, it can be more fitting in a service setting
where several approaches to treatment are used.

Implementation science research has revealed that
the successful implementation of new interventions or
routines in mental health-care services is facilitated by
clearly specified implementation strategies (Fixsen
et al., 2015). These strategies are often categorized as
“top-down” or “bottom-up” (Ogden & Fixsen, 2014). In
a top-down approach, the intervention is administered
from a central source (Hyde et al., 2009), whereas
a bottom-up approach is characterized by a stronger
sense of ownership among stakeholders in the com-
munity (Price & Lorion, 1989). A top-down strategy can
fail to address local needs and concerns and may be
perceived as a threat to professional autonomy (Ferrer-
Wreder et al., 2003; Palinkas & Soydan, 2012). In con-
trast, bottom-up approaches can increase the likeli-
hood of increased commitment among practitioners
and strengthen the adoption and community

ownership of an intervention (Castro et al., 2004;
Sullivan et al., 2008). However, a balance between the
two approaches likely facilitates successful implemen-
tation, as leadership support promotes bottom-up
change (Fixsen et al., 2013; Ogden et al., 2009; Ogden
& Fixsen, 2014). To further strengthen the adoption of
new interventions or routines, in-service training and
ongoing coaching and consultation are essential
(Fixsen et al., 2009).

Both barriers and facilitators of implementation have
been strongly associated with the characteristics of the
intervention, the practitioner, the client, and the inner
and outer context of the service (e.g., Durlak & DuPre,
2008; Forman et al., 2008; Greenhalgh et al., 2004;
Ogden & Fixsen, 2014). The interventions’ advantage
and benefits compared to other interventions, compat-
ibility with current routines and ideals, as well as com-
plexity and flexibility must be considered when a new
intervention is implemented (Greenhalgh et al., 2004;
Rogers, 1995). These aspects influence the interven-
tion’s acceptability—that is, whether the professionals
using the new intervention consider it agreeable or
satisfactory (Proctor et al., 2011). A high degree of
acceptability is considered necessary but not sufficient
for successful implementation (Sekhon et al., 2017);
appropriateness, the intervention’s perceived fit or rele-
vance for a service context, is also an important factor in
successful implementations (Proctor et al., 2011). Low
acceptability poses a challenge to the implementation
(Davis, 1993) and may influence the delivery of the
intervention, possibly impacting the effectiveness of
the treatment being implemented (Borrelli et al., 2005;
Proctor et al., 2009).

Assert aims to uncover adolescents’ unique knowl-
edge about themselves, to help them express this
knowledge as a goal or topic in counselling, and to
enable a more systematic follow-up of their concerns.
Through emphasizing the adolescents’ experiences and
following their individual concerns, the client’s perspec-
tive is maintained throughout counselling. The main
aim of this study was to investigate counsellors’ experi-
ences regarding the use of Assert with adolescents in
their services. Secondarily, the intervention’s perceived
fit or relevance for this service context was examined.

Methods

Participants

Assert was implemented in 11 municipalities in Norway
that included 52 counsellors with diverse training and
experience. However, one municipality with seven coun-
sellors withdrew from the study prior to the interviews.
Of the 45 remaining counsellors, 27 volunteered to
participate in the interviews; 19 were specialized nurses,
six were social workers, one was a family therapist, and
one was a psychologist. The sample consisted of
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experienced counsellors; 21 of them had over 10 years
of experience, and 12 of these had worked in the field
for more than 19 years. The counsellors were between
25 and 64 years old, and their average age was
47.1 years. Of the 27 counsellors, 26 were female.

Service setting

Primary healthcare often represents adolescent cli-
ents’ first point of contact with mental health services.
In Norway, primary health services are of three main
types (Table I) and are provided by various health
professionals, most commonly nurses, psychologists,
and social workers. In this article, the term “counselor”
will be used to describe this group. All three service
types offer free short- to medium-term counselling.
Treatment modalities range from informal, unstruc-
tured counselling sessions to more structured inter-
ventions (e.g., cognitive behaviour therapy). For
a longer and more intensive treatment, adolescents
are commonly referred to as specialized services.
These factors add up to a group of services that are
highly accessible but also very heterogenic in terms of
length of treatment, problem severity, and counsellor
background.

Assert

The Assert assessment focuses primarily on asking
adolescent clients one question: “What matters to
you?” The counsellor asks this question in the first
session with the adolescent. Working with the coun-
sellor, the client determines up to three important
concerns, topics, or goals he or she would like to
address during their sessions. Topics are broad sub-
ject areas, while goals describe more specific changes
to work towards. A topic might be “It matters to me to
be able to feel good about talking to my mother,”
while a goal could be “It matters to me to get a 4.0
grade point average.” These topics or goals are then
written down in the Assert measure, giving each ado-
lescent his or her own unique assessment of progress
in counselling. In each subsequent session, the coun-
sellor presents the Assert measure to the client and
asks, “In the last session you said it was important to
you to be able ‘to feel good about talking to my
mother.’ Is this still important to you?” If the adoles-
cent answers “yes,” they move on to scoring, where

the counsellor asks, “On a scale from one to ten, how
do you feel about this topic now?” The adolescent
then gives a score ranging from 1 (not good at all) to
10 (very good). The score should reflect the change on
that specific topic; if the score is higher in this exam-
ple, the adolescent feels better about talking to her
mother. If the topic had been “It matters to me to
have more control over my negative thoughts,” an
increase in the score would indicate a heightened
sense of control. If the topic is no longer important,
the adolescent can replace it with a different topic or
remove it.

Procedure

Implementation of Assert
Assert was implemented in 11 municipalities as part of
a randomized controlled effectiveness study in which
outcome data were collected from 150 adolescents
over a period of 18 months (Tollefsen et al., 2020).
The greater study was designed to examine the effects
of Assert in a naturalistic setting; therefore, the imple-
mentation could not unnecessarily interfere with the
services’ procedures and routines. Thus, the implemen-
tation strategy had to be pragmatic and adaptable to
the heterogenic context of primary mental healthcare
Therefore, the implementation strategy was based on
establishing acceptability and appropriateness, which
are associated with the successful implementation of
new interventions (Proctor et al., 2011; Sekhon et al.,
2017). This was achieved by anchoring the intervention
firmly with the counsellors through a bottom-up
approach. Assert was established as a routine with
the leaders of the services to maintain a balance
between the top-down and bottom-up approaches,
which is crucial for successful implementation of new
interventions (Fixsen et al., 2013; Ogden et al., 2009).
Furthermore, in-service training and follow-up were
included to facilitate commitment and adoption, thus
strengthening the bottom-up perspective (Castro et al.,
2004; Fixsen et al., 2009; Sullivan et al., 2008).

The implementation of Assert started with a three-
hour training in each municipality. The content of the
initial training was equal for all participants regardless
of the individual counsellor’s experience or education.
The rest of the training was organized in follow-up
meetings; the counsellors partook in one- to two-hour
consultation meetings every four to 6 weeks for the

Table I. Characteristics of primary care mental health services for adolescent patients.
Service name Service type Appointments Age group Staff

School health services Physical and psychosocial help for children/
adolescents in school

Walk-in, short-term
follow-up

6–19 School nurses

Preventive mental
health

Mental help for children, adolescents, and adults Short-/medium-term
follow-up

0–99 Nurses, psychologists, social
workers

Health clinics for
adolescents

Mental, physical, and sexual health for adolescents Walk-in, short-term
follow-up

12–23 School nurses, physicians,
psychologists
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duration of the study. These meetings were loosely
structured and included discussion of specific cases,
the challenges faced in using Assert, and problem-
solving of the research procedure. Both the initial
training and follow-up were conducted by the first
author. No formal communication occurred between
the first author and counsellors in between the fol-
low-up sessions, but support through phone or email
was provided upon request from the counsellors.

Data collection
Focus groups were planned at the end of the study in
all 11 municipalities; however, one municipality with-
drew from the study prior to the interviews. Focus
group interviews were selected as the mode of data
collection because they can create a permissive environ-
ment that nurtures different points of view (Krueger,
2014). As the groups were naturally organized according
to the municipality, the counsellors were familiar with
both the physical environment where the interview took
place and the other group members. Such collegial
support can make it easier to convey negative feedback
about the intervention to the interviewer and reduce
self-censoring bias (Krueger, 2014).

However, due to attrition during the study and to
practical barriers, two municipalities had only one par-
ticipating counsellor each, and four municipalities had
only two counsellors who could participate. The last
four municipalities had four or five participants. Thus,
focus groups were conducted in these last four muni-
cipalities, while interviews with one or two counsellors
were held in the other municipalities. Focus groups
and interviews were conducted at the service sites
except for one interview that, for practical purposes,
was completed at the research institution. Regardless
of the number of participating counsellors, the same
interview guide was used for all interviews, which were
carried out by the first author. In total, the data mate-
rial from all interviews consisted of nearly 80 hours of
audio recordings.

Rather than providing specific questions, the guide
gave an outline of the five following themes, which
the groups were asked to discuss: (a) practical use of
Assert (consequences of using a systematic approach
in this service context), (b) facilitation of user involve-
ment (Assert’s contribution to involving adolescents
in their own counselling), (c) Assert as a help or
a hindrance in treatment (experiences with the posi-
tive and negative aspects of using Assert with adoles-
cents), (d) participation in research (how the research
context could impede or facilitate the use of Assert),
and (e) future use of Assert (to what degree Assert
would be used after the end of the study).

Analysis
The audio recordings were transcribed verbatim and
coded by hand by the first author. The interviews were

analysed using thematic analysis, as described by Braun
and Clarke (2006). Thematic analysis offers a theoretically
flexible framework for coding qualitative data and iden-
tifying patterns based on these codes (Braun & Clarke,
2014). It is suitable for data-driven analyses of people’s
experiences of phenomena within a specific context
(Clarke & Braun, 2013). In addition to providing
a framework for the analysis of the interview data, the
data-driven approach made an open and flexible inter-
view guide, rather than specific questions, essential.

The data were coded with two codes: one describing
what participants said, and one describing how they
addressed the particular subject. These coded extracts
were grouped, reviewed, and refined, discarding and
replacing some of the codes. The groups of coded
extracts were sorted again into candidate themes and
sub-themes. The data within each theme were reviewed
and refined until there was an adequate degree of
internal homogeneity within each theme (including sub-
themes) and external homogeneity between the
themes. This step was done in collaboration with the
third author. When the themes had been defined, the
most salient extracts were selected to illustrate the con-
tent of the theme before the extracts were translated
from Norwegian to English.

The analysis was founded in a realistic epistemol-
ogy; the main goal was uncovering semantic themes
from the participants’ experiences. However, as most
interviews were conducted in groups, the stance was
not purely realistic; the counsellors’ responses were
also influenced by the other counsellors. Since Assert
is a novel approach and few details are known about
how it is experienced, the focus of the analysis was
achieving a rich, thematic description of the interview
data. The goal was to conduct an inductive analysis;
the data were not analysed within a specific theore-
tical framework. To achieve this type of analysis, the
analyst had to be mindful of his own perspectives and
beliefs during analysis so that these did not bias his
understanding of the counsellors’ narratives.
Additionally, the statements made by the counsellors
were re-examined after the initial coding to explore
alternative understandings or meanings, rendering
the results as close to the counsellors’ experiences
as possible. Lastly, the results were discussed with
other colleagues who were experienced in qualitative
methods and had little previous knowledge of the
Assert study.

Reflexivity
The Assert study was designed and implemented by
the first author, who believes that Assert could be
useful for adolescents and those who work with
them. Since erasing one’s own ideas and beliefs is
not possible, reflection on how these could influence
the interview guide, the analysis process, and the
presentation and interpretation of the results was
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necessary. Thus, to reduce bias and maintain reflexiv-
ity during the interviews, the interviewer assumed
a non-directive role. The main objective of the inter-
viewer was to let the counsellors share their experi-
ences and reflect upon these experiences with the
other counsellors in the group. This reflection was
not possible in the interviews that included only one
counsellor. In these cases, the interviewer had to be
even more mindful of the non-directive role.
Additionally, the interview guide included broad
topics to stimulate an open reflection rather than
influence the counsellors by providing specific or
leading questions. Moreover, care was taken by the
interviewer not to let preconceptions about the effect
of the intervention influence how follow-up questions
were posed. If a counsellor’s statement was unclear to
the interviewer, clarifying questions were asked using
the counsellor’s own words.

Results

Through the analysis, five main themes were discov-
ered, each with a number of sub-themes (Table II).
The five main themes were as follows: (a) “What
Matters to You?” (b) “Professional Responsibility,” (c)
“Empowering the Adolescent,” (d) “Practical Utility of
Assert in Treatment,” and (e) “The Implementation of
Assert.” Each main theme will be described before the
associated sub-themes are presented. The sub-themes
will be demonstrated by a relevant extract in addition
to the analysis.

Theme 1: What matters to you?

This theme relates to how the counsellors perceived
Assert, both in terms of how it was adapted to their
existing methods and how they understood the ques-
tion “What matters to you?”

1.1: A simple, universal question
Several counsellors perceived the question “What mat-
ters to you?” as a universal question that could be asked
of anyone at any time and conveyed a validating atti-
tude towards the adolescent—that what matters to you
matters to me:

I think that it [Assert] would be suitable for every-
one really. No matter the situation. It’s about that
person. You are taking them seriously and asking
what matters to them. That question in itself is so
good. I also think that setting tangible goals can
be … having a concrete thing to work towards, so
it won’t be only empty talk. That we have sort of
a guidance tool that they themselves have
defined. I think that is very good. (Social worker,
55 yrs.)

In the extract above, the counsellor perceives this ques-
tion to signify that the counsellor took the adolescent’s

story seriously and cared about what that individual had
to say. Further, the counsellor describes how the ado-
lescent’s putting their story into words made it tangible
and clear that they, as the client, controlled the direction
of the treatment.

1.2: A familiar focus
Most counsellors believed that using Assert is similar
to the way they used to work before Assert was
implemented. That it was perceived as something
familiar made it understandable and increased the
acceptability of using it. Most counsellors did not
feel that using Assert drastically changed how they
worked but found that Assert contributed to an
increased focus on what mattered to the adolescents:

I think the question “What matters to you?”—I’ve
asked that a lot of times now and sometimes without
the measure, just asked it, it has done something to
me as a clinician too. And I think that I used to
explore their inner world and what they were think-
ing of and what mattered. But to ask it, just straight-
forward, especially at the start, I think that has felt
very appropriate and helpful. That’s what I believe.
(Psychologist, 53 yrs.)

The counsellor experienced that using Assert had
changed her perspective as a clinician, noting that

Table II. Schematic overview of the themes and sub-themes
discovered through thematic analysis.
Main theme Sub-theme

Theme 1: What Matters to
You?

1.1: A simple, universal question
1.2: A familiar focus

Theme 2: Professional
Responsibility

2.1: Counsellor’s responsibility vs.
adolescent’s needs

2.2: Closure or avoidance?
2.3: Counsellor’s responsibility to
stabilize in a crisis.

2.4: The counsellor’s role: helping or
directing?

2.5: “Nothing matters to me.”
Theme 3: Empowering the
Adolescent

3.1: Focus on the adolescents’
perspective—user involvement in
practice

3.2: Letting the adolescent take control
3.3: Facilitating a stronger voice for the
adolescent

3.4: Creating responsibility
Theme 4: Practical Utility of
Assert in Treatment

4.1: Defining tangible topics
4.2: Creating a starting point for
treatment

4.3: Accessing the core of the
adolescents’ difficulties

4.4: Observing change motivates
further change

4.5: Facilitating continuity in treatment
4.6: Creating structure

Theme 5: Implementation of
Assert

5.1: Distribution of the workload
5.2: Regular follow-up by the research
team

5.3: Something that we should do
5.4: Sense of community
5.5: The nature of the services
5.6: Resistance towards using measures
5.7: Assert feels different than
traditional measurement paradigms

5.8: A useful, evidence-based measure
for the future
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she customarily used to be explorative and open, but
that being more straightforward in getting to the
adolescent’s perspective was useful.

Theme 2: Professional responsibility

This theme highlights the conflict between being
responsible for the treatment and simultaneously
maintaining a focus on the adolescent perspective.

2.1 Counsellor’s responsibility vs. the adolescent’s
needs
Some counsellors experienced that the topics or the
scoring of the topics did not match their professional
opinion. As the adolescent perspective is strongly
emphasized, they found it difficult to challenge the
adolescents when they had a different understanding
of the situation. In one case, a counsellor experienced
that the scores on Assert did not match her impres-
sion of how this adolescent was doing:

If it hadn’t been for the fact that she was a part of the
study, and in the intervention group, I would have
put this away. Because the one goal was to feel better
in relation to schoolwork, to think more positively
about herself in relation to schoolwork, or to think
more positively about herself when it comes to
schoolwork … She had no motivation and didn’t
want to do anything, and so on. “So, you won’t go
to school in the fall then?” I started to ask a bit like
that, and then it became apparent that—yes, she has
gotten fours1 in some subjects and that was very
good, but mathematics was still a problem, you
know. So, I think with that adolescent, I experienced
that I was contributing to making her focused on
what was terrible, that there’s no hope. So, I try to
explore more, I think that she should have scored
a four [on that topic in Assert], but it [the score] is
determined. She decides, and it is her answer that is
right. So, in that case I think it was a bit complicated
[to use Assert]. It made me wish that I had more
control and could suggest that “Maybe we should
put this away and think differently about things?”
(Social worker, 44 yrs.)

In the extract above, the counsellor experienced that
using Assert contributed to a focus on the adoles-
cent’s negative attitudes about her own performance
in school. Even though this adolescent did well in
school, she consistently scored herself lower than
what the counsellor thought reflected her perfor-
mance. The counsellor’s responsibility to administer
good care was challenged by letting the adolescent
endorse a more negative view of her progress. The
feeling of having to choose between letting the ado-
lescent be in charge and taking control of the situa-
tion created a conflict in the counsellor that she
wanted to resolve by using methods other than
Assert.

2.2 Closure or avoidance?
In some cases, the topic would no longer be impor-
tant to the adolescent, as they felt that they had
progressed and felt better about the topic. However,
in some cases, the counsellors experienced that
a topic stopped being important not because it was
better, but because external factors made it less
relevant:

I had one adolescent that had a goal to participate in
swim class. And she only scored ones and twos. And
suddenly—they didn’t need to have swim class any-
more. Problem solved. (Nurse, 50 yrs.)

As seen in the extract, the adolescent chose to close
the topic not because she was comfortable with par-
ticipating in swim classes, but because she did not
have to participate in swim classes any longer. The
counsellor was put in a difficult position, balancing
her responsibility as a health professional and the
needs of the adolescent. The counsellor was aware
that this could be a potential problem in similar situa-
tions for the adolescent, but now felt that she was no
longer in a position to address the issue without
infringing on the adolescent’s right to define what
matters to her. The problem was still there, but the
adolescent had found a way to avoid it, leaving the
situation unresolved.

2.3: Counsellor’s responsibility to stabilize in a crisis
Several counsellors found that using Assert as
a structured measure could be perceived as insensi-
tive when the adolescent was in a situation of acute
trauma or crisis and in need of stabilization. One
counsellor exemplified this with the loss of a family
member:

Interviewer: Are there types of people you see or
types of situations where you wouldn’t
use Assert?

Counsellor: Hmm. If the mother has committed sui-
cide and the children come in to
a session. But I can still have it in the
back of my head, “What matters to you
now?” But I wouldn’t ask it in that way.
Because it’s a crisis and I’m in a different
mode. But you can have it in the back-
ground: “What’s important right now?
Is it to talk about your mother, or is it to
relax and create some distance? Find
some happiness?” But I wouldn’t have
presented it like, “Now we’re going to
score this and … ” That would’ve felt …
not very empathic, maybe a bit non-
empathic. (Psychologist, 55 yrs.)

This counsellor felt that in such a situation, Assert’s
focus on defining topics and scoring them, rather
than on containing the adolescent’s emotions and
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supporting them, would seem mechanical and insen-
sitive. It does not feel right to concentrate on
a measure when a client is in crisis. Still, she felt that
the question itself could help find the right way to
address the adolescent’s needs in the moment. Other
counsellors also thought that introducing it later in
the process, when the adolescent is stabilized, was an
acceptable procedure.

2.4 The counsellor’s role: helping or directing?
The adolescents sometimes needed help defining the
topics; this task was experienced as something mean-
ingful, requiring the counsellors’ attention and pre-
sence. Through the use of examples and exploration,
they facilitated the definition of topics. However,
helping with this process sometimes felt uncomforta-
ble. They were afraid to involve themselves too much
in the process, as the topics should reflect what mat-
tered to the adolescents, not the counsellor:

Interviewer: Regarding defining goals or topics, how
participatory do you have to be in that
process, as the helper in that situation?

Counsellor: I felt that in some cases you had to
be … almost like it became a bit awk-
ward. Almost like: “But it has to be
something?” That I almost put words
into their mouths. “I don’t know what
to write, and what should my goals be?”
“What about, for example, what about
school? Could you have some goals
there?” Then it’s me who’s sort of guid-
ing it, right? I had one who was like …
he didn’t have a clue. So how real those
goals were, I don’t really know. (Social
worker, 44 yrs.)

This counsellor described a case where the adolescent
found it difficult to define topics and the counsellor
felt that she controlled the process. She felt uncom-
fortable trying to coax topics out of the adolescent,
and doing so made her question the adolescent’s
ultimate commitment to the topics.

2.5 “Nothing matters to me”
A few counsellors found that asking “What matters to
you?” implied some expectations; it came across as
though the adolescent “should” have something that
matters to them. If the adolescent did not have an
answer, expressing that “nothing matters to me”
might make them feel inadequate. This highlights
the counsellors’ responsibility not to be bound by
a method when not appropriate:

It may be hard for some of the adolescents to answer
the question. The ones who are a bit quiet and care-
ful. These are adolescents that find it hard to talk. And
for them, I think it’s very overwhelming, then you
need to help them at least. And you might have to

talk a bit about other things as well. It might get too
concrete? (Nurse, 41 yrs.)

This counsellor experienced that some adolescents felt
overwhelmed by the question, perhaps because the
adolescents’ difficulties became too concrete. This was
especially true with adolescents who had a hard time
translating their experiences into words. The counsel-
lors’ responsibility and the main focus were to help the
adolescents find a way to express themselves.

Theme 3: Empowering the adolescent

The third theme emphasized how Assert can contri-
bute to empowering adolescents through strengthen-
ing their voice and building responsibility.

3.1 Focus on the adolescents’ perspective—user
involvement in practice
Most counsellors perceived Assert as an operationali-
zation of the concept of user involvement. Asking the
question “What matters to you?” and following up
throughout treatment was perceived as a way to
ensure that the adolescents’ voices are continuously
heard throughout a treatment:

Interviewer: Would you say that Assert is a good
alternative to ensure user involvement?

Counsellor: I’m thinking that it is. It’s a very good
alternative and it makes it [user involve-
ment] more concrete and tangible, as
I said earlier, to the adolescents. Maybe
they get a stronger sense of ownership to
it in a way. That “these are my sessions,
there is that measure again where I have
written my topics, it’s mine.” (Nurse,
41 yrs.)

In the extract above, the counsellor points out that
Assert contributed to making user involvement into
something tangible, not just a formality. The counsellor
believed this was achieved because the adolescents
gained an increased sense of ownership and control of
their own difficulties. The adolescents’ needs are in focus
and the counsellor accepts this at face value, validating
them by maintaining this focus throughout treatment.

3.2 Letting the adolescent take control
Giving the adolescents the opportunity to control the
direction of the treatment was seen as a novel way to
think about treatment progression:

That was something we discussed early on, how
changeable or dynamic these goals are. That you
can just change the goal next session. You can con-
tinue to work with the same, just change the goal.
That’s a new way of thinking. To us who are preoccu-
pied with documentation and what we are doing:
“But, what about the old goal? Is that supposed to
be kept somewhere?” No, we just have to move on.
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That’s a bit liberating in relation to the idea of always
focusing on what matters to you. (Nurse, 48 yrs.)

The counsellor in the extract above describes how the
dynamic nature of Assert could challenge her idea of
who has the control over the treatment process.
Changing the topics disturbed the established bal-
ance by forcing her to surrender some of her control
of the process in order to maintain a steady focus on
what mattered to the adolescent. Still, through giving
up some of this control, she felt liberated.

3.3: Facilitating a stronger voice for the adolescent
Most counsellors had experiences with cases where
the parents’ or teachers’ idea of what the adolescent
needed was very different from what the adolescents
themselves presented. Using Assert to get a clear
understanding of what mattered to the adolescents,
the counsellors experienced that it was easier to dif-
ferentiate between the needs of the people involved:

It [Assert] is very good when you’re working with ado-
lescents. Often, they come in with complex cases, and
a lot of it can be the parents’ “order,” or an “order” from
someone else, but then you get straight to what mat-
ters to that child. (Social worker, 41).

This counsellor experienced that Assert could help
ensure that it was the needs of the adolescent that
were addressed, as they were able to get straight to
the heart of the matter, in the words of the adolescent
and not the other people involved.

3.4 Creating responsibility
Several counsellors found that Assert gave some of
the responsibility to the adolescent, making them an
important part of the process of defining long-term
goals and the direction of the treatment. However,
this was not experienced as abandoning their own
professional responsibility, but as a way of empower-
ing the adolescent:

I like the idea of or the awareness that it [Assert]
implies—maybe a view on humanity, almost.
Regarding that one has the responsibility for one’s
life and “what do you want to do with it?” (Social
worker, 37 yrs.)

This counsellor experienced Assert as something
founded in a specific view of humanity—that we
have a personal responsibility to decide how we
want to live our lives.

Theme 4: Practical utility of Assert in treatment

The fourth theme concerns how the counsellors
experienced using Assert and in what ways it could
be considered a useful approach when working with
adolescents.

4.1 Defining tangible topics
A major part of using Assert is the process of defining
the topics in collaboration with the adolescent. Most
counsellors found this process easy, as the adolescents
often had a clear idea of what mattered to them:

That, I actually really liked about it [Assert], that it’s
the adolescents themselves, and we have talked
about this a lot, who should define the topics. And
whatever we might think about the measurability of
that topic, this is what they are defining as a topic.
And this highlights that these topics are most impor-
tant to them, right? When they define it themselves.
I’ve been working within big themes, but it’s still
some sort of a concretization of something. Because
they have to put their own experiences into words.
So, to me, it’s like a combination of goals and topics.
(Social worker, 60 yrs.)

Here the counsellor points out that the adolescents
should be in charge of defining the topics. Central to
this is that their experience was put into words, which
was considered more important than defining speci-
fic, measurable goals. Further, the process of defining
topics seemed to provide the adolescents with
a clearer idea of what they wanted to discuss or
with what they needed help. Their goals became
more tangible and visible to the adolescents.

4.2 Creating a starting point for treatment
The topics were often regarded as a starting point for
treatment, leading the way in further exploration of
the adolescents’ concerns:

I’ve used it [Assert] specifically with one adolescent
that was 16 years old, who was very quiet in the
sessions. So, to have those goals defined as
a starting point for the session made it very easy to
remember to use it, because it was sort of nice to
have that as a starting point for what we were going
to talk about. I think this was because she had so few
words to describe how she was feeling and how quiet
she seemed [in the sessions]. (Social worker, 37 yrs.)

This counsellor experienced that Assert was helpful
with a quiet adolescent by allowing her to use her
own words to define topics that were important to
the treatment. The counsellor felt that these topics
were helpful to get into a position where she could
help the adolescent.

4.3 Accessing the core of the adolescents’
difficulties
Several counsellors found that they got to the core of
the adolescents’ difficulties faster by using Assert. This
meant that they could work with elaborating the
adolescents’ stories earlier, enabling them to make
the stories both more saturated and relevant to the
adolescent:

Interviewer: How do you know when you have got-
ten to the core?
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Counsellor: The instant feeling of, “Wow, I got
access to something different.” That
I got there faster than using several ses-
sions on it … One could clearly see an
improvement. That can also mean that
you are on to something which is …
that you are measuring something that
matters. (Social worker, 41 yrs.)

In the extract above, the counsellor explains that she
achieved a different understanding of the adoles-
cent’s perspective than when she didn’t use Assert.
She believed that following up on the topics helped
her observe a clear improvement in the adolescent.

4.4 Observing change motivates further change
Most of the counsellors found that the process of scoring
the topics was an important and useful way to continu-
ously address the adolescents’ topics. Setting the score
gave both the counsellor and adolescent insight into
whether the adolescent experienced progress since the
last session. Observing positive change related to the
topics they identified as important helped demonstrates
the utility of treatment to the adolescents as well as
assured counsellors that the treatment they were provid-
ing was appropriate. Little or negative change was also
perceived as useful, as it gave an opportunity to explore
reasons for the lack of progress, which potentially led to
trying different methods:

It’s a good feeling when you see the cases where they
have scored higher after a few sessions. I had one
who had a lot of anxiety who scored herself as: “Now
I’m back again, it’s actually really better.” At least this
was a period where things were better and where she
managed to set some goals and such. And then it was
very good to see, both for her and me, that it had
some effect. (Nurse, 64 yrs.)

Here, the counsellor emphasizes that seeing positive
change was a motivating factor for both the adoles-
cent and the counsellor. The repeated scoring of the
topics on the Assert measure made the change more
tangible and visual, elicited positive feelings in both,
and demonstrated that the treatment was helpful.

4.5 Facilitating continuity in treatment
As it is possible to change the topics in every session,
the continuity and stability of topics were discussed
among the counsellors. However, there were only
a few instances where the adolescents had a desire
to change their topics, as these continued to be rele-
vant. When the adolescents changed their topics, it
was mostly perceived as a development of the origi-
nal topic. The topics were only rarely changed to
something completely different:

Interviewer: You describe Assert as quite similar to
how you worked before. Are some things
different when using Assert in treatment?

Counsellor: It’s maybe easier to hold on to a topic
for a longer time. Especially for those
who tend to fluctuate a lot, and often
have new ones. So that you have to
change the topic. To tell them that,
“So, now you do not want to work
more with this topic,” instead of just
saying, “OK, so this is what’s important
today.” You jump around less then. It at
least makes it clearer for the adoles-
cents. And it’s less speculation from
me. (Social worker, 44 yrs.)

In the extract above, the counsellor emphasizes how
Assert made it easier to follow up on the adolescents’
concerns over time. By referring to the concrete topics
in every session, the counsellor experienced that the
adolescent stayed on track and was less inclined to
change them.

4.6 Creating structure
Several counsellors reported that Assert was helpful in
creating a structure for the adolescents, helping to
narrow down chaotic situations, broader themes, or
multiple concerns into topics that were manageable
to the adolescent:

If there’s a lot of chaos, then it’s important to find out
fast what’s important to address first. Just to start
somewhere. And then it [Assert] is very tidy: “Now
we’re going to find three things you should work with
first.” And you can address the rest afterwards. It
would be very messy to work with everything at
once. (Nurse, 49 yrs.)

This counsellor experienced that Assert helped to
create a structure in a chaotic situation by helping
the adolescent prioritize what they wanted to address
first. The approach was considered helpful for the
organization of the treatment.

Theme 5: The implementation of Assert

The last theme refers to the counsellors’ experiences
regarding implementation. More specifically, it
addresses what facilitated and what challenged the
successful implementation of Assert in these services.

5.1 Distribution of the workload
One prevalent sub-theme regarding the implementa-
tion of Assert was that the workload was appropri-
ately distributed between the counsellors and the
research team, and most counsellors indicated that
the use of Assert in treatment was generally experi-
enced as something that did not make their work
more difficult:

I think that it was decisively important for us out in
the municipalities that you [referring to the inter-
viewer], early and all through the project, took care
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of everything regarding follow-up, reminders, looking
after and so on. That is your job, right? Our job is to
recruit the adolescents, and you do the rest. All the
data collection and … because if it had been
a burden, if we had to start looking after and having
an overview over who should or should not,2 and “he
hasn’t replied, should we get him to reply?”—we
haven’t done any of that work. And that was impor-
tant to us, to not expect that much from us. In that
way it has been a limited amount of extra work.
(Nurse, 48 yrs.)

The counsellor reported that it was helpful that most
tasks regarding data collection and support were
done by the research team, leaving only the recruit-
ment of adolescents and the actual use of Assert to
the counsellors.

5.2 Regular follow-up by the research team
Each municipality was visited by the researcher once
every four to 6 weeks throughout the data-collection
phase. This was perceived by several counsellors as an
important aspect of the implementation of Assert.
They found it motivating to have regular meetings
that gave them a chance to discuss cases, share
experiences, and repeat how to use Assert. Follow-
up was also believed to be essential for them to
continue using Assert in their services when the pro-
ject was terminated:

I think it was important that you came out here. There
is something about “now he’s coming and what have
we done since the last time.” Sort of a reminder. Even
though we might have seemed dismissive—“Eh, we
don’t know if it’s necessary to come now”—you
replied, “oh yes, I’ll be there.” And there was always
a lot to talk about. And useful to get the repetition.
(Family therapist, 46 yrs.)

The counsellor points out that the follow-up was
important both as a reminder that they were part of
a study and because of the content of the follow-up
meetings. The follow-up meetings were considered
useful, perceived to help keep the focus on the parti-
cipation in the project, and increased motivation for
using Assert.

5.3 Something that we should do
In two cases, Assert did not seem to be thoroughly
implemented into the service. In these cases, the
service leader had agreed that the service should
participate in the project without consulting their
employees. This sense of being forced into the project
seemed to create some resistance with regard to
participation and led to Assert not being used system-
atically by all counsellors. However, this concern was
only reported in the municipalities where the leader
was not involved. In most municipalities, the leader
was an active part of the team, often with clients of
their own:

We haven’t established it [Assert] fully as something
that we should do. It has been more up to the indi-
vidual. So, it’s like that in regard to this service. Yeah,
everything that is a bit … it is always demanding to
do something other than you [are used to]. [pause]
Something new, something different. So, it has kind
of … there was a resistance there, and it contributed
to several quitting [the study]. Unfortunately. (Social
worker, 41 yrs.)

This counsellor points out the importance of anchor-
ing the new intervention soundly in the routines of
the employees. Her experience was that Assert was
not perceived as well enough established as some-
thing “they should do.” In these cases, it felt like it was
more up to the individual counsellors to establish it as
a method they wanted to use. This could be due to
leaders not clearly emphasizing that Assert was
a method everyone should use when seeing new
adolescents. This counsellor also pointed out that it
is challenging to start using new methods and to
change existing routines, especially when they are
seen as optional.

5.4 Sense of community
Several counsellors pointed out that participation in
the study and working together with a new method
created a sense of community. It seemed that sharing
this experience and feeling part of something was
important to the successful implementation of
Assert. However, collaborating with others in the ser-
vice or other services not using Assert could pose
a challenge for using Assert routinely, as they felt
they would have to explain the method:

If everyone [in the service] had been informed [of the
study], then … But it was only us who were. We tried
to inform the rest too, but I think that the others, they
did not have the same sense of ownership to the
project. It may have been important to create that
sense of ownership in all here in this service.
(Psychologist, 53 yrs.)

The counsellor in the extract above points out the
lack of community around Assert at her service. She
felt that Assert was not implemented widely enough
in the service, resulting in too few counsellors having
a sense of ownership of Assert and being outside of
the group using it. Thus, establishing a professional
community, both within services and between ser-
vices and municipalities, was seen as essential to the
continued use of Assert after the completion of the
study.

5.5 The nature of the services
Even though most counsellors found that participat-
ing in this study was fairly straightforward, some
counsellors experienced challenges, especially related
to the follow-up of topics over time and particularly
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since it was common that the adolescents only want
or feel they need one session:

I believed in the start that it would be easier than
what it was. Because it seemed so … I really was
excited about the project, I thought it was spot on.
And it seemed easy. It seemed very easy. Because it
made us more conscious of the adolescents, to find
out what really mattered to them. Because we are too
eager to define that for them. But in real life it was
harder. And a lot had to do with that revolving-door
function we have. That we are available for the ado-
lescents, and then they come in and out, and in and
out, and … I saw that the adolescents liked this way
of working. But it was the follow-up that was …
I didn’t really … They are not so concerned with
coming back. You have to follow the adolescents
where they are, right? So, when we first had that
conversation [Assert], they were very present. But to
follow it up? It was not that important to them to
come back, you know. (Nurse, 35 yrs.)

Here, the counsellor found using Assert more challen-
ging than anticipated. She seemed to attribute this to
the nature of the services, as it can be challenging to
follow up with the adolescents who did not return to
the counsellor after one session or sessions that were
weeks apart. These irregularities made it difficult to
get into the habit of using Assert over time and
following up on the topics from the last session.

5.6 Resistance towards using measures
Not all counsellors perceived utility in using measures
during treatment with adolescents. For many, it was
common to not use any measures and, in some cases,
they believed that measures were more useful for the
counsellors and the services than for the adolescents.
They reported several examples where adolescents
were frustrated with the specialized services, as they
were too focused on assessment and measures and
not focused on what was important to the adolescent.
The idea of relying too much on measures was per-
ceived as something contrary to the flexibility in the
primary healthcare services, fearing that it might
interfere with the therapeutic alliance:

Interviewer: Assert is a measure, as you mentioned.
Considering this, could Assert influence
or increase the barriers to seek help?

Counsellor: That was what the school nurses said,
because I presented this [Assert], and
we have these other measures, and
they said, “Another measure?!” So, they
did not have a lot of motivation and
thought that it would do something
with the relationship to the adolescents.
And were a bit sceptical to start with.
(Psychologist, 53 yrs.)

Here, one counsellor experienced negative atti-
tudes from her colleagues towards using measures

in treatment with adolescents. She found that they
believed that using measures could get in the way of
forming a good working alliance between the coun-
sellor and adolescent, and that these attitudes might
have affected their motivation to use Assert.

5.7 Assert feels different than traditional
measurement paradigms
Even though there was a marked resistance towards
using too many measures in general, several counsel-
lors also emphasized that they would like to incorpo-
rate some measures in the treatment in order to make
treatment more targeted and precise. Sometimes
treatment can have too little direction, and measures
can be a way to structure the treatment. Most coun-
sellors did not experience that Assert got in the way
of establishing an alliance with the adolescents. Some
hesitation still remained regarding presenting an
actual paper measure in treatment with adolescents;
some counsellors thought that it would be more nat-
ural to use the question itself but not the actual
measure:

Of course, we should have some tools, we should
have some assessment programs and such, but if it’s
too much, I think we’ll lose some of the most vulner-
able. Who feel assessed and they feel almost under
surveillance, right? … And this [Assert] is a simple
measure, there’s like no comprehensive, big things
here. It’s easy and clear. So, it’s tools like this that
might be easiest to implement and get people to use
properly. At least, that’s what I’m thinking. While
measures where you have a lot of questions and
lots of things you have to do before you get down
to business … you know what I mean? I think that
there should be some balance to this. (Nurse, 64 yrs.)

A prevalent opinion among the counsellors was that
Assert differed from other measures with which they
had the experience. Assert was seen as easier to use
and implement in these services, being a more flex-
ible way to assess difficulties. The question “What
matters to you?” was thought to be more personal
and open, did not disturb the session, and felt like
a more natural or integral part of treatment, especially
at the start.

5.8 A useful, evidence-based measure for the future
Most counsellors reported that they were more moti-
vated to continue using Assert after the study was
completed. The main reason counsellors planned to
continue using Assert after the study was that it was
a useful, evidence-based addition to their existing
methods. Also, one leader remarked that if Assert
was documented to be evidence-based, it would be
more reasonable for her to demand that they use
Assert and to establish it as a common procedure in
that service:
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Because I want to say, that if the results tell us that this
is a useful instrument, then it’s good for us in the
primary health care services to say that it is research-
based. To feel the gravity of that. It gives us security
and importance in our jobs. As an instrument, it could
be useful to give us that. I’m hoping that you’ll find
some good results in this project. Everyone is so pre-
occupied with that it should be research-based, right?
We get that all the time, that it’s important to have
something research-based. And we know this is work-
ing, and it gives us a sense of security. (Nurse, 52 yrs.)

The counsellor explains that it was important to intro-
duce evidence-based methods to primary health ser-
vices. Using methods that are evidence-based gave
her a sense of importance that what she was doing
mattered to her clients. She also experienced a feeling
of security in that the methods she used were safe to
use with adolescents, effective, and thus helpful.

Discussion

The results indicate several positive aspects regarding
the use of Assert in treatment, as well as highlighting
situations where using Assert could be challenging,
and vital considerations regarding the implementa-
tion of Assert in this service setting.

Using Assert contributed to an attitude where the
counsellors were more open and receptive to the
unique concerns that mattered to the adolescents.
This attitude also gave the adolescents a stronger
ownership and responsibility over their own concerns,
thus empowering them. From a developmental per-
spective, one could argue that helping clients take
more responsibility and facilitating autonomy is espe-
cially appropriate for adolescents. Adolescents are
expected to gradually take more responsibility for
their well-being and develop better self-regulation to
lower their dependence on others. To achieve this, it
is essential that adolescents’ environments are sup-
portive and foster independence. When the counsel-
lors adopt the attitude that Assert conveys and are
open to exploring and taking seriously what the ado-
lescents present, this could help create such an envir-
onment. In turn, the adolescents see that they are
taken seriously, that their voice matters, and that
they get to be active in shaping the treatment
agenda. This process of empowering the adolescents
can contribute to making the adolescent perspective
more evident to both themselves and their counsel-
lors in a more tangible way than before.

However, to maintain this perspective, the counsel-
lors had to relinquish some control of the treatment
agenda. This challenged the idea of who had the
control over the treatment process and gave way to
a conflict between the counsellors’ responsibility as
health professionals and the feeling of surrendering
control to the adolescents. When the counsellors
experienced that they had a different perception of

what “should” matter to the adolescent, they felt that
it was hard to go back, as they had committed to
letting the adolescent’s perspective be the guiding
principle during treatment. However, most counsel-
lors found it possible to combine a strong focus on
the adolescent’s perspective with professional and
ethical practice through continued exploration of the
topics and scores and by presenting their own views
in a respectful and thoughtful manner.

The findings also emphasize that the Assert measure
itself could be perceived as inappropriate or insensitive
in specific situations (i.e., the loss of a family member).
To focus on defining topics and scoring them, rather
than containing the adolescent’s emotions and support-
ing them, would seem mechanical and insensitive. The
authors agree with this perspective and suggest that
Assert, or any other method, should not be used
mechanically. Rather than prioritizing fidelity to any
method, clinicians should be flexible to meet client
needs, consider their clinical expertise, and allow the
context to guide the application of evidence-based
interventions. The ability to prioritize the needs of the
client rather than the fidelity to any method has been
discussed extensively in previous research (e.g.,
Ackerman & Hilsenroth, 2003; Cook et al., 2017; Fuertes
& Nutt Williams, 2017; Goodyear et al., 2017).

The process of exploring and defining the topics in
collaboration with the adolescents helped the coun-
sellors to get to the core of the adolescents’ concerns.
Reaching the heart of the matter early helped create
a shared starting point for treatment that both parties
were motivated to address, thus supporting the coun-
sellors in sessions that could otherwise be difficult to
initiate. The sessions were given a concrete focus and
structure by means of revisiting and scoring the
topics.

The services where Assert was implemented are
characterized by heterogeneity in the types of con-
cerns that the adolescents presented, the number of
sessions, and the therapeutic approaches. It would,
therefore, be valuable to provide continuity without
impeding the flexibility of the services. Assert was
generally accepted by the counsellors as a positive
contribution to their existing methods despite the fact
that several counsellors initially harboured a negative
attitude towards using standardized measures or
questionnaires in treatment. However, they did not
perceive Assert to be a measure in the traditional
sense and found that it was more flexible and more
fitting to their services, indicating that Assert has
a higher degree of appropriateness for these services
compared to traditional standardized measures. As
one counsellor put it, “I think that Assert is so bril-
liantly simple. It would be stupid to not use it!”

Building a sense of community among those coun-
sellors using Assert was another salient sub-theme
regarding implementation. The counsellors reported

12 T. K. TOLLEFSEN ET AL.



this as a motivating factor. They received a close fol-
low-up by the research team, which gave them
a setting where they could discuss cases, share experi-
ences, and repeat how to use Assert. Implementing
Assert with close follow-up, a bottom-up strategy and
the establishment of a professional community, both
within and between services and municipalities, will
contribute to both feasibility and sustainability of this
method within this service context.

Taken together, Assert can be construed as an
appropriate method for facilitating systematic user
involvement in treatment while allowing for flexibil-
ity. The counsellor transfers more of the responsi-
bility to the person who is the centre of the
treatment, validating their perspective and follow-
ing up on their needs systematically over time.
Transforming the concept of user involvement into
something more than a formality and into some-
thing concrete is especially important in this service
context where the clients have a legal right to be
involved in planning and decision-making regard-
ing their treatment (Pasient- og brukerrettighetslo-
ven, 1999).

Limitations

Using a single researcher may have biased the results
of the current study. However, some qualitative
researchers have argued that being highly involved in
both the collection and the analysis of data is beneficial
(Gubrium, 2007; Malterud, 2001). Still, the counsellors
may have withheld some negative feedback as a result
of the researcher’s involvement. On the other hand,
most of the interviews were conducted in a familiar
setting and in groups where the participants found
support from their colleagues for their views. The inter-
viewer was well known to all counsellors, and
a trusting relationship developed between them dur-
ing the training and study period. Moreover, both
positive and negative experiences with Assert were
presented by the counsellors regardless of the inter-
view setting. These factors, in combination with the
attention paid to reflexivity, hopefully minimized the
counsellors’ socially desirable responses.

Another limitation was the skewed gender distri-
bution of the sample; only one male counsellor par-
ticipated in the interviews. Still, the proportion of
male counsellors included in this sample matched
the number of male counsellors in the study as
a whole. Thus, the sample that was interviewed was
likely representative of the counsellors included in
the study. Furthermore, the majority of counsellors
working in Norwegian primary mental healthcare are
female, making the assumption that the gender dis-
tribution of this study would not limit the general-
izability of the results reasonable.

Concluding remarks and future directions

The findings from this study indicated that Assert
could be considered a useful, acceptable, and
appropriate addition to the methods utilized in pri-
mary mental healthcare services. The application of
a simple intervention that can facilitate positive
therapeutic outcomes, empower adolescents, and
stimulate increased involvement should be consid-
ered beneficial for adolescents, health professionals,
and service leaders. Future studies that gather ado-
lescent perspectives and examine additional bar-
riers and facilitators to implementing Assert will
complement these results and help better illumi-
nate how introducing systematic idiographic mea-
surements could improve such services.

Notes

1. This number refers to her grade. The scale goes from
one, which is failing, to six, which is the best grade.

2. Here, the counsellor is referring to the randomiza-
tion of the adolescents to intervention or control
conditions.
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Abstract 

Background: Adolescents’ self-defined concerns about their mental health are understudied. 

Yet gaining insight into the individual concerns of this group could be helpful in providing 

better services to the adolescent population. In this study, an idiographic procedure called 

Assert was used to increase our knowledge of which concerns are reported by adolescents as 

the most salient, in a primary mental health care situation. Method: 231 unique concerns 

were reported by 70 adolescents in a primary mental health context in Norway. These 

concerns were analysed qualitatively by a group of experts, to define categories. The 

distribution of these categories, and differences in gender and age, were analysed 

quantitatively. The alleviation experienced on the subjective concerns over the course of 

counselling was measured. Two linear multilevel models were analysed, to examine whether 

alleviation on self-defined concerns, as measured with Assert, differed—based on the main 

category of the concern or the number of times Assert was used. Results: Three main 

categories of concerns emerged, related to 1) Self, 2) Relationships and 3) Life domains; as 

well as nine sub-categories: 1a) Autonomy, 1b) Mental health, 1c) Somatic health, 2a) 

Improving of relationships, 2b) Feeling safe from people around them, 2c) Taking 

responsibility for others, 3a) School, 3b) Work and 3c) Spare time. Girls reported fewer Life 

domain concerns than boys. Younger adolescents (12–16) more frequently reported no Self 

concerns, and older adolescents (17–23) more frequently reported no Relationship concerns. 

The adolescents felt less bothered by their subjective concerns after counselling, and there 

were some differences in alleviation depending on the category of concern. The highest mean 

alleviation was observed when Assert was used in seven sessions. Conclusions: The 
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adolescents defined their own concerns at the start of counselling and were less troubled by 

these concerns after counselling. The content of the concerns might suggest that these 

adolescents experienced a need to improve across several arenas: personal, relational and 

academic. Research to extend the current study, to understand individual adolescent concerns, 

should include contextual and social factors and personal characteristics—and explore how 

counselling interventions can best help alleviate these personal concerns. 

 

Keywords 

Adolescent concerns, adolescent mental health, idiographic assessment, counselling, primary 

mental health care 
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Background 

The Lancet Commission on Adolescent Health and Wellbeing has suggested that one way of 

ensuring adolescents receive higher quality mental health care is by giving them a stronger 

voice—both in the identification of health issues and in the development of appropriate 

solutions (1). Yet research that identifies adolescents’ own definitions of their mental health 

issues is scarce (2), and little is known about the experiences of adolescents with mental 

health issues outside of treatment (3). When examining the concerns adolescents have in their 

lives in general, some typical themes emerge—including school, peers, family and self and 

psychological well-being (4-8)—albeit with some gender differences, where girls tend to have 

a more holistic view of their concerns than boys (9). New ways to help adolescents to express 

their concerns are needed and interventions should be based on the concerns presented by 

adolescents themselves (2).  

For any mental health professional, accessing the subjective needs and concerns of 

their adolescent clients is a central task. Several studies have found that fear of stigma still 

hinders adolescents from disclosing mental health concerns (10-13) and that adolescents more 

often disclose this information to peers, siblings or on the internet (2). Anttila et al. (2) also 

found that adolescents realised they needed help, and wanted to share negative experiences, 

yet often decided not to do so. Adolescents' diminished inclination to disclose information to 

adults may also reflect the adolescent developmental phase—wherein they generally tend to 

rely more on support from peers than from adults (14) and experience societal expectations to 

be more responsible for their own well-being (15).  
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Mental health in adolescence 

Adolescence is a period characterised by growth and development—across the 

physiological, cognitive, social and contextual domains (14). However, controversies 

regarding the age-range of adolescence have existed for several decades. While most agree 

that adolescence starts at puberty, the endpoint is more debated. In this study, we have chosen 

to define an adolescent as an individual between 10 and 24 years. This is consistent with 

definitions by Laurence Steinberg (14)—a leading researcher on adolescence—and The 

Lancet Commission on Adolescent Health and Wellbeing (16). 

Adolescence is recognised as a critical stage for the development of mental health, 

since 10–20% of children and adolescents are affected by mental health problems (17). 

Several studies suggest that mental health in non-clinical adolescent populations, in high-

income countries, has deteriorated over the last decades (16, 18-20). It is suggested that this is 

due to an actual increase in symptoms and not merely to adolescents' willingness to report 

them (18, 20). One possible reason for the increase in mental health complaints could be an 

increase in perceived stress and demands, especially in girls (21). In line with this, Curran and 

Hill (22) found that perfectionism has increased in adolescents. The authors attribute this to 

several causes: social media, more ambitious and controlling parents and a more competitive 

society with unrealistic expectations. In addition, a report from The American Psychologist 

Association (23) found that adolescent girls experienced sexualisation from an earlier age 

than previously, meaning that they experienced stricter body-ideals and that their self-image 

was closely connected to sexual attractiveness and behaviour. However, some researchers 

claim that the threshold for treating young adults for mental health issues has decreased, as 

they have found adolescents’ mean symptom level at start of treatment to diminish over an 

eight-year period (24).  
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Because mental health disorders tend to first occur in adolescence and increase the risk 

of disorders in adult life (e.g. 25)—and because adults with mental health disorders frequently 

experience their first episode in adolescence (26)—early intervention through accessible and 

well-established primary health care is crucial (16).  

 

Idiographic assessment 

In primary mental health care services, counsellors need to make informed decisions as to 

whether an adolescent should receive short-term counselling in these services or be referred to 

specialised treatment. Thus, assessment is a vital part of this process. However—when the 

overall goal is to diagnose mental illness or measure effects of treatment (27), relying solely 

on standardised measures—the unique concerns of the adolescent may be overlooked (28). To 

achieve a more individualised form of assessment, idiographic measures can be useful. 

Idiographic assessment is specifically adapted for each individual respondent (29), and can be 

used to collect information to assess the success of an intervention (30). By systematically 

capturing adolescents’ subjective concerns, independent of other diagnostic procedures, 

idiographic assessment can be a supplement to the more standard therapeutic interview. This 

kind of assessment has gained popularity over the last decade, but has not yet been 

systematically implemented in primary mental health services (31). This is especially true 

with regard to children and adolescents. However, two assessment tools have recently stood 

out and have received attention: Top Problem Assessment (TPA) (32) and Psychological 

Outcome Profiles (PSYCHLOPS) (33). Both are empirically validated. Yet neither has been 

implemented systematically in primary mental health care services for adolescents. 

'Assert' is an idiographic measure developed for adolescents in primary mental health 

care, which has been implemented in Norway and evaluated in a randomised-controlled trial 

(34). Assert was designed to increase adolescents’ involvement in and sense of control over 
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the counselling they receive. This is achieved by letting adolescents define the concerns that 

are important to them and ensuring that said concerns are systematically addressed throughout 

the counselling. In Assert, the counsellor asks the adolescent client 'What matters to you'? and 

uses the adolescent’s concerns to guide their counselling. In every session, adolescent clients 

indicate—on a scale from 1 to 10—whether they are closer or further away from their self-

defined concerns. A higher score indicates improvement, meaning that the adolescent is less 

bothered by this concern. As the concerns are revisited and scored in every session, it 

provides both the adolescent and the counsellor with feedback on their progress. Feedback-

informed treatment may possibly have a positive effect on adolescents’ treatment outcomes 

(35). However, no definitive conclusions can be drawn regarding the effectiveness of using 

feedback with child and adolescent populations, as the few published studies show 

inconsistent results (36).  

Assert shares some qualities with other idiographic approaches. Yet the question 'What 

matters to you'?—rather than 'What’s the matter with you'?—demonstrates that Assert is 

founded on a salutogenic approach to mental health and well-being (37). This differentiates 

Assert from idiographic approaches that focus on the adolescent’s problems. Allowing 

adolescent clients to change concerns, when they lose their relevance, also makes Assert 

dynamic and easy to adapt to the changing needs of an adolescent. This flexibility is enhanced 

by revisiting and scoring the concerns in every session, which helps the counsellor to maintain 

a steady focus on the concerns that are most relevant to the adolescent at the time. 

In a randomised controlled trial (RCT) presented in an earlier paper, adolescents using 

Assert were compared with adolescents who received regular counselling (34). Assert 

significantly reduced the adolescents’ external locus of control. This meant that they 

attributed less of their mental health improvement to external circumstances—particularly 

circumstances related to chance (34). The intervention had no effect on mental health 
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symptoms or quality of life. Yet a significant linear relationship was found between a strong 

external locus of control and experiencing more symptoms of mental ill-health and lower 

quality of life, before receiving Assert. This is in line with previous research, showing that the 

subjective experience of having control over the circumstances affecting one’s mental health 

is associated with better mental health outcomes (e.g. 38). 

A qualitative study, in which counsellors who used Assert were interviewed, found 

that it was experienced as a positive way to gain insight into the youths’ concerns and needs 

(39). In addition, the counsellors experienced it as helping adolescents to express themselves 

and take responsibility for their own mental health, thus empowering them. The results 

indicate that Assert supports key characteristics of healthy adolescent development (40-42). 

The effects of facilitating a continued focus on the adolescent’s perspective in counselling 

makes it possible to regard Assert as an integrated part of the counselling procedure, not just 

an assessment. 

Adolescents are prone to instability in both their sense of self and their emotions (14, 

43)—and possibly also in what they want to address in counselling. This means that what they 

deem important may change during counselling. When it applies flexible methods for 

assessing what matters to the adolescent, the focus of counselling can change with the client, 

thus indicating its utility for this age group. However—because of the unstandardised, 

heterogeneous and highly personalised nature of idiographic data—it can be a challenge to 

understand which concerns adolescents tend to believe are important. In order to use this to 

inform practice, the unique concerns presented by the adolescents need to be examined.  

 

Research questions 

To use Assert to inform practice, it is essential to examine the concerns adolescents present, 

including whether: (1) there are similarities among adolescents’ concerns or they are mainly 
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idiosyncratic; (2) concerns differ according to personal characteristics, such as age and 

gender; (3) counselling alleviates adolescents' concerns; (4) length of counselling impacts 

reported alleviation; and (5) there are differences in alleviation, based on the type of concern. 

 

Method 

Participants 

Sample. This study is part of a larger clinical trial (34), where 150 adolescents were 

recruited. Only the 70 adolescents that comprised the intervention group, where Assert was 

used, are included in the sample for the current study. The 70 adolescents reported a total of 

231 concerns with Assert. However, 12 did not report age or gender at T1 and were excluded 

from the descriptive analyses for T1. Of the 58 adolescents (12–23 years), 48 (82.8%) were 

female and 10 (17.2%) were male, with a mean age of 16.08 years (SD = 2.07). As described 

in a previous paper (34), the participants’ reported symptoms and problems with quality of 

life were in the sub-clinical range, as measured by the Norwegian version of the Inventory of 

Life Quality for Children and Adolescents (44) and the Norwegian version of the Strengths 

and Difficulties Questionnaire, Self-report (45).  

 

Procedure 

The adolescents included had voluntarily contacted primary health services for psychosocial 

worries or concerns. Any adolescent aged 12–23, who presented with such concerns at a 

participating site, was consecutively recruited to the study by their counsellors in the first 

session. The services included in this study, do not provide counselling to individuals with 

severe psychopathological disorders or drug addiction. Regardless of this study, if a 

counsellor suspects or identifies severe psychopathology, the adolescent is referred to 

specialised services. Accordingly, adolescents with severe disorders, drug addiction or 
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intellectual disabilities were not included in the study—which presupposed suitability for 

counselling in primary care with non-specialists. No data were collected from the adolescents 

that were referred to specialised care. All participating adolescents could enter a lottery to win 

a tablet or a headset. If the adolescents consented to participate, they received online 

questionnaires regarding their mental health and quality of life at the start of counselling and 

every fourth week, up to a maximum of five measurement points. Assert was administered 

and scored in each counselling session. 

 In Norway, primary mental health care services offer free short- to medium-term 

individual counselling for subjective psychosocial concerns, including light to moderate 

mental illness. These services are designed to be easily accessible and no referral is needed to 

get an appointment. There is a high degree of variability among the services, even among 

services organised within the same municipality. For longer and more intensive treatment, 

adolescents in all municipalities are referred to specialised services. Since the data used in this 

study was based on a larger effectiveness trial, it was crucial not to interfere with the ordinary 

procedures of the services; this would have had implications for the data. As no standardised 

procedures for assessment at the start of counselling are implemented in the services, no 

objective evaluation of the adolescents’ mental health status is conducted by the service 

providers. Furthermore, counselling is not standardised—counselling modalities range from 

informal, unstructured sessions to more structured interventions (e.g., cognitive behaviour 

therapy). If a counsellor participating in our study had training in a specific intervention, it 

was up to the counsellor to decide in which cases this was applied, since no formal 

instructions were given on recommended types of counselling and the type of intervention 

was not tracked. As the interventions are not standardised, there are also large variations in 

treatment length and in the frequency of the sessions. The counselling is provided by various 

health professionals—most commonly nurses, psychologists and social workers. The term 
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'counsellor' has been used to describe this group. The majority of counsellors participating in 

the study held specialised nursing degrees (50%), yet the group also included social workers 

(25%), clinical psychologists (15%) and some clinical psychology graduate students (10%). 

These factors add up to a group of services that are highly accessible, but also very 

heterogenic in terms of types of counselling, problem severity and counsellor background. A 

thorough investigation of all these factors was beyond the scope of this study. 

 

Measures 

Assert. In the first session using Assert, the counsellor asks the adolescent, 'What matters to 

you'? The adolescent then defines up to three concerns they want to address during 

counselling, such as problems, goals and life domains. In this way, each adolescent will have 

their own, unique version of Assert. If an adolescent finds social situations challenging, for 

example, s/he might state: 'What matters most to me is to be able to be more active in social 

situations'. After the concern has been defined, the counsellor asks, 'On a scale from one to 

ten, where one is "not good at all" and ten is "very good", how do you feel about this 

concern'? In all subsequent sessions, the counsellor starts by asking, 'In the last session you 

said it was important to you to be more active in social situations. Does this still matter to you 

now'? If the adolescent answers 'yes', the concern is scored. If the concern is no longer 

important, the adolescent can replace or remove it.  

 

Analyses 

Categorisation of concerns. The 70 participating adolescents reported 231 unique concerns 

in total. Given that adolescents can provide up to three concerns when using Assert and can 

change their concerns at each session, the number of concerns is higher than the number of 

included participants. To answer Research Question 1, the 231 concerns were presented 
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anonymously to an expert group. This group consisted of two clinical child and adolescent 

psychologists, one child and adolescent psychiatrist and one social worker specialised in 

treating mental illness in children and adolescents. The group's members were highly 

experienced in the assessment and treatment of children and adolescents—as well as in 

professional development and education within the same field. They had limited knowledge 

of Assert and of the study, and none of the authors were included in the expert group. 

An open, qualitative approach was used to extract the content of each concern, so that 

the most representative categories could be defined based on the available data. As the data 

consisted of short statements, it left less room for interpretation than do the longer texts that 

are more common in qualitative research. Each group member's initial interpretation of the 

content of each concern was presented to the group. If the group members’ interpretations 

were consistent, they moved on to the next concern. If not, the concern was discussed until 

consensus around the content was reached. After the content of the concerns had been agreed 

upon, similarities between the content of each concern were identified and initial categories 

were defined. When all concerns had been placed into an initial category, the relationships 

between these initial categories were reviewed and the expert group identified broader 

categories into which these categories could be arranged, to create a hierarchical structure 

(i.e., the initial categories became sub-categories of the Self, Relationships and Life domains. 

See the Results section on page 14). Next, a revision of the hierarchy was performed, to 

examine whether each level of categorisation represented the concerns that were included. If 

not, the concern was moved to a more suitable category or the category was redefined. 

Finally, the group leader examined the results of the categorisation to identify any 

discrepancies or inconsistencies. In total, the whole group sat together for one and a half 

work-days to complete the categorisation. 
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Description of topics. Descriptive statistics were used to examine frequencies and 

distributions of concerns and categories. Chi-square tests were conducted to answer Research 

question 2, regarding differences in number of adolescent concerns within the three main 

categories, depending on gender and age. Fisher’s exact test was applied to accommodate for 

cell count below five. SPSS ver. 23 (46) was used for the analyses. 

Stability of concerns. To examine the alleviation of the adolescents’ concerns during 

counselling, the seven participants who changed one or more of their concerns during the 

course of counselling (12.07%) and the four participants who dropped out of counselling after 

one session (6.89%) were excluded. This left a total of 47 adolescents (80.9% female, mean 

age =16.09 years, SD = 2.07). To conduct the analysis, the data was set up so that each line 

represented a concern identified and scored by an individual. Paired sample t-tests were run 

on the change in the Assert scores used at the start of counselling, compared to the end, within 

each category and sub-category—to determine whether the alleviation of concerns was 

significant. Effect sizes were also calculated (47).  Additionally, two linear multilevel models 

were analysed to examine whether an improvement on self-defined concerns—as measured 

with Assert—differed, based on the main category of the concern or the number of times 

Assert was used. 'Number of sessions where Assert was used' was applied as a proxy for the 

length of the counselling period. This was seen as appropriate, since it was more closely 

related to the Assert intervention and not as dependent on the specific counselling provided by 

each counsellor. Assert was used in every session the adolescents attended. The difference in 

the scores from the last to the first counselling session was used as the dependent variable. As 

each line of data represented a concern, not a participant, the model was nested by individual 

participant (random intercept). Least Significant Difference test was applied to adjust for 

multiple comparisons, the. SPSS ver. 23 (46) was used for all analyses. 
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Results 

Categorisation of the concerns 

A total of 231 unique concerns were reported with Assert, throughout the course of 

counselling. Four of the 231 concerns could not be categorised, and two other concerns were 

excluded to maintain participant anonymity. This left a total of 225 unique concerns. The 

analysis of these concerns yielded a hierarchical structure with three levels (Table 1). The 

highest level consisted of three broad categories: (1) Self, (2) Relationships and (3) Life 

domains. These three categories were further divided into sub-categories.  

1) Self was divided into concerns regarding 1a) Autonomy (e.g. 'Dare to stand up for 

myself'), 1b) Mental health (e.g. 'Limit rumination') and 1c) Somatic health (e.g. 'Better 

sleep').  

2) Relationships were divided into concerns regarding 2a) Improvement of 

relationships (e.g. 'That the relationship between me, mom and dad improves'), 2b) Need to 

feel safe from people around them (e.g. 'To not have to meet dad alone'), and 2c) Taking 

responsibility for others (e.g. 'Be there for people who are not feeling good').  

3) Life domains were further divided into concerns about 3a) School (e.g. 

'Concentrate better in geography'), 3b) Work (e.g. 'Get steady employment'), and 3c) Spare 

time (e.g. 'I want to cook dinner at home').  

The lowest level of categorisation consisted of 30 different dimensions. Each of these 

were assigned to a sub-category. The dimensions are presented in Table 1. 

Concerns about Self were most common (N=115), whereas concerns about 

Relationships (N=54) and Life domains (N=56) were almost equally prevalent. The 

frequencies of the main categories, sub-categories, and dimensions are presented in Table 1.  

 

Insert Table 1 here. 
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Distribution of concerns at T1 

At T1, the majority of adolescents (45.6%) listed two concerns, 42.1% listed three and 12.3% 

had only one concern. Most adolescents (73.7%) reported one or more concerns about Self 

with Assert, where 40.4% had two concerns and 8.8% had one. 45.6% of the adolescents 

listed one or two concerns about Relationships, but no adolescent listed three Relationship 

concerns. Most adolescents (61.4%) reported no concerns about Life Domains. Among those 

who had concerns about Life domains, 33.3% had only one concern, 5.3% had two and none 

had three. The mean score on Assert at T1 was 3.62 (SD = 1.58) for concerns about Self, 4.33 

(SD = 2.28) for Relationship concerns and 3.51 (SD = 1.69) for concerns about Life domains. 

No significant differences in gender or age were found in the distribution of concerns or 

scores at T1. 

To further nuance the distribution of concerns, each participant’s combinations of 

categorised concerns were also examined. Around half (50.9%) had one or more concerns 

related to just one category. Seven combinations were found (Table 2). The largest single 

group comprised participants who only listed concerns about Self (33.3%); 73.6% listed one 

or more concerns about Self, either alone or in combination with other concerns. The 

frequencies of participants who reported Relationship concerns (45.6%) and concerns about 

Life domains (38.6%), were lower.  

 

Insert Table 2 here. 

 

A chi-square test was run, to examine differences in the number of concerns at T1 

according to gender. There was a statistically significant difference between male and female 

adolescents in the number of Life domain concerns, at T1, χ2(2) = 6.199, p < .034. Girls 
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reported fewer Life domain concerns (63.8% reported none) than boys (66.6% reported one or 

more). No other significant differences in gender were found in the number of concerns at T1. 

To conduct the chi-square test using age, the age variable was split into early (12–16, 

n = 23) and late adolescence (17–23, n = 24). There was a statistically significant difference 

between early and late adolescents and the number of Self concerns at T1, χ2(3) = 8.813, p < 

.027. Participants in early adolescence more frequently reported no Self concerns (52.2%) 

than did participants in late adolescence (12.5%). There was a statistically significant 

difference between early and late adolescents and the number of Relationship concerns at T1, 

χ2(3) = 7.989, p < .013. Participants in late adolescence more frequently reported no 

Relationship concerns (75%), than participants in early adolescence (34.8%). No other 

significant differences in the number of concerns, depending on age, were found at T1. 

 

Alleviation of concerns during counselling 

One hundred twenty-four concerns were presented by the adolescents included in the 

subsample for analyses on change in concerns. Table 3 shows the results of the t-tests 

examining the changes in Assert scores for these concerns. 

 

Insert Table 3 here. 

 

The results of the linear multilevel model, nested by individual, indicated differences 

in the alleviation of concerns based on the main category (F(2, 118.125) = 3.595, p = .031). 

The participants’ mean alleviation on concerns pertaining to Self (2.93, 95% CI [2.323, 

3.544]) was significantly higher than on concerns about Relationships (1.63, 95% CI [.775, 

2.491]). The participants’ mean alleviation on concerns regarding Life domains (2.60, 95% CI 
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[1.680, 3.529]), was not significantly different from mean alleviation on either category. 

Pairwise comparisons are presented in Table 4. 

 

Insert Table 4 here. 

 

The mean number of times Assert was used was 5 (SD = 3.27), the mode was 3 (n = 

14) and the range was 2–15. No adolescent used Assert for either 9 or 12 sessions. A nested 

multilevel linear model was run, to examine whether the number of times Assert was used 

related to the amount of alleviation of concerns as reported by the adolescents. The model was 

significant (F(11, 83.915) = 2.401, p = 0.012). The estimated effect of the number of uses of 

Assert showed a significantly higher mean alleviation of concerns when Assert was used in 

seven sessions (3.34, t(67.261) = 2.023, p = 0.047), compared with a recurrence of sessions of 

either less than seven or more than seven. Figure 1 shows the mean alleviation by the number 

of times Assert was used. 

 

Insert Figure 1 here. 

 

Discussion 

Distribution and frequency of categories 

In this study, Assert was implemented in a primary mental health service context that focuses 

on prevention, early intervention and counselling for less severe adolescent mental illnesses. 

Although we used an idiographic measure, there were similarities among the concerns 

presented by the adolescents. These commonalities suggest that the approach could be useful 

when working with adolescent clients, as it strengthens the voice of the adolescent while 
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giving structure to the counselling and thus helps counsellors to apply their experience and 

expertise in the most helpful and relevant manner.  

Notably, adolescents most frequently reported concerns related to Self, followed by 

concerns about Life domains and, lastly, concerns about Relationships. Concerns relating to 

the sub-category Autonomy (under the main category Self) were clearly the most frequent. 

Within the main category Life domains, concerns about school recurred most often. Concerns 

about Improving relationships were the most frequent sub-category pertaining to 

Relationships. About one of four concerns relating to Self were sub-categorised as apparent 

mental health issues, equalling over one in ten of all concerns presented by the adolescents. 

The high frequency of concerns within the sub-category Autonomy indicates 

adolescents’ need to be more in control of their lives and their desire to better regulate their 

emotions, assert themselves, trust in their capabilities and be more independent. As most 

standardised measures are designed to assess diagnostic criteria or symptoms of mental health 

impairment (27), however, it is reasonable to assume that these issues would not have been 

detected by other types of assessment that are commonly conducted in primary mental health 

care settings. 

The sample was sub-clinical, displaying mental health symptoms below the clinical cut-off, 

yet with a higher quality of life than outpatient populations (34). The relative low occurrence 

of concerns directly related to mental health provides further evidence of this being a sub-

clinical sample. However, the dimensions under the mental health sub-category show that 

certain internalising symptoms were prevalent in this sample, which is in compliance with 

other studies of similar samples (e.g. 48). Symptoms of internalising disorders often have 

their onset in adolescence, and early detection is a key to prevention. Even if their symptom 

levels did not warrant a diagnosis, all adolescents in this sample had a subjective need for help 

and chose to contact a counsellor. Thus, use of a measurement tool like Assert may help 
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counsellors to better identify and track adolescents’ subjective concerns, which could be 

useful in adapting primary mental health services to the adolescents’ needs. Most concerns 

presented by the adolescents were also related in some way to their mental health. The 

adolescents were using their own words to describe issues impacting their wellbeing, and 

these words are not necessarily equivalent to the concepts professionals use to describe mental 

illness. Thus, independent of adolescents’ objective symptoms of mental illness, it would still 

be meaningful to measure the alleviation of subjective concerns that the adolescents decide 

are important for their wellbeing. 

Most of the concerns around Relationships were about improving existing 

relationships; these concerns were similarly distributed between friends and family. It has 

been well documented that both family and peer relationships impact adolescent health and 

wellbeing (e.g. 49, 50). Concerns about Relationships may reflect that, during adolescence, 

individuals may begin to acknowledge that the quality of relationships is also their 

responsibility. For example, spending more time without their parents and changing schools 

pushes adolescents to take responsibility for maintaining—and sometimes redefining—old 

relationships, while seeking out and forming new ones. Adolescents still need supportive 

adults around them, but are increasingly capable of regulating these relationships according to 

their own needs. Thus, the need to improve relationships may reflect that these relationships 

are in fact changing, and that adolescents play a greater part in this process.  

Another noteworthy sub-category within the Relationship category was the need to 

feel safe around people the adolescents are close to. The majority of concerns in this area 

related to family relationships. Discovering potential violence or abuse at home is crucial to 

the security and wellbeing of the adolescent. Using idiographic measures to supplement 

therapeutic interviewing, in the detection and follow-up of these problems, could be 

beneficial. However, in the further assessment and handling of situations of this nature, one 
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should not rely on idiographic measures alone, but should also implement appropriate efforts 

immediately. 

Within the category Life Domains, concerns regarding School were the most frequent. 

Twenty-five of 40 school related concerns were about improving performance. Increased 

pressure to perform in school can be stressful, and stress and demands are related to mental 

and physical health complaints (21). In addition, improving performance in the workplace—

or in leisure activities like sports or keeping fit—was a frequently reported concern. The 

remaining concerns around Life domains were related to motivation and wellbeing, both of 

which are central to performance (51-53) and should therefore be seen in conjunction.  

The results show that boys more frequently reported concerns about the Life domain 

than did girls. As this category includes concerns about School, it is possible that boys tend to 

have more difficulties with academic performance than girls (54, 55). Admittedly, the sample 

includes a minority of males, so no firm conclusions should be drawn from these results. 

Moreover, age differences were found in a number of concerns related to Self and 

Relationships. Younger adolescents more often reported no concerns about Self, than did 

older adolescents. Older adolescents have a greater capacity for introspection and are more 

able to imagine their future identity and life choices—which could make them more 

concerned about who they are and who they will become (56, 57). The opposite was seen for 

age differences in number of concerns around Relationships; older adolescents more often 

reported no concerns about Relationships than younger adolescents. Conflicts in the parent-

child relationship may temporarily increase in early adolescence (58). In addition, there are 

two school transitions for Norwegian adolescents in early adolescence. These often involve 

establishing new friendships and adapting to new social contexts. In contrast, older 

adolescents may have achieved more mature relationships with their parents and may have 
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friendships that are more established. Still, since the analyses involved dividing a small 

sample into two groups, putting too much emphasis on these results could be misleading. 

Some adolescent concerns were presumably not reported. For example, not one 

adolescent reported concerns about social media, even though social media is widely 

important to many adolescents and has an influence on adolescents’ mental health (e.g. 59). 

One hypothesis could be that social media platforms in themselves do not feel very important 

to the individual adolescent—but rather the psychological consequences of using them, such 

as a negative self-image (60, 61), which were reported by several adolescents in this study.  

The relatively low level of concerns around Relationships, in this sample, is also 

noteworthy. Forming new relationships, both romantic and platonic—as well as renegotiating 

the relationship with one’s parents—is commonly assumed to be a large part of adolescence. 

In this sample, however, the adolescents reported two concerns about Self for every concern 

about Relationships. This could possibly be explained by the primary mental health care 

setting, which invites more concerns related to oneself and one’s wellbeing. Also, issues of 

self and identity are common among this age group (14). The service setting could also 

explain why none of the adolescents reported larger issues, like worries about the 

environment or broader social or political concerns. It could be that the adolescents assumed 

that what mattered most to them had to be personal issues. 

In summary, one could argue that a general tendency across all concerns is the wish 

for personal improvement, to feel better about oneself, to improve relationships and increase 

one’s school performance. This constant striving for improvement could potentially lead to 

feelings of insufficiency—that one is never good enough. Adolescence is a formative step in 

the human development, which is marked by leaps in social, cognitive and emotional 

capabilities, making it challenging to navigate through this phase. Despite increases in the 

adult population’s happiness and advances in health care services, the mental health of 
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adolescents in the Western world has deteriorated over the last decades (16, 20). Including 

youths' mental health concerns, as voiced by themselves, in low-threshold primary mental 

health care settings may contribute to limiting that deterioration. 

 

Alleviation of concerns during counselling 

Assert is an open form of idiographic assessment, designed to capture what matters to the 

adolescent in any particular session. Using Assert allows the counsellor to follow the specific 

concerns of the individual adolescent, even as the adolescent may change concerns in each 

session—which can be the case with adolescents, given their relative emotional instability. 

Said instability was not, however, reflected in this sample. Changes in concerns were only 

found in a minority of the participants. When adolescents are given the opportunity to define 

what matters to them, they are presumably closer to the core of the problem than if a 

counsellor defined their concerns. This was also something the counsellors experienced while 

using Assert (39). Measures used to assess and track progress in counselling need to be 

dynamic and develop along with the adolescent. After using Assert, adolescents experienced 

that their mental health was less dependent on external factors (34). Defining their concerns in 

each session may have increased their sense of control over what was happening in 

counselling.  

The score on each concern on Assert showed a significant alleviation of the burden or 

distress throughout counselling, with large associated effect sizes. This was true for all three 

main categories, as well as for five out of nine sub-categories. The linear multilevel model 

showed that concerns about Self were significantly more relieved during counselling than 

concerns about Relationships. The counselling was most often individual, and relational 

concerns may be more challenging to address in this service setting. Alleviating concerns 
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about Self may be easier to navigate without involving other parties. Yet the scores on the 

adolescents’ concerns about their Relationships and Life domains also showed a significant 

alleviation from start to end of counselling. The adolescents may have managed to change 

their perceptions regarding their role in relationships or their efforts to improve—in school, 

for example.  

The number of times that Assert was used had a significant effect on the alleviation of 

the adolescents’ self-defined concerns. This was particularly true when Assert was used in 

seven sessions; in these cases, the alleviation was greater than when it was used in either 

fewer or more sessions. These results may suggest that the adolescents were not in need of 

long-term treatment. Still, as less alleviation was achieved when Assert was used fewer than 

seven times, it also indicates that they did need a moderate amount of counselling.  

The adolescents in this study all contacted a counsellor due to a subjective need for 

help. When they defined the concerns that mattered to them, and when these were addressed 

consistently over time, they felt less bothered by their concerns within relatively few 

counselling sessions. This indicates that this approach is suitable for primary mental health 

care services, as early intervention is crucial within a preventative perspective on mental 

health. However, the variability was large, especially in the higher part of the range, possibly 

affecting the results. 

 

Limitations 

The sample is eighty percent female. This is a common challenge in mental health research, as 

males are less prone to seek help for mental issues (62, 63). Furthermore, the sample size is 

small, which also could limit generalisations about the adolescents’ concerns. Even though 

the number of participants was limited, the number of concerns that were used for the 
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categorisation was fairly high. However, statistical analyses of smaller sub-categories and 

dimensions were challenging.  

An obvious limitation was the lack of information regarding the counselling the 

adolescents received, as this could have shed light on differences in the alleviation of 

adolescent concerns according to the type of counselling received. Due to the high levels of 

variability between and within services—along with the study's naturalistic setting—it would 

have been too time-consuming and costly to collect the appropriate data to accommodate and 

control for the type of counselling, within the limits of this study. 

Finally, it is possible that the alleviation of concerns could be due to regression 

towards the mean. Unfortunately, it is not possible to control for this with the available data, 

due to the design of this study. Thus, it cannot be ruled out that regression towards the mean 

accounted for at least some of the alleviation measured with Assert. 

  

Conclusions 

The categorisation of concerns provides insight into what matters to adolescents who 

seek help from primary mental health services. The concerns presented by the adolescents tell 

a story of striving for improvement across several arenas. However, if we listen to what they 

tell us and take what matters to them seriously, it is possible to alleviate their concerns. 

The aim of helping adolescents to alleviate their burdens and concerns, before they 

develop into more serious disorders in the future, is at the core of services that focus on the 

prevention of mental illness. Although most of the concerns presented by the adolescents in 

this study did not warrant specialised treatment, they felt troubled enough by them to seek 

help from a professional. Allowing adolescents to present their concerns in their own words—

and thus strengthening adolescents' voices through a repeated focus on what matters to 
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them—could lower the threshold for help-seeking, which is vital for primary mental health 

services.  

Future research on the understanding of individual adolescents' concerns should 

include a larger and more gender-balanced sample to enable analyses of how contextual and 

social factors as well as personal characteristics might influence the content and distribution 

of the adolescents’ concerns. Moreover, more attention should be given to collecting data 

regarding the counselling provided, such as modality and length of counselling to better 

understand how to alleviate adolescents’ worries and concerns. These suggestions would 

require significantly more research resources, considering the complex and heterogenous 

nature of most primary care services. Finally, future studies with Assert and mitigation of 

adolescent concerns about their psychosocial issues should include a comparison group which 

would allow controlling for a regression towards the mean. 
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Figure Legends 

Figure 1: Mean alleviation of concerns by recurrence of Assert. 

 

Tables 

Table 1: Main categories, sub-categories and dimensions derived from the unique concerns in Assert. 

Main category Sub-category Dimension 

  Improve self-confidence/self-efficacy (n = 21) 

  Become more self-assertive (n = 17) 

 
Autonomy (n = 77) 

Be understood/believed/listened to (n = 15) 

 Improve self-regulation/take care of myself (n = 15) 

  Improve self-esteem (n = 6) 

  Find/understand/explore identity (n = 3) 

  Anxiety/worrying (n = 10) 
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  Drugs/alcohol (n = 5) 

Self (n = 115)  Rumination (n = 4) 

 Mental health (n = 27) Depression/sadness (n = 3) 

  Overcome negative experiences (n = 2) 

  Body (n = 2) 

  Self-harm (n = 1) 

  Diet (n = 4) 

 
Somatic health (n = 11) 

Exercise (n = 4) 

 Pain (n = 2) 

  Sleep (n = 1) 

Relationships (n = 54) 

Improve relationship to: 

(n = 38) 

Family (n = 16) 

Friends (n = 14) 

Others (n = 7) 

Feel safe from: (n = 10) 

Family (n = 7) 

Friends (n = 1) 

Others (n = 2) 

Take responsibility for: 

(n = 6) 

Family (n = 3) 

Others (n = 3) 

Life Domains (n = 56) 

School (n = 40) 
Better performance (n = 25) 

Better wellbeing/motivation (n = 15) 

Spare time (n = 10) 
Better performance (n = 7)  

Better wellbeing/motivation (n = 3) 

Work (n = 6) Better performance (n = 5) 

Total = 225 Total = 225 Total = 223, Missing = 2 

 

Table 2: Combinations of concerns observed 

 Frequency Percent 

Self concerns only 19 33.3 

Rel.* concerns only 6 10.5 

LD** concerns only 4 7.0 

Comb. incl. self and rel.  10 17.5 

Comb. incl. self and LD 8 14.0 

Comb. incl. rel. and LD 5 8.8 

Comb. incl. all cats. 5 8.8 

Total 57 100.0 

*Relationships, **Life Domains 

 

Table 3: Paired sample t-tests; scores on Assert concerns, from start to end; main- and sub-categories 

Main category Sub-category Mean, start (SD) Mean, end (SD) t df Sig. dRM 

All concerns  3.87 (1.97) 6.40 (2.30) -11.643 123 .000 1.142 
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Self  3.51 (1.73) 6.62 (2.25) 11.232 68 .000 1.214 

Relational  4.43 (2.19) 5.79 (2.18) 4.446 27 .000 0.842 

Life domains  3.96 (1.90) 6.56 (2.55) 5.035 24 .000 0.899 

Self Autonomy 3.43 (1.34) 6.74 (2.26) 10.533 45 .000 2.230 

Self Mental health 3.94 (2.28) 6.29 (2.37) 3.883 16 .001 0.959 

Self Somatic health 2.83 (2.56) 6.67 (2.16) 3.208 5 .024 1.216 

Relational Improve relationship to others 4.26 (2.03) 5.65 (2.15) 4.128 22 .000 0.887 

Relational Need for protection* 6.50 (4.95) 6.50 (4.95) - - - - 

Relational Takes responsibility 4.33 (1.53) 6.33 (0.58) 1.732 2 .225 - 

Life domains School 4.32 (1.89) 6.74 (2.42) 3.917 18 .001 1.039 

Life domains Work 2.00 (1.41) 7.00 (4.24) 2.500 1 .242 - 

Life domains Spare time 3.25 (1.71) 5.50 (3.00) 2.635 3 .078 - 

Note. * The correlation and t could be computed because the standard error of the difference is 0. 

 

Table 4: Pairwise comparisons of alleviation of concerns divided by main category 

Main category Main category Mean Difference SE df Sig. 95% CI 

Self Relational 1.301 .486 117.731 .009 .337 2.264 

 Life Domains .329 .520 118.980 .528 -.701 1.359 

Relationships Self -1.301 .486 117.731 .009 -2.264 -.337 

Life Domains -.971 .593 116.004 .104 -2.146 .203 

Life Domains Self -.329 .520 118.980 .528 -1.359 .701 

Relational .971 .593 116.004 .104 -.203 2.146 

Note: Dependent Variable: difference between first and last score; Adjustment for multiple 

comparisons: Least significant difference. 
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