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Adolescents are frequently referred for mental health care by parents, schools, or other 
adults, often before they perceive a need for help themselves. When adolescents state 
that they do not want treatment, this refusal is commonly interpreted as resistance, 
denial, or lack of insight. An alternative perspective is that such refusals are often 
developmentally meaningful expressions of autonomy, ambivalence, and caution rather 
than rejection of care. Drawing on developmental theory, ethical guidance on assent, and 
psychotherapy process research, this article reframes refusal as clinically informative 
communication that can guide engagement rather than obstruct it. Practical implications 
for psychiatrists and other clinicians are provided, emphasizing curiosity, flexibility, and 
attention to relational processes even in brief evaluative or medication-focused 
encounters. By shifting from persuasion to understanding, clinicians may preserve trust, 
support emerging autonomy, and create conditions under which engagement can develop 
over time. 

INTRODUCTION 

Consider a familiar scenario. (Note, this is a fictional pa
tient case created for educational purposes. All informa
tion, including names, symptoms, and treatment plans, is 
not based on a real patient.) A 15-year-old arrives begrudg
ingly for an intake visit, slouched in his chair and offering 
one- or two-word answers when prompted. When asked 
what brings him in, he shrugs: “My parents made me 
come.” When asked what he wants help with, he replies, 
“Nothing.” 

For clinicians and families alike, such moments can feel 
frustrating or even alarming. Adolescents rarely seek psy
chiatric care independently; they are more often brought by 
others. Against this backdrop, refusal is easily interpreted 
as resistance or denial. 

These encounters are common and often misread. For 
many adolescents, refusing help reflects ambivalence, au
tonomy, and caution rather than rejection of care. 

REFUSAL AS A DEVELOPMENTAL SIGNAL 

Adolescence is defined by the negotiation of autonomy, 
identity, and privacy. Research consistently demonstrates 
that adolescents are particularly sensitive to perceived con
trol and coercion, with heightened reactivity to adult au
thority and externally imposed constraints.1 This sensitiv

ity is not simply attitudinal; it reflects ongoing maturation 
of frontolimbic circuitry and heightened responsivity to so
cial evaluation.1 In this context, resistance to psychiatric 
help may reflect normative developmental processes rather 
than pathology. 

Self-determination theory clarifies this dynamic: when 
care feels imposed or adult driven, intrinsic motivation 
drops, and disengagement becomes more likely.2 Psychi
atric referral is uniquely threatening in this regard, often 
involving diagnostic labeling, medication recommenda
tions, confidentiality limits, and increased adult surveil
lance precisely when adolescents are asserting indepen
dence. Even well-intentioned interventions can therefore 
be experienced as identity threatening rather than support
ive. 

Importantly, refusal does not imply absence of distress. 
Many adolescents may experience genuine ambivalence, 
recognizing internal suffering while fearing the implica
tions of accepting help. Empirical studies of youth psy
chotherapy show that disengagement and premature termi
nation are influenced not only by symptom severity but also 
by adolescents’ expectations, perceived relevance of care, 
and early experiences of engagement within treatment.3,4 

Viewed through this lens, the 15-year-old’s refusal may 
reflect less denial and more an effort to assert ownership 
over internal experience while testing whether the clinical 
space is safe enough to tolerate vulnerability. 
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THE ETHICAL IMPORTANCE OF ASSENT 

While caregivers provide legal consent, adolescents’ assent, 
or willingness to participate meaningfully in care, is central 
to both ethical practice and clinical effectiveness. Assent 
requires that the adolescent’s perspective be actively so
licited, taken seriously, and incorporated whenever possible 
into clinical decision-making.5 

Respecting refusal does not mean abandoning care or ig
noring risk. Rather, it requires careful differentiation be
tween immediate danger and developmental disagreement. 
When refusal is met primarily with coercion or urgency, 
clinicians may unwittingly undermine trust, reinforcing 
adolescents’ fears that seeking help will result in loss of 
control or unwanted consequences. In contrast, approaches 
that prioritize early collaborative goal setting, responsive
ness to concerns, and flexible pacing are associated with 
stronger therapeutic alliances and improved outcomes in 
youth psychotherapy.6‑8 

This ethical stance often requires clinicians to tolerate 
uncertainty in systems that reward rapid decision-making 
and early intervention. For psychiatrists whose primary 
role is evaluation and medication management, this rela
tional groundwork is also clinically consequential. Adoles
cents are more likely to consider pharmacologic recommen
dations when they feel heard, respected, and involved in 
decision-making. 

LISTENING AS CLINICAL WORK 

Reframing refusal as communication changes the clinical 
task. Instead of persuading the adolescent to accept help, 
the clinician’s role can become one of curiosity: What does 
being here mean to you? What are you worried might hap
pen in conversations like this? What feels unsafe about this 
process? 

When an adolescent who states they do not want help 
nonetheless attends an appointment, that presence alone 
reflects tolerance or concern that merits acknowledgment. 
Naming this can validate agency without demanding agree
ment. Framing continued attendance as a choice rather 
than a demand allows adolescents to remain present with
out feeling coerced and, for some, makes engagement pos
sible over time. 

Some clinicians may find it helpful to normalize reluc
tance directly at the outset, for example, by asking, “On a 
scale from 0 to 10, how much do you not want to be here 
today?” or “How much of this feels like it was your idea vs 
someone else’s?” Such questions invite honesty, commu
nicate respect for autonomy, and often lead naturally into 
discussions of ambivalence. 

Engagement may also begin by identifying something 
that genuinely matters to the adolescent, even if it differs 
from the referral concern. For the aforementioned 15-year-
old, the clinician might notice a band logo on his sweatshirt 
and ask about his music or learn that sleep or peer conflict 
feels more urgent to him than mood. Joining the adolescent 
around their own priorities, however small, can create an 

entry point for collaboration that feels self-directed rather 
than imposed. 

Even when adolescents engage minimally, careful atten
tion to nonverbal cues (eg, eye contact, affect, posture, ges
tures) can be clinically informative and may signal areas 
of particular sensitivity or distress. In early sessions, these 
observations can guide the clinician’s own hypotheses and 
pacing, rather than being immediately verbalized, as ex
plicitly naming subtle cues too soon may feel intrusive or 
threatening. Over time, selectively sharing such observa
tions may deepen reflection and understanding. 

Importantly, attending to refusal does not preclude as
sessment or safety planning; risk evaluation and care plan
ning can proceed alongside flexibility and responsiveness, 
which have been shown to improve attendance and engage
ment in community-based youth mental health care.9 

CLINICAL IMPLICATIONS 

Clinicians might consider shifting from asking, “Are you 
ready for help?” to “What would make this conversation 
feel worth your time?” Rather than insisting on immediate 
goals or decisions, focusing on building a shared under
standing of the adolescent’s perspective and readiness may 
prove more fruitful early on. 

Scheduling decisions can also be clinically meaningful in 
these situations. Rather than deferring follow-up until an 
adolescent feels “ready,” clinicians may find it helpful to 
maintain regular appointments for a period of time, fram
ing them as opportunities to keep talking rather than com
mitments to treatment. This can create predictable space 
for dialogue and signal ongoing availability. Parent-only 
visits can be used judiciously to provide guidance and sup
port, but maintaining direct contact with the adolescent 
can preserve the possibility of alliance. 

Families can also benefit from deliberate reframing. For 
caregivers, refusal is often experienced as rejection, denial, 
or risk. Clinicians can help parents understand that engage
ment in adolescence is rarely a single decision point but an 
evolving process shaped by trust and predictability. Empir
ical studies consistently show low agreement between ado
lescents and parents regarding perceived need for mental 
health care and whether needs are being met, with care
givers far more likely to interpret nonengagement as re
fusal rather than ambivalence or uncertainty.10 Coaching 
caregivers to maintain consistent routines, emotional 
availability, and clear expectations, without repeated pres
sure to comply, can help reduce escalation and preserve 
the relational conditions needed for engagement to emerge 
over time. 

This reframing can be especially important in cases 
where caregivers describe multiple prior treatment at
tempts that “didn’t work” because the adolescent 
“wouldn’t talk” to previous providers. Such histories are of
ten interpreted as evidence that the adolescent is treatment 
resistant or uninterested in help. However, minimal verbal 
engagement may itself reflect where an adolescent was de
velopmentally or relationally at that moment, rather than 
the absence of therapeutic potential. 
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It is also important to acknowledge the anxiety this ap
proach can evoke for clinicians. Respecting reluctance may 
feel like inaction in risk-focused systems. However, clini
cians can remain attentive to changes in mood, behavior, 
and functioning; revisit conversations over time; and 
clearly communicate ongoing availability. During periods 
of limited engagement, caregivers can also be proactively 
counseled about available crisis and emergency resources, 
including how and when to access urgent evaluation if 
safety concerns arise. 

Notably, many clinicians are now encountering the re
verse scenario as well: adolescents who self-refer after 
learning about diagnoses online, while caregivers minimize 
concerns or feel skeptical. The same principles apply. En
gagement still hinges on honoring autonomy, clarifying 
perspectives across generations, and building shared un
derstanding rather than privileging one narrative over an
other. 

Returning once more to the opening case, the clinician 
may end the visit having learned little about symptoms but 
more about the adolescent’s mistrust of prior providers, his 
attachment to music, and his wish not to be “labeled.” The 
clinician schedules a follow-up, offers parents guidance on 
reducing pressures at home, and reflects afterward on their 
own frustration and uncertainty. Such moments invite self-
reflection: What expectations did I bring into this visit? 
How did I respond internally to his silence? What helped 
me stay curious rather than reactive? These encounters can 
be emotionally taxing, and clinicians can benefit from rec
ognizing their own responses, including countertransfer
ence, as part of the clinical work. 

CONCLUSION 

When adolescents say they do not want help, they are often 
communicating something essential about autonomy, fear, 
and trust. By listening carefully to what refusal means, clin
icians can align care with developmental needs rather than 
working against them. In adolescent psychiatry, willingness 
cannot be assumed, and it cannot be forced. Sometimes the 
most meaningful intervention is not convincing an adoles
cent to accept help but showing them that help can wait un
til they are ready to receive it. 

PLAIN LANGUAGE SUMMARY 

Adolescents are often referred for mental health care by 
adults before they themselves are ready or willing to en
gage. This article reframes adolescent refusal as a devel
opmentally meaningful signal that can guide engagement, 
preserve trust, and support emerging autonomy rather than 
obstruct care. 
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