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RÉSUMÉ 

Contexte: Les problèmes de santé mentale émergent majoritairement chez les adolescents et 

jeunes adultes. Les jeunes en situation d’itinérance (JSI) ont d’importants besoins non-comblés 

en lien avec leur santé mentale et ce possiblement davantage pour les jeunes de minorités 

linguistiques (JML). 

Objectifs: Décrire les facteurs associés aux expériences d’accès aux services de santé mentale 

chez les JSI, en comparant les expériences des jeunes de majorité linguistique (francophones) 

aux JML (anglophones et allophones). 

Méthodes: 22 jeunes de 18 à 25 ans ont participé à la cartographie communautaire, méthode 

de recherche qualitative utilisant les arts, où les participants ont créé leurs cartes des 

ressources d’aide en santé mentale. Des groupes de discussion ont permis aux jeunes 

d’exprimer leurs perceptions de l’accès et des services. Les résultats sont générés par une 

analyse thématique. 

Résultats: Les facteurs liés aux expériences d’accès aux services se regroupent en deux 

catégories: (1) des soins adaptés à l’individu, et (2) la disponibilité et la structure des services. 

Les JSI veulent des services adaptés aux besoins spécifiques des JSI et des minorités (incluant 

les JML), avec une approche centrée sur les besoins de l’individu. Les JML identifient moins de 

diversité de services et se tournent vers des stratégies alternatives de soins ou des services 

itinérance adulte. 

Conclusion: Des services co-localisés et intégrés, répondant aux besoins de base et de santé 

mentale, permettraient de diminuer les obstacles à l’accès aux soins pour les JSI. Une attention 

particulière aux JML est nécessaire puisqu’ils rencontrent davantage d’obstacles que leurs pairs 

JSI. 

Mots-clefs: jeunes en situation d’itinérance, accès aux services de santé mentale, recherche 

qualitative, cartographie communautaire 
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ABSTRACT 

Background: Most mental illnesses begin in youth. The homeless youth population reports a 

high level of unmet mental health needs; a situation which is possibly worse for linguistic 

minority homeless youths 

Objectives: To describe the factors associated with homeless youths’ experiences of accessing 

mental health services and to highlight differences in such experiences between linguistic 

majority (Francophones) and linguistic minority (Anglophones and Allophones) groups. 

Methods: 22 youths between 18 to 25 years old participated in community mapping, an arts-

based qualitative research method in which participants draw maps of resources they use to 

receive help with their mental health. Discussion groups enabled youths to express their 

emotions and perceptions towards access and services. Thematic analysis was user on verbal 

and visual data. 

Results: Factors associated with of access to mental health services were grouped into two 

categories: (1) care adapted at the individual level, and (2) availability and structure of services. 

Homeless youths need services that are adapted to the specific needs of homeless youths and 

minorities (including linguistic minorities), with an approach to care centered on an individual’s 

needs. Linguistic minority homeless youths identify less diversity in services and often turn to 

informal mental health strategies or to adult-oriented homeless services. 

Conclusion: Services that are co-located and integrated with mental health and basic needs 

services help bypass a lot of identified barriers to care for homeless youths. Particular attention 

needs to be paid to linguistic minority homeless youths as they experience more barriers than 

their counterparts. 

Keywords: homeless youth, access to mental health services, qualitative research, community 

mapping 
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C’est venu à moi tout simplement. Je devais être avec les jeunes, je devais les aider. 

Père Emmett Johns « Pops » 

— 

It just kind of came to me. I should be with the kids, I should help them. 

Father Emmett Johns “Pops” 





 17 © Camille Arbaud, 2020 

ACKNOWLEDGMENTS – REMERCIEMENTS 

  

These acknowledgements are written in the 

most appropriate language for each party in 

order to properly thank them. 

Ces remerciements sont écrits dans la langue 

la plus appropriée pour chacun des partis, afin 

de convenablement les remercier.  
  

 

Thank you to the participants for sharing their experiences, authentically and generously. 

Merci aux participants pour le partage authentique et généreux de leurs expériences. 

— 

Thank you to the Institute for Health and Social Policy at McGill University for funding this 

project through a grant they received from Health Canada, and making this research possible. 

— 

Thank you to my research directors, Dr. Amal Abdel-Baki, Dr. Manuela Ferrari, and Dr. Srividya 

Iyer, for their continuous support, their enriching inputs, and their availability. Our discussions 

deepened my scientific knowledge and sparked my curiosity for new topics. In the face of new 

challenges, their guidance was constructive and valuable to me. 

Merci à mes directrices de recherche, Dr. Amal Abdel-Baki, Dr. Manuela Ferrari, et Dr. Srividya 

Iyer, pour leur soutien continu, leurs conseils enrichissants, et leur disponibilité. Nos discussions 

ont grandement approfondi mes connaissances en recherche et ont piqué ma curiosité sur de 

nouveaux sujets. Face à de nouveaux défis, leurs conseils m’ont été constructifs et précieux. 

— 



 18 © Camille Arbaud, 2020 

Merci aux organisations du RIPAJ, et à leurs travailleurs à tous les niveaux, qui ont identifié ce 

besoin de connaissance et offert de l’aide pour approcher les jeunes. 

Un merci particulier à toute l’équipe de Dans La Rue qui a accueilli les activités de groupe et 

s’est adaptée aux besoins de ce projet à plusieurs reprises. 

— 

Merci à l’équipe d’ACCESS Esprits Ouverts RIPAJ qui s’est impliquée de différentes façons. Vous 

avez pris le temps de discuter de ce projet lors de sa conception. Vous avez facilité le lien avec 

les organismes du RIPAJ. En fin de parcours, vous vous êtes adaptés à mon horaire imprévisible, 

tout en fournissant des encouragements réguliers et des rires. 

En particulier, pour leur apport direct envers ce projet: 

Merci Lysandre Bourguignon d’avoir participé avec autant d’enthousiasme et d’initiative au 

recrutement des jeunes. 

Merci Marie-Ève Dupont pour ton énergie, ton initiative, et la richesse de tes connexions qui 

ont énormément facilité mes contacts avec le RIPAJ. Ton partage ouvert et généreux a enrichi 

mes connaissances sur les jeunes et le réseau. 

— 

Merci Julie-Marguerite Deschênes pour ta camaraderie à travers les études et ton implication 

énorme dans les activités de groupe. 

— 

Merci La-petite pour ton opinion indispensable lors de la mise en forme du projet. 

— 

Merci Susanne Serres d’avoir accepté de t’ouvrir aux jeunes et à ce projet, d’avoir partagé ton 

expertise. 



 19 © Camille Arbaud, 2020 

— 

Merci à mes parents pour toutes les différentes formes de soutien qui leur sont propres. 

— 

Thank you to my brothers and my friends for listening to me ramble on and on about this topic, 

for being patient when I didn’t have much time, and most of all for providing countless 

opportunities to relax, unwind, and escape. 

Merci à mes frères et mes ami.e.s d’avoir écouté mes multiples monologues à ce sujet, d’avoir 

su être patients quand j’étais moins présente, mais surtout pour toutes les opportunités de 

relaxation et d’évasion. 

— 

Thank you, Lilli, for the unconditional and necessary support you provided in the last stretch. 

Thank you for your presence and your laughter. 

— 

Lastly, thank you Calm. You have seen and accompanied every detail of this thesis: from the 

cover letter before an event to the final drafts, despite the changes. You offered me a place to 

brainstorm, to collect my thoughts, and to vent, when necessary. Most of all, you shared your 

own experience with youth homelessness, providing me with profound insights at every turn. 

You did not shy away from sharing your honest opinions on data collection and interpretation. 

You devoted time to data analysis by sorting through the themes and helping me make sense of 

the narrative. You kept me grounded in the youths’ perspective. 

I hope you remember how significantly you helped shape the future of youths who live like you 

did, how you reminisced on the experiences and realities of homelessness, and how you lit up 

doing academic work. 





CHAPTER 1 – INTRODUCTION 

In Canada, homeless youths account for about 20% of the homeless population, which 

means around 35,000 to 40,000 youths every year and about 6,000 per night (Gaetz et al., 

2014). It is estimated that, in any given year, over 2 million youths in the United States (Morton 

et al., 2018), and about 75,000 in the United Kingdom (Quilgars et al., 2008) experience 

homelessness. Youth homelessness can be defined as “the situation and experience of young 

people between the ages of 13 and 24 who are living independently of parents and/or 

caregivers, but do not have the means or ability to acquire a stable, safe or consistent 

residence” (Gaetz et al., 2014). In the literature, sub-categories of homeless youths may be 

referenced under such terms as runaways who spend more than one night away from home 

without parental permission, street youths who live in high risk non-traditional locations, and 

systems youths who have previously been involved in government systems such as foster care 

or juvenile justice (Edidin et al., 2012; Greene et al., 1997; Moore, 2005). In Montreal, where 

this study took place, over 1,000 youths use youth-specific homelessness services per year, with 

300-350 of these being first-time users of these services per year (Abdel‐Baki et al., 2019). 

Since the 1980s, Canada has seen a rapid increase in homelessness, in part due to a decrease 

in national investment in affordable housing by over 46% (Gaetz et al., 2014). With structural 

factors, such as discrimination, affecting access to affordable housing, individuals from minority 

groups, youths, Indigenous people, and newcomers (often linguistic minority immigrants) are 

increasingly more likely to be homeless (Gaetz et al., 2014). In 2015, the proportion of 

Indigenous homeless youths (30.6%) was higher than their proportion in the Canadian youth 

population as a whole (6.6% of Indigenous youth) (Gaetz et al., 2016; Statistics Canada, 2018a). 

A national shelter study in Canada identified that Indigenous youths use shelter at a rate 6.4 

times higher than non-Indigenous youths (Employment and Social Development Canada, 2016). 

The increasing prevalence of diversity in homelessness has been showing no sign of changing 

(Abdel‐Baki et al., 2019; Gaetz et al., 2014; Latimer et al., 2015), thereby highlighting the 
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importance of increasing our knowledge of the issues faced by homeless youth minorities, 

including linguistic minorities. 

1.1 Homeless youths and mental health 

By age 24, 75% of major lifetime mental health disorders have begun (Kessler et al., 2005). 

Being a period of significant emotional, physical and social development, mental health 

problems during the period of adolescence and young adulthood have serious potential short- 

and long-term consequences (Iyer et al., 2015). A Canadian national survey found that 85.4% of 

homeless youths expressed high emotional distress (Gaetz et al., 2016), with over half of them 

struggling with mental disorders, a rate that is 2.5-5 times higher than the national average for 

youths (National Learning Community on Youth Homelessness, 2012). A 2015 longitudinal study 

in the UK found that about 88% of homeless youths had a current mental disorder and 93% a 

lifetime mental disorder (Hodgson et al., 2015). Furthermore, rates of mental health disorders 

and general emotional distress are more significant in youths who have been homeless for 

longer (Solorio et al., 2006). 

Substance use disorders and depression are significantly more prevalent among homeless 

youths compared to the general youth population (Aichhorn et al., 2008; Boivin et al., 2005; 

Edidin et al., 2012). Among homeless youths in two American cities, 40% presented with a 

substance use disorder (SUD) only, 34% had a mental health diagnosis co-occurring with SUD, 

and 26% had two or more comorbid diagnosis and an SUD (Slesnick & Prestopnik, 2005). Over 

90% of youths in a cohort study of 1013 street youths in Montréal, Canada consumed cannabis 

or hallucinogens, 81.6% consumed cocaine or crack and 46.2% reported injecting drugs (Roy et 

al., 2004). In this same study, 44% of youths consumed at least two drug categories in the last 

month. Similarly, suicidal behavior is significantly higher in homeless youths compared to the 

general youth population (Cash & Bridge, 2009; Georgiades et al., 2019; Miranda-Mendizabal et 

al., 2019). Looking at suicidality in over 7,000 homeless youths, a study in the United States 

found that 66.2% reported suicidal thoughts in their past, 37.5% reported having had serious 

suicidal thoughts in the last month, and 51.3% reported at least one suicide attempt in their 
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lifetime, with 8% making such an attempt in the last month (Desai et al., 2003). In Canada, 42% 

of homeless youths reported at least one suicide attempt in their life (Kidd et al., 2017). 

1.2 Access to mental health services 

Despite high rates of mental health problems, a large number of Canadian youths with 

mental health problems do not use requisite services, such as mental health professionals, 

general practitioners, or other allied mental health services (Kidd et al., 2018; Kort-Butler & 

Tyler, 2012; Muir-Cochrane et al., 2006; Waddell et al., 2002). Homelessness is known to 

further exacerbate issues around mental healthcare access among youths (National Learning 

Community on Youth Homelessness, 2012). In a recent Canadian survey, 84% of homeless 

youths struggling with mental illness reported needing additional care other than the services 

currently provided to them (National Learning Community on Youth Homelessness, 2012). Half 

of 1015 street-involved youths in a major Canadian city attempted to access mental health 

services: 26% of those were unable to access any services and 15% of all attempts were 

unsuccessful (Phillips et al., 2014). Further, difficulty accessing services was associated with 

characteristics such as Aboriginal ancestry, homelessness, and being a recent victim of violence 

(Phillips et al., 2014). Homeless youths, surveyed in three Midwestern cities in the USA, 

presented low rates of service utilization with 57% having never used counselling services and 

35% having never used street outreach services (Kort-Butler & Tyler, 2012). In addition, 

homeless youths experiencing mental illness also show low levels of compliance to medication 

regimens prescribed for their mental disorder, even when they perceived such medication to be 

beneficial (Muir-Cochrane et al., 2006). 

1.2.1 Perception of the services 

Homeless youths’ perception of services offered to them can have a significant impact on 

the likelihood that they will reach out to and remain engaged in services. Results from 

qualitative and quantitative studies have shown that homeless youths often report negative 

experiences with mental healthcare such as feelings of being exposed, betrayed, antagonized, 

and labelled (due to their mental health issues) by service providers; and perceiving staff as 
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lacking in support and respect (Barker et al., 2015; Collins & Barker, 2009; Darbyshire et al., 

2006). On the other hand, human contact and establishment of a therapeutic relationship, 

through a case manager for example, can facilitate access to care, according to a qualitative 

study (Aviles & Helfrich, 2004). Experiences of empathy, support, and acceptance (Collins & 

Barker, 2009; Darbyshire et al., 2006; Kozloff et al., 2013; Solorio et al., 2006), as well as 

explanations offered by service providers, attentive listening, and fostering a of a strong 

therapeutic relationship (Darbyshire et al., 2006; Kozloff et al., 2013; Solorio et al., 2006), 

encourage homeless youths to access mental health care. 

1.2.2 Structural factors 

At a structural level, the organization of mental health services can deter homeless youths 

from using them. For example, many homeless youths report feelings of being rushed, a lack of 

coordination between services (e.g., multiple referrals delaying service access, frequent 

changes in personnel, lack of proper advertising of the services, etc.), limited access to staff, 

and perceiving staff as being unavailable (Aviles & Helfrich, 2004; Darbyshire et al., 2006). 

Financial or material barriers to mental health care access for homeless youths are repeatedly 

identified in the literature. Lack of appropriate documentation such as identity and medical 

insurance cards is a common barrier, for up to 50% of homeless youths (Busen & Engebretson, 

2008; Christiani et al., 2008; Edidin et al., 2012). Additional barriers include an inability to 

provide a permanent address (Barker et al., 2015), or pay for transportation (e.g., having a bus 

ticket) to the service (Edidin et al., 2012). Conversely, homeless youths have identified 

availability of transportation and the ability to locate services as important facilitators to access 

mental health care (Aviles & Helfrich, 2004). 

1.2.3 Sociodemographic factors 

Many factors out of the control of youths can impact their access to mental health or allied 

services. In a Canadian survey, 79% of homeless youths requiring additional mental health 

services experienced barriers to housing due to their mental illness (National Learning 

Community on Youth Homelessness, 2012). Such barriers also have the consequence of keeping 

homeless youths out of employment, which can in itself represent an obstacle to accessing 
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services, through lack of financial means or lack of accountability (Barker et al., 2015). Low 

educational achievement by homeless youths has also been linked to lower access to mental 

health services. In a qualitative study, youths identified their educational achievement and skills 

as facilitators to their ability to locate and use services(Aviles & Helfrich, 2004). Illegal behavior, 

such as drug dealing or usage, violence, or a recent police encounter, reduces the probability of 

access to mental health services and allied services (housing, food, medical) in street youths 

(Barker et al., 2015). Youths find themselves in a vicious cycle of barriers to care, employment 

and housing, which is even more important considering that youths identify having their basic 

needs met as being a strong facilitator to accessing services (Aviles & Helfrich, 2004). Other 

sociodemographic factors, such as linguistic proficiency, may play a role in access to mental 

health services. 

1.2.4 Linguistic abilities 

In a world with increased numbers of migrants (United Nations, 2017), among whom lower 

language proficiency has been shown to impact integration and to lead to social inequalities 

(including education, income, and access to central institutions) (Esser, 2006), language 

proficiency is a factor that could considerably impact mental health access. From a clinician’s 

perspective, language barriers can affect the evaluation/diagnosis of the patient, who could 

appear more disorganized, withdrawn, or disturbed by not being able to communicate in their 

native language (Leong & Lau, 2001). Linguistic factors can also influence the length and 

outcome of the treatment (Leong & Lau, 2001). An important gap exists in understanding 

linguistic considerations and how they may intersect with other aspects of identity and life 

situations (e.g., being homeless, newcomer, etc.) to impact mental health care access. 

Some studies have been conducted on access to health services amongst immigrant 

populations in Canada, but their findings are divergent. In a study of Asian adult immigrants in 

British Columbia, language did not appear to hinder access to mental health services (Chen et 

al., 2008) – however, the researchers point out that this could be due to a high prevalence of 

health professionals who are fluent in Asian languages or simply to a higher cultural sensitivity 

in the province. An American study on adults had similar results for Asian immigrants; however, 
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Latino immigrants were less likely to use mental health services (Kim et al., 2011). Hispanic 

Americans with lower verbal English skills have been shown to report lower health care 

satisfaction, a lack of a physician-patient therapeutic bond, and feelings of being misunderstood 

(David & Rhee, 1998). Even though these findings are limited to medical settings, the same 

factors could greatly impact motivation to reach out for mental health care. Nonetheless, 

literature on immigrant adult populations cannot be generalized to homeless youths who are 

linguistic minorities, among whom barriers to mental health care extend beyond those 

contributed by language and ethnic disparities (Chen et al., 2008; David & Rhee, 1998; Kim et 

al., 2011). 

Canada has two official languages (English & French). Most provinces and territories use 

English as their official language, while Quebec is the only province in which French is the only 

official language (Ballinger et al., 2020; Charte de la langue française, 1977; Official Languages 

Act, 1985). In each province or territory, the linguistic minority is composed of individuals who 

do not speak the provincial official language, speaking either the alternative national official 

language, or neither French nor English (Allophones). Linguistic minorities represent 0.5-7.5% of 

each province’s population and 14.6% of Quebec’s population (Statistics Canada, 2016). There 

is growing consideration in the Canadian healthcare services research about how linguistic 

considerations such as being from a linguistic minority group could affect health and social 

services access and outcomes (Bowen, 2001; Lepage & Lavoie, 2017). The potential difficulties 

experienced by linguistic minorities may be especially salient in Canada’s homeless youth 

population. 

In Quebec, 13.7% of the population consists of immigrants (Statistics Canada, 2018b); only 

55.3% of all immigrants welcomed into Quebec speak French (Ministère de l’Immigration, de la 

Diversité et de l’Inclusion, 2019). Most of them (72.2%) reside in Montreal (Ministère de 

l’Immigration, de la Francisation et de l’Intégration, 2018). About 10.1% of Canadian homeless 

youths are immigrants (Gaetz et al., 2016); since this is similar to the rate of immigrant youths 

in Montreal (Montréal en statistiques, 2020), it would be fair to expect similar or higher rates of 

immigrants amongst homeless youths in Montreal. Provincial laws require administration, 
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health and social services to extend any communications (notices, forms, publications, etc.) to 

the public in French, the official language in Québec (Charte de la langue française, 1977). In 

Montreal, most services for homeless youths are primarily Francophone organizations. Given 

the predominance of French communications in the Francophone community organizations 

serving homeless youths, Anglophone and Allophone youths may experience additional barriers 

to access information and services. 

1.3 Research question 

Although there is a fair amount of research on homeless youths’ access to support services, 

few studies focus on mental health services and none, that we could find, addressed the 

difficulties that linguistic minority youths, who are homeless, face when attempting to access 

mental health care. This study attempts to address this gap by asking how linguistically diverse 

homeless youths (linguistic majority vs. minority) perceive access to mental health services in 

Montreal, Canada. The goals of this study are to describe homeless youths’ experiences 

accessing mental health services by identifying factors influencing their access and to highlight 

differences in the experiences of access between linguistic majority (Francophones) and 

linguistic minority (Anglophones and Allophones) groups. 





CHAPTER 2 – STUDY DESIGN 

2.1 Study context 

In the context of the ACCESS Open Minds project (Iyer et al., 2015), which is a research and 

evaluation project that aims to implement and assess a transformation in the way youths 

access and use mental health services across Canada in different real-world settings (Malla et 

al., 2019), the present study focuses on the realities of homeless youths in Montreal, QC. The 

present project is linked with the ACCESS Open Minds RIPAJ site. The Réseau d’Intervention de 

Proximité Auprès des Jeunes de la rue (RIPAJ) network is a group of NGOs and governmental 

institutions (CHUM, CIUSSS Centre-Sud-de-l’Île-de-Montréal CLSC Sainte-Catherine) offering a 

range of services in engaging and diversified environments for homeless youths or those at risk 

of homelessness, aged 12 to 30 (Abdel‐Baki et al., 2019). The network focuses on improving 

access to mental health services for youths facing homelessness, street life, or in highly 

precarious situations putting them at high risk of homelessness. Its main objectives are to offer 

alternatives to everyday street life and services helping youths stabilize their situation and, for 

most who wish so, to quit homelessness. Organizations in the RIPAJ network offer a variety of 

services including basic needs (shelter, food, help for legal problems, sense of security, support, 

etc.), vocational functioning (educational and employment support, work programs, etc.) and 

social, physical and mental health services. 

2.2 Methodology 

Inspired by participatory methodology (Baum et al., 2006), the research question chosen was 

directly asked by members of the RIPAJ network; this study therefore answers a need from the 

community and aims to bring positive change to the network. Each homeless youth’s path to 

homelessness and experiences with mental health services are different (Edidin et al., 2012). 

Keeping in mind the high diversity found within the homeless youth population, this study 

adopts a social constructivist paradigm (Walker, 2015), influenced by participatory approaches 

(Baum et al., 2006) and intersectionality (Creswell & Poth, 2016), under the assumption that 
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understanding individual experiences allows for a more comprehensive description of access to 

mental health services among homeless youths. 

Intersectionality, a term coined by Kimberlé Williams Crenshaw (Crenshaw, 1989), refers to 

the “critical insight that race, class, gender, sexuality, ethnicity, nation, ability, and age operate 

not as unitary, mutually exclusive entities, but rather as reciprocally constructing phenomena” 

(Collins, 2015). The social traits of an individual need to be understood as linked to fully 

understand the individual. Intersectionality is used to understand power relations and social 

inequalities. Within the context of this study, intersectionality allows us to explore the 

individual realities of youths with a complex profile: experiencing homelessness, being part of a 

linguistic minority, and potentially experiencing other forms of stigmatization. 

To achieve the study goals and to address the RIPAJ network’s request for informed change, 

we used arts-based methodology to describe the core nature of access to mental health 

services in youths of different linguistic groups. Arts-based research is a systematic use of the 

artistic process as a method of understanding experiences. Visual arts capture emotions and 

ideas that are difficult to put in words, evoke memories or stories, and highlight new 

perspectives (Knowles & Cole, 2008). They empower the individual to communicate their 

present reality (Crampton & Krygier, 2018). Through deliberate inclusion of minorities, visual 

arts have been regularly used to encourage social action (Parker, 2006). In addressing linguistic 

differences, a core value of this study is to include youths regardless of their linguistic 

proficiency in one of the official languages (French and English). Research often omits the 

voices of people with low levels of literacy, simply because they cannot participate if they 

cannot sign a consent form or answer a questionnaire (Muir & Lee, 2009). We wished to use 

research methods that do not require high levels of literacy, which arts-based methodologies 

provide; thereby allowing homeless youths with low levels of education and allophone 

homeless youths to participate. To ensure that participants were able to give informed consent, 

we asked a few questions, approved by the Research Ethics Board (see Appendix A) 

The method selected was community mapping, which allows participants to identify services 

in their communities and indicate their relationship to these services (Amsden & 
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VanWynsberghe, 2005). A map is given to participants who can then highlight places of their 

choosing with any level of creativity they desire, which gives full control to the participant on 

how the information is presented (Amsden & VanWynsberghe, 2005). Looking at access to 

health care in homeless youths using multiple methods of data collection, one study found 

community mapping and focus groups to yield the most information, with community mapping 

emerging as the most enjoyable for the youths (Ensign & Gittelsohn, 1998). This method allows 

the researchers to know what is available in a community and make connections between the 

services to generate better care (Amsden & VanWynsberghe, 2005). Community mapping also 

allows the participants to identify the services they use, to indicate the strengths and 

weaknesses of the services, and to find a voice in the research process (ACCESS Open Minds, 

2017; Amsden & VanWynsberghe, 2005). This method has been used successfully with youth 

populations, creating active engagement and an open space for communication (Amsden & 

VanWynsberghe, 2005; Ensign & Gittelsohn, 1998). This method involves discussion groups, 

which provide a naturalistic setting and have been shown to facilitate the communication of 

sensitive issues. Youth participants were invited to create individual and group maps, allowing 

the researchers to highlight any experience where intersectionality played an important role in 

youths’ access to services and to provide a narrative on each linguistic group’s experiences. 

2.3 Participants: sampling & recruitment 

Participants who met the following criteria were invited to participate in this study: (1) aged 

between 18 to 25, (2) being homeless according to the Canadian definition of youth 

homelessness: “the situation and experience of young people between the ages of 13 and 24 

who are living independently of parents and/or caregivers, but do not have the means or ability 

to acquire a stable, safe or consistent residence” (Gaetz et al., 2014). 

This project used a purposeful sampling method (Palinkas et al., 2015), in an effort to 

represent a variety of specific characteristics of different profiles of homeless youths and those 

at risk of homelessness. Purposeful sampling aims to identify and select information-rich 

participants who are knowledgeable and experienced with the phenomenon of interest. This 

allows for an efficient use of limited resources (Palinkas et al., 2015). Research shows that 
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minorities can have different experiences in homelessness (Gaetz et al., 2014). As such, we 

employed a maximum variation strategy of purposeful sampling which attempts to include 

specific minorities (Palinkas et al., 2015). Maximum variation aims at recruiting participants 

who have different experiences and profiles to document unique and diverse information on 

the phenomenon of interest in different conditions (Palinkas et al., 2015). Participants were 

primarily recruited based on their first language (Francophone, Anglophone and Allophone). 

Allophones were required to understand/speak sufficient French or English to understand and 

be able to consent to the study and minimally participate in a discussion. However, they are not 

categorized as Francophones or Anglophones because of insufficient fluency in those 

languages, potentially making it difficult to receive mental health services in those languages. 

We also recruited participants who have used mental health services and participants who 

know peers who use or try to access mental health services, to gain knowledge on the 

perspective of these sub-groups according to their experience with issues around accessing 

mental health services. To be mindful of intersectionality and to represent the perspective of a 

range of different homeless youths, some efforts were made in including participants following 

these general characteristics: gender, visible minorities, and various sexual 

orientation/identities. This sampling procedure aims at including minority youths who can 

share different experiences of youth homelessness and provide new perspectives to gain 

information on how minorities may experience access to mental health services differently. 

The graduate student who acted as the research coordinator for this project met with 

organizations and members of the ACCESS Open Minds RIPAJ team to describe the project and 

share recruitment materials. Recruitment posters and pamphlets were available in most of 

these organizations (examples are provided in Appendix B). The majority of participants were 

recruited in face-to-face interactions by organizing a little recruitment booth in one of the 

organizations during lunch hour. Other participants were identified by clinicians and youth 

workers from the organizations and met in person or contacted by the graduate student for 

further information. Some youths were also recruited through social media publications from 

the participating organization. Five groups of 2 to 9 participants took part in the study, between 

June and September 2018, divided by dominant language. 
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2.4 Data Collection Layout 

During the study, participants were accompanied by the research facilitation team, 

composed of: 

 An experienced researcher: a female researcher and assistant professor with 

expertise in qualitative methodologies and art-based approaches who played the role 

of the facilitation leader during the first focus group (Anglophone). 

 The facilitation-leader: a female Masters student trained by the experienced 

researcher 

 A facilitation assistant: a female PhD student with in-depth clinical experience as a 

social worker with homeless youths with mental health and addiction problems 

None of the participants had a previous relationship with any of the team members. The 

research facilitation team communicated their current role within the study to the participants. 

The questions and prompts used during the focus groups were reviewed and refined with 

inputs provided by youth representatives with experience of homelessness and involved in the 

RIPAJ youth council. 

The two- to four-hour community mapping discussions took place, in a youth-community 

room at Dans la Rue, one of the RIPAJ organizations. Participation was compensated with a 

25CAN$ pre-paid credit card. Short breaks were taken about every hour and snacks were 

provided throughout the activity. Participants filled a socio-demographic self-report 

questionnaire, provided in Appendix C. Included in the questionnaire were the self-rated health 

and self-rated mental health measures, two questions, each on a five-point likert scale (from 1 

= poor to 5 = excellent), which assess respondents’ health and mental health (Ahmad et al., 

2014; Schnittker & Bacak, 2014). These measures were validated with youths, as well as 

minority populations (Ahmad et al., 2014; Chandola & Jenkinson, 2000; Schnittker & Bacak, 

2014). Participants were provided with maps of the city and asked to illustrate their 
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experiences with mental health services, as well as their knowledge of mental health services 

around the city. 

Participants were invited to share information they had on their map. They then created a 

group map of the mental health services they knew about. All participants contributed to the 

group maps. They exchanged reactions and thoughts on this group map. Facilitators had a list of 

suggested questions for the participants, serving as a reminder to guide the discussion if 

needed (see Appendix D). A summary of the schedule during the community mapping activities 

is provided in Appendix E. 

2.5 Data analysis 

I, as the graduate student on this study, transcribed the audio-digital recordings from the 

focus groups. The transcripts were then analyzed, in their original language, using thematic 

content analysis: providing key elements of the participants’ experiences and a general 

overview of the content and topics addressed (Braun & Clarke, 2006). Unbound to theoretical 

frameworks, thematic analysis allows this study to describe the overall phenomenon while still 

highlighting individual experiences (Braun & Clarke, 2006). This analysis requires identification 

of the principal themes through regularities in the data and comparative analysis, coding of the 

identified themes, and organization of the data based on the identified themes (Braun & Clarke, 

2006). I carried out the thematic analysis, with regular feedback and discussions with, at least, 

two senior researchers. Concretely, the following steps for thematic analysis took place (Braun 

& Clarke, 2006): 

1. I familiarized myself with the data: transcribing, reading and re-reading, noting down 

initial ideas 

2. Initial codes—words and short phrases symbolically summarizing the essence of a 

portion of data (Saldana, 2015)—were generated by reading through the transcriptions 

and summarizing each idea in a few words. Similar ideas were then homogenized under 

common codes. 
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3. Themes were identified by analyzing the frequency, patterns, and commonalities 

between the codes. The themes were discussed and evaluated with senior researchers 

over fifteen meetings, including revision of the first versions of manuscript, until an 

agreement was reached. 

4. Themes were reviewed by generating a thematic map and creating relationships 

between each theme. A total of five thematic maps were created and reviewed with 

senior researchers to ensure validity and coherence. Some themes were re-organized 

through the process of finalizing a thematic map. Two final thematic maps were selected: 

one, Figure 5 in section 2.5.1, organizing the themes as they were generated by the 

participants, and another, Figure 4 in section 2.5.1, showing the steps of the trajectory of 

access to mental health services over time. We go into further description of various 

generated thematic maps in section 2.5.1. 

Scripted data analysis was carried out using NVivo 12, a qualitative data analysis software, to 

organize, analyze and code the scripted. To present the results, I translated the French quotes 

from the linguistic minority youths, post-analysis. I am fluently bilingual in French and English, 

having completed higher education degrees in both languages. The quotes were also reviewed 

and slightly corrected during the revisions of this manuscript by my research directors. Only 

minor changes were made, such as fixing the spelling or adding words for comprehension 

(indicated in brackets). The quotes were kept as formulated by the youths. 

The visual data analysis was carried out by creating a summary map for each linguistic group 

as well as a global summary map. Summary maps were created on Mapz.Com and combined 

the group maps created as well as information from the individual maps. This information had 

to be pertinent to the group maps and consisted of services that were left out of the group 

maps and hang-out spots that multiple participants identified in their individual maps. Markers 

were placed on a blank map of Montreal to indicate, approximately, different locations that the 

youths included in their maps. Various symbols were used to differentiate the type of service or 

location; a legend is provided with the maps. Further details of the process of generating the 

community maps are presented in section 2.5.2. 
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2.5.1 Generating a thematic map 

During the process of generating a final thematic map, the themes identified through the 

data were reorganized multiple times by the research team. At first, I generated a list of all the 

themes organized into sub-categories (Figure 1). This served mostly as a brainstorming exercise 

to get a sense of the different themes and how they were related to each other. 

Through multiple meetings with at least two senior researchers, the themes were 

reorganized into two new thematic maps (Figure 2 and Figure 3). These two thematic maps 

emerged out of discussion sessions aiming to understand and schematize the relationship 

between the themes. The first (Figure 2) helped visualize factors associated with entering allied 

services and mental health services separately. In this figure, arrows represent pathways from 

the streets to services and from allied service to mental health services. Most factors were 

understood to influence the pathway from allied to mental health service. However, after 

discussion, the research team agreed that this hypothesis, driven by our literature review, was 

not true to the data extracted from youths’ discussions. Indeed, the youths did not differentiate 

between mental health specific services and allied services. The second (Figure 3) 

conceptualized the idea of accessing services through three steps: going, using, and engaging 

over time. In this figure, shapes are used in a sticky-note fashion – to place each theme in the 

area it belongs. Larger shapes were used to group themes that were related (homelessness and 

system factors) or to highlight how some themes impact all three steps of access to services 

(system factors). 

As such, we created two final thematic maps (Figure 4 and Figure 5). The first (Figure 4) was 

used during the preliminary dissemination of the results as it provides a dynamic idea of access 

that is useful for service providers. It helps identify where the changes need to happen to help 

youths’ access mental health services. However, the proposed timeline of access to services 

was not participant-generated. In this figure, the arrows represent the idea of the ongoing 

influence of the factors on the three steps of access. The second (Figure 5), used for this thesis, 

groups the various themes into simple categories as presented and discussed by the 

participants. This way of conceptualizing the themes allow us to re-introduce aspects of the 



 37 © Camille Arbaud, 2020 

intersectional perspective on the youth that were lost in Figure 4. We also regrouped and re-

named some themes to parallel themes present in previous literature. In the result section, I 

provide a deeper explanation of each theme presented in Figure 5. 

Coding the transcripts lead to the identification of 22 factors influencing homeless youths’ 

access to mental health services. When naming these factors, we chose to reflect youths’ 

needs, as such the names are not based on what the services currently offer but rather what 

the youths would like in services, whether it currently exists or not. In order to stay in line with 

youths’ realities, I felt that the data would be best illustrated by talking about youths’ 

experiences with access to mental health services through the needs that they expressed. 

Choosing to name the themes in this manner also provides generalizable results; whereas, 

discussing what the services currently offer would only apply to the RIPAJ network. We grouped 

the factors associated with access to mental health services into two broad categories: (1) Care 

adapted at the individual-level and (2) Availability and structure of the services. 
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Figure 1 – Initial categorization of the themes 
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Figure 2 – Preliminary thematic map – Separated mental health and allied services 

 

Figure 3 – Preliminary thematic map – Steps to access to services 
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Figure 4 – Dynamic final thematic map 
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Figure 5 – Final Coding Tree 
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2.5.2 Generating the final group maps 

To create the final maps, all services and hang-out spots from the different community 

mapping sessions were identified. They were then approximately added to a dynamic mapping 

software (mapz.com). Some services need to keep their location private and were therefore 

kept out of the final maps for publications. However, they were added in the maps during the 

analysis. Symbols and colors were used to differentiate the different services and their 

relevance to the research question. 

Three final maps were created: one for linguistic minority youths (Figure 9 in section 4.3.2), 

one for linguistic majority youths (Figure 10 in section 4.3.2), and a summary map of all services 

identified by participants (Figure 11 in section 4.3.2). 

 



CHAPTER 3 – PORTRAITS OF THE YOUTHS – QUANTITATIVE 

DESCRIPTIVE RESULTS 

Twenty-two homeless youths took part in the community mapping activity, ranging between 

the ages of 18 and 25 years old (mean: 22.91 years old; s.d.: 1.95 yrs). To simplify the 

presentation of the results, I chose to use youths to refer to the participants in our study which 

were all homeless young people aged between 18-25 years old. Only one approached youth 

declined to participate in the study, prior to the start, and therefore did not sign the consent 

form. Eleven youths identified themselves as Francophone (linguistic majority), nine as 

Anglophone (linguistic minority), and two as Allophone (linguistic minority). The 

sociodemographic questions asked to the participants are shown in Appendix C. Street youths 

in Montreal come from all over the province, all over the country, and sometimes from 

international places. They seem to choose Montreal for its perceived openness to individuality 

and its ability to provide a range of experiences. 

There is something for everybody here [in Montreal]. Anything and 

everything. You could be into whatever you want, you can find it here. [sic] 

— Linguistic minority white cis man 
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Table 1 – Summary of sociodemographic variables by linguistic group 

 All participants 
(n=22) 

Linguistic 
Majority (n=11) 

Linguistic 
Minority (n=11) 

Age 22.91 ± 1.95 22.64 ± 1.86 n.s. 23.18 ± 2.09 n.s. 

1=Poor; 
5=Excellent 

Self-Rated Health 3.24 ± 1.18 
(n=21)1 

3.30 ± 1.27 
(n=10)1 n.s. 

3.09 ± 1.14 n.s. 

Self-Rated Mental Health 2.95 ± 1.25 3.09 ± 1.30 n.s. 2.82 ± 1.25 n.s. 

Gender 

Cis women 14 6 18 

Cis men 5 2 3 

Trans / non-binary youth 3 3 0 

Minority 
status 

Visible minority 5 (n=21)1 1 4 (n=10)1 

Indigenous identity 3 1 2 

Born outside of Quebec 4 (n=16)1 0 (n=9)1 4 (n=7)1 

Born outside of Canada 3 0 3 

Spoken 
languages 

French Only 2 2 0 

English Only 4 0 4 

Both French & English 16 9 7 

Most used 
languages 

French Only 8 8 0 

English Only 9 0 9 

Both French & English 5 3 2 

Current living 
situation 

Apartment 6 3 3 

Group Home 1 0 1 

Supported housing 2 2 0 

Couch surfing 1 1 0 

Someone else’s house 1 1 0 

Homeless shelter 8 5 3 

In the streets 7 2 5 

Mental 
health 

services 

Currently or ever 
received MH services 

14 8 6 

Currently think MH 
services could be helpful 

14 6 8 

Preferred 
languages for 

MH services 

French Only 8 8 0 

English Only 9 0 9 

Both French & English 5 3 2 

                                                       

1 n-values are indicated since some participants left the answer to this question blank 



CHAPTER 4 – QUALITATIVE RESULTS 

The qualitative results are presented according to the coding tree (Figure 5 in section 2.5.1). 

First, I present the factors related to care adapted at the individual level: catering to the 

homeless, catering to youths, catering to linguistic minorities, caring for the individual, and 

caring for marginalized identities. I then follow with the factors related to the availability and 

structure of the services: co-located and integrated services, finding services, concentrated 

services, informal strategies for mental health care, and administrative factors. Homeless youth 

services and mental health services accessible to youths are presented together under the term 

services, as participating youths did not distinguish between the two types; rather viewing all 

services as steps towards better mental health. Finally, I will present and discuss the group 

maps, for each linguistic group, as generated by the youths. 

4.1 Care adapted at the individual level 

Participants identified multiple factors that they deemed important for their access to care. 

These factors were related to the service providers’ approach to care and addressed how they 

cared for various facets of youths’ circumstances and personality, including: (1) catering to the 

homeless; (2) catering to youths; (3) catering to linguistic minorities; (4) caring for the 

individual; and (5) caring for marginalized identities. The way that youths felt treated by service 

providers strongly impacted the likelihood that they would engage with the service over time. 

4.1.1 Catering to the homeless 

For all linguistic groups, services catering specifically to the homeless population seemed to 

facilitate access to services by allowing participants to avoid feeling stigmatized or judged. 

However, even these services could negatively impact access by creating an environment 

where participants could feel unsafe or demotivated. In general, being around youth workers 

who understood the situation of homeless youths, or peer workers, was positive to the youth. 
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[Homeless youth service 1], it’s nice. They aren’t here trying to bother you and 

asking you questions like “what are you doing with your life?” and all. They 

are open; you can talk to the youth workers. [sic] 

— Linguistic majority white cis man (translated2) 

I know there are places where they have people who have lived in this 

situation who are there for the people in the same situation. It allows for 

more understanding and less judgment. [sic] 

— Linguistic majority white non-binary youth (translated3) 

When using services which did not cater to homeless people, participants of all linguistic 

backgrounds experienced stigmatization, which often took the form of being taken for junkies 

or being treated rudely by service providers. 

You may go to some hospitals, when you’re homeless, who don’t want to 

serve you that well because they think you are nothing but a piece of sh* [sic] 

— Linguistic minority white cis man 

It’s like me… and my friend who was outside, waiting for people, and a cop 

keeps bothering him. Or like you who tries to go to a hospital and gets treated 

like a junkie. Those things don’t have a place here. [sic] 

— Linguistic majority white cis man (translated4) 

                                                       

2 Original : «[Service pour jeunes de la rue 1], c’est cool. Ils sont pas là entrain de te faire chier, puis entrain de te 
poser : “qu’est-ce que tu fais dans la vie? ”, puis toute. T’sais, ils sont ouverts; tu as le droit de parler avec les 
intervenants. » [sic] 

3 Original : «Je sais que y’a des places où y’ont des personnes qui ont vécu la situation qui sont là pour des 
personnes dans la même situation; fait que ça permet que y’ai plus de compréhension puis moins de jugements. » 
[sic] 

4 Original : « Moi puis mon ami qui était dehors, qui attendait du monde, puis qui se fait écœurer par un policier. 
Ou toi qui essayes d’aller dans un hôpital puis qui te fait traiter de junkie. T’sais ça a pas sa place ça. » [sic] 
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Another experience related to stigmatization that emerged in the linguistic minority group 

was when participants felt forced into certain areas of town, often told by the police to “get out 

of the rich people neighbourhood”, as said by a linguistic minority youth. In those areas, they 

also noticed how residents can be bothered by the presence of homeless youths and the 

presence of the services there to help the youths. 

Everything is really concentrated in one area. It seems like they’ve relegated 

people like us into a certain area where they can manage us. And it seems like 

they are saying: “You better f* off to this part of the city where we put 

undesirables”. [sic] 

— Linguistic minority Indigenous cis man of color 

Salient in all comments around stigmatization of homelessness, there seemed to be a feeling 

of not being cared for, of being perceived as a nuisance more than a person. 

Homelessness is a concept that will disappear one day. People will realize we 

are all friendly. We are all the same thing; we are all the same. So, when 

someone is suffering, we all suffer. It’s not by leaving a few people behind 

that we save the whole pack. Everyone loses. You know… if I wasn’t homeless, 

I would save lives. [sic] 

— Linguistic majority white cis man (translated5) 

Participants of all linguistic groups also talked about the negative/depressing impact of being 

surrounded and interacting with homeless people, including other homeless youths, who did 

not seem motivated to help themselves. 

                                                       

5 Original : « L’itinérance est un concept qui va être révolu un jour. Les gens vont se rendre compte qu’on est toute 
sympathique. On est toute la même chose, on est toute pareils. Fait que quand quelqu’un souffre, tout le monde 
souffre. C’est pas en en laissant quelques-uns derrière qu’on sauve toute le peloton. Tout le monde y perd. T’sais 
moi si je serais pas itinérant, je sauverai des vies. » [sic] 
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For me it’s not really about a specific place, it’s more about mental strength. 

No matter where you go, it’s about being strong. Every time I go to services, I 

feel my well-being decrease at least a little bit because of the people that are 

there. Even if I try to move forward, I can see that there are others who aren’t 

trying to move forward. [sic] 

— Linguistic majority white cis man (translated6) 

How does it feel to be surrounded by youths that are not trying to help 

themselves? // Me? Personally, it has to do with being lazy. That’s it. Like you 

have some of them... Honestly, I’m gonna be rude, because I’ve been around, 

I’ve been homeless. […] so, it’s not like I’m better than anybody else. It’s just 

not like… do I want to waste myself and like go into drugs and all that stuff, 

when I know there is so much resources out there that can help better myself. 

And they know there is resources there but they just are not willing to try. 

[sic] 

— Linguistic minority cis woman of color 

Another obstacle to participants’ desire to access homeless-oriented services was that they 

could not trust that their belongings were safe. 

I could say that it’s very different, but there are similarities as well. Except at 

[Women shelter] there are thefts too, yes, we have lockers but…[sic] 

— Linguistic majority white cis woman (translated7) 

                                                       

6 Original : « Moi, c’est pas tant des places en particulier, c’est plus une histoire de force mentale. T’sais peu 
importe où ce que tu vas aller, c’est une question d’être fort. Moi, à chaque fois que je vais dans des ressources, ça 
me rabaisse tout le temps un minimum à cause des personnes qui sont là puis toute. Même si j’essaye d’avancer 
puis que je vois que y’en a qui essayent pas d’avancer. » [sic] 

7 Original : « Je pourrais dire c’est très différent, mais y’a des côtés similaires aussi — beaucoup qui se ressemblent. 
Sauf que comme à [hébergement pour femmes] aussi y’a des vols. Oui, on a des casiers aussi. » [sic] 
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I was on my phone. I stuck my phone on my chest and I woke up and my 

phone was still there. […] But I was like laying like this, my phone was directly 

sitting on me. I woke up and I was like “Oh I got my phone”. […] No, I’m gonna 

wake up. I need to take my anger out on something. And that’s justified. Don’t 

touch my shit! I’ll break your jaw. [sic] 

— Linguistic minority white cis man 

It sucks because everyone feels free to steal. As soon as there is an 

opportunity to take something from someone, there are some who will do it. 

[sic] 

— Linguistic majority white cis man (translated8) 

4.1.2 Catering to youths 

The youth aspect of services was important to the participants of all linguistic groups, as it 

allowed them to create relationships with other youths. All participants prioritized using 

services that specifically catered to homeless youths as opposed to general homeless services, 

which cater to homeless adults, as they felt safer with other youths. Being surrounded by other 

homeless youths allowed participants to develop friendships and support networks. These 

networks could help youths find helpful services. 

We can create new friendships, new trusted connections also. [sic] 

— Linguistic majority white cis woman (translated9) 

What’s the first thing you do? You talk to the homeless people. You go meet 

the homeless people, and you make friends with them, and you give them 

weed and cigarettes. Just give them things. [sic] 

— Linguistic minority white cis man 

                                                       

8 Original : « Moi je trouve ça poche parce que le monde, ils se permettent avec le vol. Dès que y’a une opportunité 
de prendre quelque chose à quelqu’un, ben les gens le font. » [sic] 

9 Original : « On peut se faire des nouvelles amitiés, des nouvelles confidences aussi.» [sic] 
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One youth mentioned that shyness can make it harder to access services. Shy youths have a 

harder time entering a new environment alone and knowing what to expect from the activities 

and the services provided. 

I don’t really know the LGBTQ organizations but I would like to go. I would like 

to… I don’t know… meet a circle of friends that visit those organizations. But I 

am so shy. [sic] 

— Linguistic majority white non-binary youth (translated10) 

Homeless adult services were seen as unpleasant and unsafe, sometimes due to youth-

reported predatory behaviour by older service users. Indeed, youths went as far as preferring 

sleeping in the streets over using a shelter not specifically for homeless youths. 

I’ve heard the main [shelter] for older men apparently is [General homeless 

service] and all I can really say about [General homeless service] is horror 

story. Not even so much that the staff are bad, but the general crowd that 

goes there. [sic] 

— Linguistic minority Indigenous cis man of color 

The [Youth shelter 1] is 30 days on and off. When I was on the off month at 

the [Youth shelter 1], I’d sleep outside because all the other ones would creep 

me out. [sic] 

— Linguistic minority white cis man 

That’s why they don’t like people under 25 because we become targets to 

these creepy old men. [sic] 

— Linguistic minority white cis man 

                                                       

10 Original : « Je connais tellement pas les organismes LGBTQ mais j’aimerais ça y aller. J’aimerais ça… je sais pas… 
me faire un cercle de gens qui fréquentent ces organismes-là. Mais je suis tellement gêné.e. » [sic] 
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4.1.3 Catering to linguistic minorities 

Linguistic minority youths were asked about their experiences accessing services while not 

being completely comfortable in French (majority language). Many mentioned working on their 

French, or understanding French better than they could speak it. In some situations, services 

would not accept linguistic minority youths, even when they were seeking supports for basic 

needs due to the staff’s lack of ability to communicate in English (main minority language). 

Youths in these circumstances reported finding themselves forced to sleep in the streets. 

Linguistic minority youths reported being treated differently and disrespectfully when using 

services in French-speaking hospitals. They also mentioned how often, even if a worker in the 

service can help them in English, the paperwork was in French and posed difficulties. 

She doesn’t speak any French. The nurse there treat her like shit, they’re 

refusing to help her because she spoke English. [sic] 

— Linguistic minority white cis man 

The services I use, it’s pretty much English. Because I don’t really access the 

French ones. The [Addiction service] is actually 90% French. Most people 

there don’t speak English, but I work on my French. [sic] 

— Linguistic minority white cis man 

They did it in English. They had the paperwork in English. 80% of the people 

didn’t speak… couldn’t really get English. // I hate it when I go somewhere and 

you need help and they speak to you in your language but they give to you the 

paperwork in the opposite language. Like how the fuck you supposed to 

understand that? [sic] 

— Linguistic minority cis man of color 
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I’ve stayed in shelters too. And I’ve gotten discriminated at a shelter. Yeah, 

like one time I called the shelter and they were like: “you can’t come here 

because I only accept French people”. And I was like… I can learn because all 

their activities are in French. But I said I understand that. [sic] 

— Linguistic minority cis woman of color 

I try to apply for an apartment with them, but places were asking me more. 

[…] I was kinda discriminating with them, because you have to only speak… 

you have to know really well speaking French. […] you have to speak with the 

people who work there in French, it’s mandatory. That part, I think: 

discrimination. [sic] 

— Linguistic minority cis man of color (allophone youth) 

Linguistic minority youths were sometimes able to access services that did not typically cater 

to linguistic minorities by being referred to those services by other service providers who were 

fluent in French. 

[Youth shelter 2], a long time ago they wouldn’t accept me because I didn’t 

speak French. And then I came to [Homeless youth service 1] and spoke to 

[Youth worker] and [Youth worker] got shit rolling and then I went there. And 

then, there’s another place by like [location]: “Oh sorry, use other resources.”. 

But sorry there’s none so what am I supposed to do. [sic] 

— Linguistic minority cis man of color 

4.1.4 Caring for the individual 

One repeated frustration that participants of all linguistic groups reported stemmed from 

perceiving service workers as treating every individual the same way, one-size-fits-all approach. 

Homeless youths preferred an individualized approach, where care is administered differently 

depending on an individual’s needs. Although it may be argued that most people would prefer 

such an approach, homeless youths’ complex backgrounds make it even more relevant to 

highlight. In order to feel comfortable in services, youths mention a need to be treated as 
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whole individuals, capable of self-determination. They identified that some services seemed to 

treat them as fitting a stereotype to which they then applied a particular model of services. 

Youths preferred to access services that are adapted to their individuality and they expressed 

more engagement with service providers who take the time to get to know them as a person. 

They don’t take the time, it seems, to take the person’s profile. [sic] 

— Linguistic majority white cis woman (translated11) 

I think we would need “emotion-ologists”, not just professionals that read 

their books and who think this is what works in life. We need someone who 

may not have experience but who is, at least, sufficiently open to get to know 

the individual and why they are unhappy, for example. [sic] 

— Linguistic majority white cis man (translated12) 

It makes me think of self-determination. There are a lot of organizations, like 

[Homeless youth service 1] for example, that have this principle that if the 

person can make their own choices for themselves and to know what is good 

for them, then you encourage them with that, then you trust the person with 

their choices. [sic] 

— Linguistic majority white non-binary youth (translated13) 

                                                       

11 Original : « Parce que c’est ça, ils prennent pas la peine, on dirait, de prendre le profil de la personne. » [sic] 

12 Original : « Je trouve qu’il faudrait des sentiment-ologues; pas juste des professionnels qui ont lu leurs livres puis 
qui pensent que c’est ça qui marche dans la vie. Avoir quelqu’un qui a peut-être pas d’expérience mais qu’au 
moins qui est assez ouvert pour apprendre à connaître la personne, apprendre à connaître pourquoi qu’elle est 
malheureusement, des trucs du genre. » [sic] 

13 Original : « Ça me fait penser à l’auto-détermination. Y’a pleins d’organismes, comme par exemple [Service pour 
jeunes de la rue 1], qui ont ce principe là que la personne est capable de faire ces choix pour elle puis savoir qu’est-
ce qui est bon pour elle, puis de l’encourager là-dedans, puis de faire confiance à la personne pour ces choix. » [sic] 
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They don’t know how to deal with our people problems. They just deal with 

normal people problems. Like, the moment addiction or homelessness gets 

there, they get lost. […] They’ll try to help you but you can see they are not 

comfortable. The services only go thus far you know. [sic] 

— Linguistic minority white cis man 

Youths also expressed not always trusting service providers, fearing that they may be 

coerced into a system of care without their explicit consent. 

I don’t trust the system. When I get to a hospital, I get scared. Because I 

always feel they won’t let me go. I have this big fear. Once you go to a 

hospital, they can find a reason and they don’t release you until a doctor 

approves it. That’s the thing about a hospital: they can literally just take you in 

and keep you if they think there is a good reason. [sic] 

— Linguistic minority white cis man 

Participants mentioned allied services as varying in their insistence on discipline and 

structure, ranging from rigid to lenient. Youths too had varying preferences for these different 

levels of structure, but mentioned wishing the service would ask them what type of structure 

they would prefer, and then building an intervention plan fit for each individual, as this would 

make it more likely each youth to engage with a service and recommend it to others. 

Sincerely, the second [Youth shelter] I used, I stayed not even three weeks. 

Then I said f* that. I would rather get back in the streets and go to [Youth 

shelter 1] then to get told how to do things, how to live. [sic] 

— Linguistic majority white cis man (translated14) 

                                                       

14 Original : « Sincèrement, la deuxième [Hébergement pour jeunes] que j’ai fait, je suis resté même pas trois 
semaines. Puis j’ai dit : “f* that”. J’aime mieux retourner dans la rue, et d’aller à [Hébergement pour jeunes 1], 
plutôt que d’être là puis de me faire dicter comme faire, comme vivre. » [sic] 
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No, it’s not very strict. Like they explain how is everything and we have to be 

there. It’s like a game… No, not a game…. It’s like there is a rule and you 

follow the rules and if you don’t follow the rules you can’t stay there and if 

you stay outside it’s really bad for you. So, you want it or you don’t want it, 

you have to stay there anyway — rule of survival. [sic] 

— Linguistic minority cis man of color (allophone youth) 

When you come to [Homeless youth service 1], they say it clearly in the take-

in interview: “you come here when you need a break from the streets”. That 

means you may be intoxicated but if you come here, you don’t consume 

substances, you don’t talk about it. That’s really what matters to remember: 

it’s a break from the streets. [sic] 

— Linguistic majority white cis man (translated15) 

4.1.5 Caring for marginalized identities 

Participants who identified as people of color, in both linguistic groups, discussed 

experiencing racism and discrimination regularly from civil servants, such as the police or public 

transport workers, or even from education providers. They mentioned not feeling treated 

differently by the RIPAJ network and not seeing racism within these services. They saw this as a 

positive aspect which encouraged their engagement with these services. 

And I think especially the youth workers there [RIPAJ organization], I like them 

a lot. They are, I’m saying this, they are not racist. [sic] 

— Linguistic minority cis man of color (allophone youth) 

Participants who identified as part of the LGBTQ+ community (Morisseau-Guillot et al., 

2020), expressed that the way they were treated depended on the individual within the service. 

Some workers were very accepting of the participant’s identity while others were not, 

                                                       

15 Original : « Quand tu viens à [Service pour les jeunes de la rue 1], ça dit très bien quand on fait notre entrevue 
d’accueil : “Tu viens ici, quand tu veux prendre un break de la rue”. Ça veut dire que tu peux être en état de 
consommation, mais quand tu viens ici, tu en consommes pas, tu en parles pas. C’est vraiment ça qui est important 
à retenir : c’est un break de rue. » [sic] 
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sometimes using wrong pronouns or making off-hand comments. They were also aware that 

not all workers had received training to work with the LGBTQ+ community. 

The trans 101 was given in some organizations // Yes but everyone needs to 

participate. [sic] 

— Linguistic majority white trans youth (translated16) 

4.2 Availability and structure of the services 

Participants identified multiple factors related to structural aspects of the services. Those 

factors addressed the general availability of the services, or lack thereof, and the structure 

within the service, such as (1) the integration of services; (2) finding services; (3) concentrated 

services; (4) informal strategies for mental health care; (5) administrative factors. 

4.2.1 Co-located and integrated services 

Youths expressed a preference for the co-location of various services and supports in one 

location/structure, and saw it as improving access to care. They also talked about the 

importance of integrated services which communicate amongst themselves and refer youths as 

needed. Participants of all linguistic backgrounds desired co-location and integration. The way 

they conceptualized co-location included support for basic needs and a combination of 

addiction and psychiatry services. Homeless youths have several basic needs (including food, 

shelter, and hygiene) that may need to be met before or in addition to receiving mental health 

services. The availability of food, and the palatability of said food, came up regularly in youths’ 

comments about allied services. Services that provided good food and supported young people 

with personal hygiene seemed to open doors that youths were more likely to go through. Thus, 

co-located services provided street youths multiple opportunities to get in contact and 

familiarize themselves with services. 

                                                       

16 Original : « Y’a le trans 101 qui a été donné dans certains organismes. // Ouais mais faut que tout le monde y 
participe. » [sic] 
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The [Youth service]. All of them. They help me reach my fitness goals, mental 

health goals, life goals. [Governmental first-line health and social service] for 

x, y, and z reasons. [sic] 

— Linguistic minority cis man of color 

If there were really one point in Montreal that I had to pinpoint as a place 

where I can usually be relied upon to turn up, it’s literally right here [Homeless 

youth service 1]. Even if I’m like, you know, fried on acid, I’ll still show up here 

for lunch. [sic] 

— Linguistic minority white cis man 

The [Youth shelter 1] is actually… the staff is good; the food is pretty good. 

[sic] 

— Linguistic minority Indigenous cis man of color 

I only really started using shelters after I got a job because it gave me 

somewhere to actually get a solid night sleep and shower before I go to work. 

[sic] 

— Linguistic minority white cis man 

A recurring theme in relation to youths’ basic needs was around access to shelter. All 

participants, regardless of linguistic group, mentioned negative or positive feelings about 

various shelters they have used. Shelters themselves do not provide access to mental health 

services; however, some shelters seemed to provide a schedule and a set of rules that 

facilitated youths’ access to such services. 
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I didn’t try and access anything because like I don’t care. I’m okay with who I 

am. But like, I stayed in a shelter one night, that entire 6 months, because like 

some guy was trying to kill me. And they kinda saved me by like giving me 

coffee and a muffin. But even in Montreal, it’s been, I don’t know, a couple 

months. I’d rather stay in the park and not access any services. Listen to music 

and just do hard things. And just do my own thing like I don’t need to be 

classified as something that I’m not just because I am different than you. [sic] 

— Linguistic minority white cis man 

Shelter is basically for that. It’s basically to get out of the streets. 

— Linguistic majority cis man of color (translated17) 

Currently, I’m at the [Youth shelter 3] and, yes, it does take a certain 

discipline. […] Because before, when we are free, we can do whatever we 

want: we can sit on our ass all day, 24/7. It’s okay but we don’t move forward. 

And here, there are steps to do from 9 to 4. […] Which teaches us, when we 

get a home, to take care of our stuff, to have good habits. [sic] 

— Linguistic majority white cis man (translated18) 

Youths expressed a need for more inclusive mental health services and identified that 

addiction and psychiatry are often treated separately, which can delay access to proper care. 

                                                       

17 Original : « L’hébergement c’est pas mal pour ça. C’est pas mal pour sortir de la rue. » [sic] 

18 Original : « Présentement, je suis à [Hébergements pour jeunes 3], puis oui c’est sûr ça prend une certaine 
discipline. […] Parce qu’avant, en liberté, on peut faire c’qu’on veut : rester assis sur notre cul toute la journée 24 
sur 24, 7 jours sur 7. C’est correct sauf qu’on avance pas : j’avançais pas plus. Sauf que là, pendant la journée, y’a 
des démarches à faire de 9 à 4. […] Ce qui nous apprend, mets qu’on arrive chez nous, à faire nos affaires, prendre 
des bonnes habitudes.» [sic] 
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Sometimes, especially like, I find there should be more mental health things. I 

had a big problem… I had a problem last week where I tried to do something 

and then no crisis center took me because I’m on suboxone. So, I had to go to 

and addiction center, it’s like “what the f*”. [sic] 

— Linguistic minority white cis man 

What makes it helpful? // Because there are a lot of resources. [sic] 

— Linguistic majority white cis woman (translated19) 

Are there shelters for addicts? Does it exist? There’s definitely a need for it. 

[sic] 

— Linguistic majority white non-binary youth (translated20) 

Other youths mentioned being unable to access mental health services because these 

services viewed drug consumption as a separate issue that needed to be dealt with first. 

Homeless youths in this situation often have to go through a detoxification service before being 

eligible to enter specialized psychiatric services. The detox services are too short, according to 

the youths. When the addiction services end, the youths are just sent back to their reality: the 

streets, living in shelters, socializing with other youths going through substance misuse 

difficulties. They are not directly referred or transferred to the psychiatric services they needed 

in the first place and they are not provided with social support to address other factors that 

may have influenced their consumption in the first place. 

                                                       

19 Original : « Qu’est-ce qui fait que c’est aidant d’abord? // Parce que y’a plusieurs ressources. » [sic] 

20 Original : « Y’a tu des auberges pour les toxicomanes? Ça existe-tu? Y’a un besoin en tout cas. » [sic] 
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I’ve been trying to see a psychiatrist for over 2-3 months. And first I couldn’t 

see one because, you know, they say I party too much; this was stupid, you 

know. Part of it is, like, I’m sober 53 days. And, you know, it’s probably 

because I have a mental illness, I think I’m bipolar or something but you know 

when you see a psychiatrist than they say “oh, you need to take care of that, 

then you can see him”. But it makes no sense because they go hand in hand. 

[sic] 

— Linguistic minority white cis man 

4.2.2 Finding services 

Participants of all linguistic groups discussed strategies they used to find services. Homeless 

youths often seemed to find mental health services by carrying out their own research. While 

they saw the internet as a useful place to find out about services, they found the websites of 

services as not being youth-friendly and as being tailored towards donors instead. Many 

participants wanted to know more about activities that services offered. Indeed, many services 

still use billboards and in-person calendars to inform the youths of activities; a practice which 

certainly has its place with many youths relying only on this. 

I really think the information needs to be on the internet for the people who 

are looking for it. Because sometimes you look for services or organizations, 

and you don’t know. Like for example at [Homeless youth service 1], they 

always update their schedule late, but I want to know what is going on. [sic] 

— Linguistic majority white non-binary youth (translated21) 

Yes, it’s often made for donors. But youths are looking for the information on 

the internet; we are in 2018. [sic] 

— Linguistic majority white non-binary youth (translated22) 

                                                       

21 Original : « Je trouve ça vraiment important que l’information se ramasse sur l’internet pour les gens qui en 
cherchent. Parce que des fois tu cherches des organismes ou des services, puis tu sais pas. Comme en bas chez 
[Service pour les jeunes de la rue 1], ils mettent tout le temps leur calendrier en retard, mais moi je veux savoir ce 
qu’il se passe. » [sic] 
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Irrespective of linguistic background, youths mentioned networking in the streets, 

sometimes through a barter-system – exchanging goods, services, and information, as a means 

of getting information about services and obtaining required help. 

Yes, a lot of people told me “don’t go to this place, don’t go this place, don’t 

go to this place”. And I’m like “I won’t go”. [sic] 

— Linguistic majority white trans youth (translated23) 

I heard from word of mouth to know where the [Homeless youth shelter 1] 

was. And from that place, I got linked to others, technically. [sic] 

— Linguistic majority white trans youth (translated24) 

Participants mentioned receiving information about other services by asking a service that 

they were already using about additional services. However, they often had to take the 

initiative to ask for such information which was not necessarily offered by default. Linguistic 

minority youths mentioned being refused at some French-only services, mainly housing 

services, that did not offer alternatives for linguistic minorities. 

That is true: almost every resource will give you a paper with every single 

resource. [sic] 

— Linguistic minority cis man of color 

                                                                                                                                                                               

22 Original : « Oui c’est souvent pour les donateurs. Puis les gens vont chercher l’info sur l’internet; on est en 
2018.» [sic] 

23 Original : « Oui, beaucoup de personnes m’ont dit genre : “vas pas à telle place, vas pas à telle place, vas pas à 
telle place”. Je suis comme : “j’y vais pas”. » [sic] 

24 Original : « Moi j’ai entendu d’oreille en oreille pour savoir le Bunker il était où. Puis le [hébergement d’urgence 
pour les jeunes de la rue 1], ça m’a relié aux autres, techniquement. » [sic] 
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So, if you go somewhere, and they don’t accept you because you don’t speak 

French well enough, do they recommend other places you can go to? // [All 

participants answered] No // Sometimes yeah, sometimes I don’t know, 

maybe I didn’t ask, they say no so. [sic] 

— Linguistic minority cis man of color (allophone youth) 

Youths mentioned that some youth workers did not mention all available resources when 

they were asked for help: 

And then sometime, some of the social workers25 don’t necessarily tell you 

what is out there. Some of them are just really particular who [they] tell 

certain things to. So, one of them might tell “oh you can go here or here” but 

then some other person they are limited in what they can tell you. Like I’ve 

been around certain social workers2525. Some of the stuff I had to hear from 

other kids, you know, in the same situation. I didn’t hear that from the social 

worker25 when they had that, when they had resources. They are willing to 

tell certain people certain things, but they are not going to tell that person or 

whatever. Like even if you want to try to better yourself right. They don’t tell 

you the resources that they know that they have. [sic] 

— Linguistic minority cis woman of color 

4.2.3 Concentrated services 

Participants of all linguistic backgrounds noticed that services that were accessible, mainly 

services that catered to homeless youths, were concentrated in the same area of town, which 

was predominantly a French-speaking (linguistic majority) area. One important consequence of 

this is that youths who do not live near this area had a harder time accessing services, because 

of lack of funds for transport or because of simply not knowing about these services. Linguistic 

minority youths were quick to point out that the Anglophone (linguistic minority) hospitals 

                                                       

25 The participant used the term social workers to refer to youth workers who may not have a diploma in social 
work. 
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were far away from this area, thereby making access to mental health services harder for 

homeless youths who were from a linguistic minority background. 

I find that a lot of the services are grouped together; a lot are in the same 

area. It’s like, if you are not here, if you’re not within a certain range, you’re 

not even gonna hear about it. You’re not gonna see people. You’re out of 

reach. [sic] 

— Linguistic minority Indigenous cis man of color 

Because someone who doesn’t live in the same place; someone who lives 

over there and who needs services but doesn’t have the money to take the 

metro or the bus — how will you travel all the way here from all the way over 

there? It’s access to services. I have friends who live over there who are not 

able to have access to services. [sic] 

— Linguistic majority white cis man youth (translated26) 

What we were noticing [...] is that all the services that are accessible, shelters 

and everything, are separated from the English hospitals. [sic] 

— Facilitator (providing a summary) 

Linguistic minority youths talked more about the general lack of availability of services, 

commenting on the distance from hospitals and on the lack of services in general. They used 

services in the area of the city where they were concentrated, but primarily to support their 

basic needs which did not necessitate proficiency in French (linguistic majority language). The 

services themselves were not necessarily seen as being able to cater to linguistic minority 

youths. Linguistic minority youths also identified a lack of mental health services, especially as 

mental health specialists seemed to be in high demand and unavailable. 

                                                       

26 Original : « Parce que quelqu’un qui habite pas à la même place; quelqu’un qui habite là-bas et qui a besoin de 
ressources mais qui a pas d’argent pour prendre le métro, l’autobus — tu vas te déplacer jusqu’ici? de là-bas là, au 
bout? C’est l’accès aux services. J’ai des amis qui habitent là-bas puis qui sont pas capable d’avoir accès aux 
services. » [sic] 
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There’s a lot of social services. There’s a shit ton, but there are not really that 

good. Especially for English people. And I know there is a lot more for French 

people, like for addiction. They have maybe like 50, and like 3 for English 

people, you know. [sic] 

— Linguistic minority white cis man 

I literally have to schedule a good couple week. Because part of the problem 

is, they go hand in hand. So, I’m on a big waiting list, told me it would take a 

few months to see a specialist or psychiatrist, and there’s only one of them 

that goes to the doctor’s office once a month. And there’s a big waiting list, 

you know, so obviously, not everyone can be seen. [sic] 

— Linguistic minority white cis man 

4.2.4 Informal strategies for mental health care 

Only linguistic minority participants mentioned informal strategies such as relaxation, peer 

support, exercise, quiet activities, and being in nature to increase well-being and mental health. 

Drug use was talked about as a recreational activity and a form of self-medication. 

My mental health services is my friends, and my parks, and the people I have 

connections with, and I give a shit about, and I care. So, most of my mapping 

consists of where my friends live in the city, and which parks I find most of my 

self-medication at, and my self-therapy, which is really just talking to other 

people about it. [sic] 

— Linguistic minority white cis man 

I’m just gonna do my own thing. Through like meditation and reading, I can 

understand mental illness rather than try to numb it. [sic] 

— Linguistic minority white cis man 
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I got the mountain and on one side it’s just, like, where I used to party on the 

mountain, so I just wrote party. And on the way up the mountain, where it 

actually goes up, I wrote relaxing and reading and exercise. [sic] 

— Linguistic minority white cis man 

One Allophone youth talked about the importance of spirituality to him. 

I like to pray. I like the temple. Because when I have problems, or when 

someone has problems or when others have problems, I am always there. I go 

there more. I feel like it’s a place that can really appease me. [sic] 

— Linguistic minority cis man of color (allophone youth) 

4.2.5 Administrative factors 

A number of tangible factors can affect homeless youths’ ability to receive proper mental 

health care. Even after homeless youths became aware of and knew about mental health 

services they could use, the process of accessing and receiving mental health service was filled 

with its own barriers. Some such barriers identified by youths of all linguistic groups included 

requirements for referrals, IDs or medical insurance, and extended wait-times. Some places 

required referrals for youths to receive mental health services. 

I recommend you go get your referral from the [Governmental first-line health 

and social service] before. // You need a referral from an organization. [sic] 

— Linguistic majority white cis woman (translated27) 

Some participants felt they had to be arrested by police in order to get mental health 

services that properly took time to help them 

                                                       

27 Original : « Je te conseille d’aller prendre ta référence au [Service de santé et de services sociaux 
gouvernemental de première ligne] avant. // Faut que tu ailles une référence d’un organisme. » [sic] 
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It kinda sucks that you needed to receive services and that’s what you had to 

do to get them, get charged. It’s kinda sad — the system. [sic] 

— Linguistic minority white cis man 

Many services required ID or medical insurance to receive mental health services. The reality 

for homeless youths is that some may not always have proper identification on them, for a 

variety of reasons. Amongst homeless youth services, many accepted youths without proper 

identification or medical insurance, and often helped the youths through the process of 

acquiring these. 

Like at this [Governmental first-line health and social service] they take you 

without a medical card, but you know, you go to another [Governmental first-

line health and social service] they may not necessarily serve you without a 

card. [sic] 

— Linguistic minority white cis man 

Another important barrier seemed to be around wait times associated with accessing mental 

health services. Wait times took different forms, from being on a waiting list before receiving 

any form of help to waiting in person for a walk-in service. One participant mentioned having 

received an evaluation within 72-hours of her first request for help. After this evaluation, it was 

established her demand could wait and it took long before she received any follow-up service. 

However, she identified this practice of having received an initial assessment of her needs as 

helpful: 
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There was wait. I had to wait a year and a half to connect directly with the 

[Governmental first-line health and social service], simply to get access to a 

follow-up and regular care. Yes, but she did give me a first meeting really 

quickly, to establish my needs. When she saw that it wasn’t really urgent, she 

gave me a longer wait time, but the first evaluation was done in 72 hours. [sic] 

— Linguistic majority white cis man (translated28) 

4.3 Community maps 

4.3.1 Individual maps 

The individual maps created by the youths took on a lot of different perspectives and 

aesthetics. Some of the youths chose to highlight a few services and indicate different spots in 

the city that relate to their lives (Figure 6). Others preferred to write-out information about the 

services they wanted to discuss (Figure 7). Some of the youths simply highlighted various points 

of the city without communicating their importance or used the map to see which areas of the 

city they knew (Figure 8). Some participants also chose to keep their individual maps blank: 

they took the time to think of services that they shared during the discussion. Individual maps 

were not analysed individually: information from these maps were combined with the group 

maps for analysis. I chose to present them here as data from the study and as an introduction 

to the group maps presented in the following section. 

                                                       

28 Original : « Y’a eu de l’attente je te dirais. Y’a eu un an et demi d’attente pour me connecter avec justement le 
[Service de santé et de services sociaux gouvernemental de première ligne], juste pour avoir accès à un suivi. Oui 
elle m’a fait une première rencontre d’évaluation rapidement, pour établir les besoins. Quand elle a vu c’était pas 
justement urgent, elle a mis le temps d’Attente un petit peu plus long. Mais la première évaluation s’est faite dans 
les 72hrs. » [sic] 
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Figure 6 – Examples of individual maps with personal experiences 
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Figure 7 – Examples of individual maps with information about services 
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Figure 8 – Examples of individual maps with no details 

 

4.3.2 Group maps 

Looking at the differences between the linguistic minority (Figure 9) and the linguistic 

majority (Figure 10) maps, we notice right away that the linguistic majority map identifies a lot 

more services around the city. The linguistic majority map reflects more diversity in the 

services. Both maps show a high concentration of services in the same area, where most of the 

RIPAJ services are located. 

Interestingly, regarding services outside of the high-concentration area, the further-away 

services identified by the linguistic majority youths tend to be services for underage youths or 

services they used during their teenage years that they know about. Linguistic majority youths 

also identified a number of services extending North-East of the high-concentration area, which 

is a typically francophone (linguistic majority) area. This sector of the city has been typically 

associated with poverty, unemployment, and organized crimes (Montréal en statistiques, 

2018). The high-concentration area identified by the youths is comprised within this sector. 

The linguistic minority youths have identified further away hospitals that happen to be 

hospitals affiliated with the local English-speaking university hospitals (minority language). 

Travelling to the hospitals from the high-concentration area requires public transport tickets 
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and may not be doable regularly by the youths. The maps show that linguistic minority youths 

are constrained to the high-concentration area to obtain basic needs services. 

Another striking difference is the fact that the linguistic majority map reports a greater 

variety of services. The types of services only brought up by the linguistic majority are: 

employment services, storage and postal services, and LGBTQ+ services. Conversely, the 

linguistic minority group identified more hospitals than the linguistic majority group. 
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Figure 9 – Map of services identified by linguistic minority youths 
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Figure 10 – Map of services identified by linguistic majority youths 
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Figure 11 – Combined map showing the differences between the linguistic groups 
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CHAPTER 5 – DISCUSSION 

The main goal of this study was to highlight the differences in experiences of access to 

mental health services among homeless youths of two distinct linguistic groups. To our 

knowledge, this study is the first to address how linguistic minorities, within the homeless 

youth population, experience access to mental health services. As such, we will discuss findings 

that reflect the needs of the general homeless youth population (regardless of their linguistic 

group), through factors related to youths’ perception of the services and factors related to the 

structure of the services, and finally we will give specific attention to the needs and realities of 

linguistic minority youths. 

5.1 Perception of services 

Many themes brought up by the youths during the discussion groups referred to their 

perception of the services. One of the main findings is that homeless youths prefer homeless 

youth services as they provide an increased sense of safety (compared to adult homeless 

services) and social capital and decreased feelings of stigmatization (compared to general 

population services). This is important as homeless youths have previously reported issues with 

how they were treated within mental health and allied services (Collins & Barker, 2009; 

Darbyshire et al., 2006). 

According to the youth narratives, equally important to them is the care provided to them in 

services. Services are valued positively if care was provided in a personalized manner with non-

judgment. This is in keeping with previous studies that have identified the importance of a non-

judgmental and empathic approach to care, especially for the homeless youth population 

(Collins & Barker, 2009; Darbyshire et al., 2006). This need for personalized care is not specific 

to homeless youths as other youths and adults report such a preference for mental health care 

approaches (Garcia et al., 2007; Noble & Douglas, 2004). We are not able to state whether this 

need is more prominent for homeless youths. However, homeless youths are likely to perceive 

additional benefits from such an approach as they present complex and diverse 



 76 © Camille Arbaud, 2020 

autobiographical stories and profiles, often involving multiple traumatic experiences (Gaetz et 

al., 2016). In that regard, trauma-informed care provides a relevant strategy to personalized 

care, by avoiding experiences with services that may trigger or repeat past trauma (K. Hopper 

et al., 2010; Tomlinson & Klendo, 2012). Participants in this study furthered that importance by 

highlighting how homeless youth-specific services were more likely to provide personalized and 

non-judgmental care. However, participants also clarified that some of these services, or 

workers within the services, still do not provide such care; there is certainly still room for 

growth. 

5.2 Structure of the services 

Amongst the themes brought up by youths, many addressed structural aspects of services. 

One central theme identified across linguistic groups was the idea of co-locating and integrating 

services. Youths found it easier to receive the help they required when they were familiar with 

the space in which the mental health service was held, because they would use, at first, that 

service to meet their basic needs (e.g., food, shelter). This is even more important considering 

the many barriers that linguistic minority youths can face. When linguistic minority youths 

talked about youth services, they focused on already co-located services. It is possible that 

having been able to by-pass the language barrier within a service, and knowing that you will be 

able to communicate there, increases the chance that the youths will seek further services in 

this location, rather than taking their chance with a new service. Previous studies had identified 

that integrated services worked best for ethnic and linguistic minorities when they were aware 

of and adapted to the needs of these minorities (Kirmayer et al., 2007; Sadavoy et al., 2004). 

As demonstrated in previous literature, homeless youths’ preference is to have co-located 

and integrated services (Pedersen et al., 2016). Youths receiving services in drop-in centers 

were more likely to seek out further services in the same location (Pedersen et al., 2016) and 

were more likely to receive appropriate referrals (Kozloff et al., 2013). Similarly, other articles 

have mentioned barriers, for homeless youths, in access to mental health services due to lack 

of coordination between services: an issue easily addressed by offering multiple services under 

one management (Aviles & Helfrich, 2004; Darbyshire et al., 2006) or within a network 
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(Morisseau-Guillot et al., 2020). In the general youth population, there is a growing interest for 

the implementation of integrated care services to address mental health care needs in the 

youths population (Hetrick et al., 2017), with studies showing that youths desire services that 

offer a diverse range of support and opportunities (Garcia et al., 2007). In recent years, there 

has been a number of Canadian initiatives to implement integrated youth services (Halsall et al., 

2019), representing a shift in the understanding of youths’ needs and the decisions to address 

them. Specifically in Quebec, Aire Ouverte is a growing initiative offering a network of 

integrated youth services (Gouvernement du Québec, 2020; Graham Boeckh Foundation, 

2019). 

We cannot address the importance of co-locating and integrating services without 

addressing the separation of mental health and addiction services. Research has long reported 

problems with this separation and showed that integration of those two services provides 

better outcomes to the patients (Drake et al., 1998, 2004; Drake & Wallach, 2000; Settipani et 

al., 2019). In the homeless youths population, co-occurring SUDs and mental health disorders 

are very prevalent (Slesnick & Prestopnik, 2005). Individuals presenting with comorbid 

diagnoses are often sent back and forth between services to treat the SUDs and mental health 

disorders separately (Centre for Addiction and Mental Health & Rush, 2002). Although some 

youths from the present study have reported this experience, presently and in the past, there 

are services within RIPAJ that provide hand-in-hand specialized mental health services and 

addiction services (Morisseau-Guillot et al., 2020). 

Another finding on structural aspects of the services addresses how youths learn about 

services. A lack of proper advertising of the services has been reported previously (Darbyshire 

et al., 2006) and emerged again in our study. Homeless youths rely on alternatives means of 

finding out about services, mostly through forms of networking in the streets. Homeless youths 

were adamant that the websites used by the various homeless youth services seemed to be 

built for donators and not to inform homeless youths about the services. With the current 

generation, homeless youths have more access to the internet and information than ever, and 

it seems the homeless youth services have not adapted to this reality. Previous studies have 
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shown that youths turn to the internet to seek mental health information (Clarke et al., 2015; 

Dooley & Fitzgerald, 2012; Gould et al., 2002). Having information targeted at homeless youths 

on the internet could help many of them bypass a fear of the unknown and avoid the cost of 

travelling for information before coming to the services. With that in mind, some organizations 

have started posting short introduction video on their websites (e.g.: La Maison Tangente) . It 

could also significantly help youths who first step in the streets and, most likely, do not have 

enough homeless social networks to learn of the services available to them. Needless to say, 

receiving proper services sooner could help many of them find ways out of homelessness 

quicker. 

The usual administrative barriers reported in the literature were again brought up in our 

study: needs for proper legal identification for the youths, cost of services or transportation, 

and wait times (Aviles & Helfrich, 2004; Barker et al., 2015; Black et al., 2018; Busen & 

Engebretson, 2008; Darbyshire et al., 2006; Edidin et al., 2012). These are meaningful barriers, 

nonetheless, as homeless youths need to prioritize their basic needs, food or shelter, and may 

not have time or resources to bypass these (Morisseau-Guillot et al., 2020). Some organizations 

provide public transport tickets to homeless youths to ensure they can receive the services they 

require. Some homeless youths are on welfare and are therefore able to get reimbursed for 

transportation for medical services (Règlement sur l’aide aux personnes et aux familles, 2006). 

However, the process of getting reimbursed can be difficult for some or too long to manage a 

budget. Other homeless youths end up using public transports without paying which results in a 

significant accumulation of fines, which they are unable to pay (Bellot & Sylvestre, 2017; 

Chesnay et al., 2013). A simple solution to transportation barriers which would cover all 

homeless youths is warranted. 

5.3 Linguistic minority youth 

An interesting perspective to take on the results is to look at topics that were mainly brought 

up by linguistic minority youths. Informal strategies for mental health care were discussed by 

linguistic minority youths only. This may be due to a complexity of factors and possibilities. For 

one, it is possible that linguistic minority youths simply did not access or know many services 
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and therefore are more likely to rely mainly or only on informal alternative self-help strategies 

or it is possible that they resorted to talking about informal strategies for mental health care as 

a way of still addressing the questions asked. Previous research has shown that ethnic 

minorities and immigrants tend to believe in and use alternative therapies such as music, 

spirituality, family support and staying busy (Thomson et al., 2015). Sociodemographic data of 

the participants of the linguistic minority group suggests that fewer linguistic minority youths in 

our sample used homeless shelters compared to the other homeless youths (n=3 vs. n=5) and 

more of them slept in the streets (n=5 vs. n=2). This suggests that those youths in our sample 

may present very different profiles that impact their ability or willingness to use formal mental 

health services, therefore possibly representing only one side of the spectrum. Indeed, those 

who reported informal self-help mental health strategies were often travellers – homeless 

youths who travel across Canada and/or the U.S.A. In many ways, this could impact their 

relationship to mental health services if they do not necessarily stay in one place for long 

enough. They seemed to show survival and self-agency centered perspectives on life, which 

could lead to self-care practices regarding mental health. Those same participants also talked 

about problematic and harmful past experiences with psychiatric care, which could also explain 

their tendency towards informal mental health strategies and even avoidance of psychiatric or 

mental health services. 

Only linguistic minority youths talked about adult-oriented services and the difficulties they 

experienced there. One explanation is that, because linguistic minority youths have access to 

fewer services specifically for homeless youths because they cannot communicate in French 

(the main language spoken in homeless youth services), they are often obligated to use adult 

homeless services. In the latter, most services are offered in both English and French, since 

most of these adult homeless organisations stem from the Montreal Anglophone community. 

However, youths do not feel comfortable and safe in these services, in part because they are 

exposed to older men. Although, it is possible that youths in the linguistic majority had so many 

youth-specific services to choose from that they never had to go to adult services, it is also 

possible that they did not address their experiences with this kind of services because these 
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were only marginally used by them. Interestingly, these adult-oriented services were only 

mentioned in the discussion groups and did not appear on the maps. 

Findings related to the distance of psychiatric services in hospitals for the linguistic minority 

youths may be very specific to Montreal, a city where hospitals exist in the two official 

languages. However, this reality still ties in with the accumulating number of barriers 

experienced by minorities in the homeless youth population. If an individual’s psychiatric 

service is far away, they may not have the financial means to access their hospital or the 

services that address their other needs. Similarly, they spend a significant amount of time in 

transport to receive mental health services, in a city where such services are accessible through 

the public system and supposed to be available within one’s neighbourhood. In Quebec, 

English-speakers are entitled to receive health and social services in English (minority language) 

through designated establishments within a region, taking into account the organizational 

structure and human, material, and financial resources of the institutions (Loi sur les services de 

santé et les services sociaux, 1991). Certain linguistic majority hospitals are mandated with 

offering their services in the minority language as well (Loi sur les services de santé et les 

services sociaux, 1991). However, due to negative experiences with linguistic majority hospitals, 

youths seem more likely to reach out for care at hospitals associated with their linguistic 

preferences. 

Also, youths may not be aware that a number of linguistic majority hospitals in the city are 

mandated to provide services in English, as they may not even be aware of the laws 

surrounding that topic. For example, one anglophone youth in particular kept saying “Law 101” 

(referring to Bill 101, known as Loi 101 in French) to explain the group’s frustration with the 

lack of English service in the health care system. Bill 101 confirms French as Quebec’s official 

language and requires all parapublic institutions and all businesses to mainly communicate in 

French to Quebec’s citizens (Charte de la langue française, 1977). In practice, Bill 101, la Charte 

de la langue française (Charte de la langue française, 1977), and the Act respecting health 

services and social services, mentioned earlier (Loi sur les services de santé et les services 

sociaux, 1991), work conjointly as using French as the main language of communication does 
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not prevent an institution from offering services in English, or being mandated to do so. 

Homeless youths often have lower educational achievements than other youths which makes 

them less likely to be familiar with their legal and housing rights (Busen & Engebretson, 2008; 

Edidin et al., 2012). In the same vein, they are less likely to know of community resources than 

could help them advocate for those rights (Busen & Engebretson, 2008; Edidin et al., 2012). 

When unable to find linguistic minority services, linguistic minority homeless youths relied 

on workers within the services that were able to speak the minority language. Previous 

statements in Quebec have commented on the importance of adapting front-line services to 

the cultural and linguistic diversity in the province (Vissandjee et al., 2005). Studies have shown 

that significant miscommunication can occur when health care providers cannot properly 

communicate with linguistic minorities (Brisset et al., 2014; Leanza et al., 2013). Bilingual 

workers often played a vital role in breaking down future linguistic barriers by referring youths 

directly to other services. 

Sociodemographic data for linguistic minority youths showed that linguistic minority youths 

in our sample were more likely to identify with a visible minority group (n=4 vs. n=1). Linguistic 

minority youths are already experiencing barriers to mental health care due to the language 

barrier. They are more likely to be part of a visible minority and therefore experience further 

barriers. In immigrant populations, barriers related to the uptake of mental health services 

included a lack of awareness about mental health issues and services available, and cultural 

barriers such as expectations about the relationship between the mental health practitioner 

and the patient, stigma about mental illness, reluctance to seek outside health, gender roles, 

and a belief in alternate practices (Thomson et al., 2015). A review of mental health help-

seeking behavior amongst African American youths identified provider mistrust, amongst 

others, as a barrier, stemming from negative past experiences with treatment and research, 

and more particularly cultural mistrust due to feeling that white professionals could not 

understand their realities (Planey et al., 2019). 

The linguistic minority group included anglophones, who speak one of the Canadian official 

languages but not Quebec’s official language, and allophones, who do not fluently speak either 
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of the Canadian official languages. We originally intended on highlighting differences between 

these two subgroups of the linguistic minority group. However, recruiting allophones proved 

difficult as the participants still needed to be able to communicate in English or in French 

fluently enough to take part in the study. As a result, no clear distinction could be extracted 

from the data. Also, participants were recruited within the services. It is therefore highly 

probable that allophone youths could not be recruited in significant numbers because they do 

not access the services in the first place. Indeed, many studies have identified that not speaking 

French or English represents a barrier in access to mental health services for immigrant 

populations or results in underuse of the services (Thomson et al., 2015). Similarly, Canadian 

studies have found that francophones in English-speaking provinces, in the linguistic minority, 

experience similar barriers to access to health care as allophones (Ngwakongnwi et al., 2012). 

There are no studies that we could find that compare the experiences of individuals in the 

linguistic minority who speak an official language with allophones. 

5.4 Unexpected findings 

It is interesting to notice that youths seemed to consider all services similarly without 

categorizing them, seemingly finding no differences in their experiences of access to services 

whether the service was specifically for mental health issues or not. It is possible that this 

emerging finding is linked to youths’ preference for integrated and centralized services or 

because they consider responding to their basic needs as a necessary first step towards 

bettering their mental health, or that they consider their mental health needs and their basics 

needs on the same level. When we think of the multiplying levels of marginalization found 

within this community of individuals facing homelessness, with higher proportions of LGBTQ+ 

youths, youths of colour, and Indigenous youths than the general population, it is absolutely 

primordial that doors to access be integrated, which could imply having multiple services under 

the same roof or having strong collaboration and partnership between various services within a 

network (Abdel‐Baki et al., 2019). Rather than having hundreds of doors that may all lead to 

different types of access, one would want a few doors that open easily to all communities, 

behind which one would find hallways and pathways towards various services. 
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In a multicultural, multilingual city such as Montreal, homeless youths can present multiple 

marginalizing characteristics. The different barriers and needs regarding access to health care 

experienced by different groups of marginalized youths are well-reported in the literature 

(Robards et al., 2018) and are similar to the ones reported here for mental health services. For 

example, refugee and vulnerable migrant youths talk about language barriers, needs for 

cultural sensitivity and the complexity of the health system (Robards et al., 2018). Similarly, 

Indigenous youths discuss a need for cultural sensitivity and improving knowledge of how the 

services work and how to access them (Robards et al., 2018). Youths in the LGBTQ+ community 

mention discrimination by professionals and systems and lack of professionals’ knowledge 

(Robards et al., 2018). Such factors create additional barriers to care for homeless youths 

already experiencing barriers due to homelessness. 

5.5 Critical reflection 

We propose to present the strengths and weaknesses of this study through a critical 

reflection on the procedure taken, including comments on working with homeless youths and a 

reflexive analysis of the researcher’s profiles. Multiple aspects of researchers can have an 

impact on the data: gender, race, affiliation, age, sexual orientation, immigration status, 

personal experiences, linguistic tradition, beliefs, biases, preferences, theoretical, political and 

ideological stances, and emotional responses to participants (Berger, 2015). In this study, 

familiarity with the homeless, and specifically the homeless youths, population is another 

important aspect. We will discuss the specific profiles of each person involved in the 

recruitment, the data collection, and the analysis. 

The choice to use an arts-based qualitative methodology proved to be a strength to this 

study in many ways. Youths were clearly enthusiastic about participating in an artistic activity. 

Unstructured discussions allowed the participants to bring up new perspectives on their access 

to mental health services. A strong example for that is the emergence of a theme around 

informal strategies for mental health care. This theme was furthered facilitated by the 

community mapping method: engaging with city maps encourage the youths to consider 

various locations in the city associated with their mental health (Amsden & VanWynsberghe, 
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2005; Ensign & Gittelsohn, 1998). Unsurprisingly, parks are easier to see and think about when 

looking at a map; others have reported the use of community mapping in the awareness and 

implementation of green spaces (Lydon, 2003). 

Participant recruitment had to be adaptive on multiple levels. Working with homeless 

youths, participants were unlikely to commit to the research activity too ahead of time. Most of 

the recruitment ended up taking place during lunch hour at one of the RIPAJ organizations, with 

the research activity starting shortly after lunch. Researchers therefore had to be ready for 

unreliable attendance and unpredictable group size. Discussion groups’ size ranged from 2 to 9 

participants. We had originally planned for groups of 6 to 8 participants. In the facilitator’s 

opinion, groups of about 5-6 participants were ideal. Despite the unpredictability, it is a major 

strength of this study that we were able to recruit participants with diverse profiles, as well as a 

representative sample of each linguistic group. 

One limitation of this study is that participants were recruited within the services of the 

RIPAJ network only. All participants were therefore able to enter at least one service within the 

network and there is a possibility that some homeless youths never enter outreach services in 

Montreal, as has been reported previously in the USA (Kort-Butler & Tyler, 2012). In our results, 

we highlighted that participants felt that the services were concentrated in one area of the city, 

where most of the RIPAJ services are located. Although this could suggest that the youths only 

know about RIPAJ services, youths also identified services not associated with RIPAJ. Services 

for the homeless population in Montreal are also generally concentrated in that area. 

I, as the main recruiter and facilitator for this study, was 25-years old at the time of the 

study, which puts me within the same age range as the participants. I strongly suspected that 

my age and general appearance had an impact on recruitment and data collection by making 

some participants feel like they were talking to a peer or a familiar person; workers from the 

RIPAJ organizations have previously mistaken me for a youth using the service, and youths have 

previously mistaken me for a youth worker. This most likely had a facilitating impact on 

recruitment. However, my personal situation (completing a master’s degree, being housed, 

etc.) compared to the youths’, despite our similar age could potentially have created a difficult 
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atmosphere during data collection although it did not seem to be the case, by exposing 

differences between us. It is hard to assess the profile of all parties involved in the recruitment. 

Multiple posters and pamphlets were made available and some workers in the RIPAJ 

organizations told youths about our study. In-person recruitment involved an undergraduate 

female volunteer (of the same age range) and myself. The undergraduate volunteer was 

unfamiliar with RIPAJ organizations at the time. However, she did not appear out of place and 

worked along my side the whole time. It is fair to say that most individuals involved in the 

recruitment process were familiar to the youths or had no conceivable impact on youths’ 

willingness to participate. 

The data collection took place in June and September 2018 in Montreal, Canada in one of 

the RIPAJ organizations. This was a facilitator to data collection and also a limitation. The space 

chosen was easier because the youths were already familiar with the organization. However, 

the participants may be biased for youths who already had good opinions of this specific 

organization, or youths may not have felt as comfortable sharing negative feedback about this 

organization while being in the space. The facilitators made sure to clarify that they were not 

directly involved with the organization and that any comments would be reported anonymously 

and as part of research dissemination only. 

The discussion groups were non-structured, although the facilitators had access to a 

question guide to facilitate a conversational flow and to make sure the different topics were 

covered, if required. The general ideas behind the potential questions were consistently 

addressed without needing to refer directly to the set of questions. Intersectional factors, such 

as LGBTQ+ identity, gender, and race, were not probed by the facilitators and were only 

addressed if they were brought up by the youths. Although this is in line with the study goals, it 

did limit our ability to understand how a variety of social constructs come together in relation 

to access to mental health services. 

All three facilitators involved in data collection were female. Although, the researchers 

involved in this project do not believe that gender had an impact on participants’ ability to 

share during the discussion, one male participant did express issues interacting with female 
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employees in an organization. It’s our belief that his ability to communicate this issue during 

the discussion is an indicator that the female facilitators were not negatively impacting his 

participation. All facilitators speak English with various degrees of accents, as it is their second 

language and some youths have shared it made it hard to follow in one group, however when 

this happened, the other facilitator attempted to rephrase or re-engage the youths in the 

conversation. All facilitators were white; it is possible that this limited the disclosure of 

experiences related to racism, especially in a group setting where, to minority youths, not all 

participants may have felt safe. Previous research has shown that similar racial identity 

between the participants and the facilitators played a role in the participants’ disclosure (Chiu 

& Knight, 1999). Racism was raised as a discussion point in a group where more than one 

participant identified as a person of colour. Similarly, LGBTQ+ participants may not have felt 

comfortable in the group setting as no facilitator disclosed their identity/orientation, opting 

instead to show knowledge and acceptance. It is interesting to point out that the main issues 

raised about the LGBTQ+ experience happened in one discussion group where two participants 

knew each other from a LBGTQ+ friendly gathering in one of the organizations. 

At various steps of data analysis, up to four researchers were involved. All researchers had 

some level of proficiency in both English and French. All researchers had input at all levels of 

the data analysis process. Most discussions on the data analysis involved at least three of the 

researchers. It is our belief that any potential biases were remedied by the group exchanges. 

5.6 Implications and recommendations 

Results from this study have important implications for future practice in mental health care 

for homeless youths. The importance of homeless youth-specific services, such as those in the 

RIPAJ network (Abdel‐Baki et al., 2019), is evident. Similarly, there is a need for improved 

knowledge on the needs of racialized and LGBTQ+ homeless youths. This highlights necessity to 

fund and grow mental health services that address the specific needs of marginalized 

populations. 
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The idea of co-locating services for youths requires a lot of resources for any one 

organization. However, establishing networks and strong partnerships between varied services 

would already address a significant portion of the issue with delayed referrals and access to 

mental health services. Our findings add to the literature that has previously shown that a lack 

of coordination between services, resulting in referrals, creates frustration in homeless youths 

due to time and transport logistics but also to having to repeat their stories (Darbyshire et al., 

2006). This is even more important for linguistic minorities who seem to rely on referral by 

youth workers to access services that appear to have linguistic barriers. 

While this study looked at the differences between homeless youths in the linguistic 

majority and ones in the linguistic minority, we were not able to extract differences within the 

linguistic minority group (Anglophones and Allophones). This is mostly due to the fact that 

Allophones still needed to speak English at a conversational level to participate in this study, 

which means they could at least discuss general services. It would be interesting to understand 

how Allophones with lower fluency levels in an official language experience access to mental 

health services. 

Previous research has shown a high proportion of Indigenous youths (30.6%) amongst the 

homeless youth population (Gaetz et al., 2014). The few Indigenous youths in our sample did 

not address the impact of their Indigenous identity on their access to mental health services. 

Our research did show that multiple aspects of the youths’ identities impact youths’ 

experiences and it is likely that Indigenous identity plays a significant role. Our research team 

attempted to recruit more Indigenous perspectives. However, after discussion with members of 

the RIPAJ network, it seems the services do not receive visits from the expected proportion of 

Indigenous youths. It is unclear where the Indigenous youths are going or why they do not use 

the RIPAJ services. Further research is required to explore the realities of Indigenous homeless 

youths accessing mental health services. 

On a similar note, it would be valuable to understand the specific needs of other minorities 

when it comes to accessing mental health services. Although this study did extract some 

realities specific to LGBTQ+ and racialized youths, the proportion of participants who identified 
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with these communities was lower than reported in the literature; our primary goal was to 

recruit for linguistic differences. The few findings on other minorities suggest there may be 

more to unveil. 

This study highlighted the reality that different youths have different needs. In practice, it 

would be complex for any organisation or project to completely and thoroughly discover and 

understand the different needs experienced by the youths. We strongly suggest that future 

initiatives and changes in youth mental health make sure to learn from each other. 

Participants seemed to rely on self-agency and a form of social networking/barter system in 

the streets to meet their basic needs and gather information about services. The tendency for 

homeless youths to rely on peers to learn about services for their basic needs has been 

previously reported (Pedersen et al., 2016). This suggests that peer support workers could 

partly respond to that need. Indeed, some peer workers are involved in RIPAJ in some 

organisations with one of them, fully dedicated to peer support (GIAP). Previous research has 

shown that having a social network familiar with mental health services increases a person’s 

likelihood to use mental health services (Vogel et al., 2007). Interestingly, ethnic minorities 

have been shown to be more likely to be referred to mental health services through lay referral 

sources such as family or friends (Akutsu et al., 1996). It would be beneficial to understand how 

the social networking/barter process takes place for homeless youths as it could inform future 

attempts in reaching out to youths in the streets. 

To improve access to mental health services for linguistic minority homeless youths, the 

youths mentioned the importance of documentation/paperwork being available in their 

language and the key role that a youth worker able to speak their language could play. 

Interpretation services are often available within the health care system (Dowbor et al., 2015). 

It could be relevant to consider the feasibility of interpretation services within homeless youth 

organisations, taken into account the cost and the degree of integration required. For 

interpretation services to be meaningful in this setting, they would most likely need to be 

present as soon as the youth comes in contact with the service, as they are unlikely to express 

mental health needs to youth workers they cannot speak to. To mitigate the cost of 



 89 © Camille Arbaud, 2020 

interpretation services, some institutions have turned to telephone interpretation with positive 

outcomes (Dowbor et al., 2015). However, other studies report a preference for in-person 

interpretation services (Ngwakongnwi et al., 2012). Health care providers sometimes fail to 

recognize the value of interpretation services (Dowbor et al., 2015): in one example preferring 

to find a worker able to rudimentarily translate instead of providing proper translation 

(Ngwakongnwi et al., 2012). Issues brought up by health care providers include timeliness of 

access to an interpreter and the extended time required for a clinical interview with an 

interpreter (Dowbor et al., 2015; Mayo et al., 2016). 

 In order for youths to come in contact with the services, all documentations should be 

translated, that includes physical and digital documentation. Youths are unlikely to reach out to 

a service with a website in a language they do not understand. In fact, many of the RIPAJ’s 

websites are not available in English (linguistic minority). It is unclear why as one-time 

translation services are relatively accessible in a multicultural city. 

Similarly, as noted in one of the participant’s quotes, youths do not seem to differentiate 

between social workers and youth workers who may not be social workers. This suggests that 

youths do not have a working understanding of the different professions of the persons who 

work within the community organisations and the governmental health and social services and 

the roles they can play to help each individual considering their expertise. A deeper 

understanding of the differences may help youths make more informed decisions when 

choosing where to seek help with their mental health, by choosing forms of help more suited to 

their needs. 
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CHAPTER 6 – CONCLUSION 

This study updated and deepened current knowledge on access to mental health services by 

highlighting unreported issues in the literature, such as the experiences of linguistic minorities 

within the homeless youth population. Specifically, we found that linguistic minorities seem to 

rely more often on services for the general adult homeless population and services which were 

further away from their core services; thereby, using services that did not match the 

preferences expressed by homeless youths in general. Concurrently, linguistic minority youths 

were more likely to use informal mental health strategies. 

Building on previous knowledge regarding the needs of homeless youths when accessing any 

type of services, integrated services that allow for prompt and informed referrals to mental 

health services are even more important for linguistic minority youths who experience 

linguistic, and other, barriers when accessing front-end services. An increasingly globalized 

world is likely to increase the numbers of homeless youths with low fluency in official 

languages. Initiatives to improve homeless youths’ access to mental health services need to 

consider the needs of linguistic minority youths in order to implement integrated services that 

work for all youths. 

In general, homeless youths expressed needing homeless youth-oriented services that were 

both co-located, by catering to their basic needs and offering a variety of services, and 

integrated with other services, by offering timely referrals and diminishing wait times when 

youths required more specific interventions for their mental health. In addition, homeless 

youths expressed individual needs in their preferences within services. Those individual needs 

were linked to specific minority communities, such as LGBTQ+ youths, racialized youths, and 

linguistic minority youths. They were also linked to youths’ individual personalities and 

preferences relating to worker’s approaches. A very clear conclusion from this study is that 

different youths have different needs. It is primordial for any service to take the time to 

understand the youths as an individual and understand the specific needs of minority groups. 
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There is indeed a tremendous amount of field knowledge on the needs of specific youths; 

knowledge that was slowly gathered by youth workers and initiatives around the world. New 

initiatives to improve homeless youths’ access to mental health services are growing and would 

benefit significantly from field knowledge, allowing them to implement minority-adapted 

approaches. 





 93 © Camille Arbaud, 2020 

REFERENCES 

Abdel‐Baki, A., Aubin, D., Morisseau‐Guillot, R., Lal, S., Dupont, M.-È., Bauco, P., Shah, J. L., 

Joober, R., Boksa, P., Malla, A., & Iyer, S. N. (2019). Improving mental health services for 

homeless youth in downtown Montreal, Canada: Partnership between a local network 

and ACCESS Esprits ouverts (Open Minds), a National Services Transformation Research 

Initiative. Early Intervention in Psychiatry, 13(S1), 20–28. 

https://doi.org/10.1111/eip.12814 

ACCESS Open Minds. (2017). Community Mapping Guide: Conducting community mapping 

within the ACCESS Open Minds framework of youth mental health care. 

https://accessopenminds.ca/resources/ 

Ahmad, F., Jhajj, A. K., Stewart, D. E., Burghardt, M., & Bierman, A. S. (2014). Single item 

measures of self-rated mental health: A scoping review. BMC Health Services Research, 

14(1), 398. https://doi.org/10.1186/1472-6963-14-398 

Aichhorn, W., Santeler, S., Stelzig-Schöler, R., Kemmler, G., Steinmayr-Gensluckner, M., & 

Hinterhuber, H. (2008). [Prevalence of psychiatric disorders among homeless 

adolescents]. Neuropsychiatrie: Klinik, Diagnostik, Therapie Und Rehabilitation: Organ 

Der Gesellschaft Osterreichischer Nervenarzte Und Psychiater, 22(3), 180–188. 

Akutsu, P. D., Snowden, L. R., & Organista, K. C. (1996). Referral patterns in ethnic-specific and 

mainstream programs for ethnic minorities and Whites. Journal of Counseling 

Psychology, 43(1), 56–64. https://doi.org/10.1037/0022-0167.43.1.56 

Amsden, J., & VanWynsberghe, R. (2005). Community mapping as a research tool with youth. 

Action Research, 3(4), 357–381. https://doi.org/10.1177/1476750305058487 

Aviles, A., & Helfrich, C. (2004). Life Skill Service Needs: Perspectives of Homeless Youth. Journal 

of Youth and Adolescence, 33(4), 331–338. 

https://doi.org/10.1023/B:JOYO.0000032641.82942.22 



 94 © Camille Arbaud, 2020 

Ballinger, S., Brouillard, M., Ahooja, A., Kircher, R., Polka, L., & Byers-Heinlein, K. (2020). 

Intersections of official and family language policy in Quebec. Journal of Multilingual 

and Multicultural Development, 0(0), 1–15. 

https://doi.org/10.1080/01434632.2020.1752699 

Barker, B., Kerr, T., Nguyen, P., Wood, E., & DeBeck, K. (2015). Barriers to health and social 

services for street-involved youth in a Canadian setting. Journal of Public Health Policy, 

36(3), 350–363. https://doi.org/10.1057/jphp.2015.8 

Baum, F., MacDougall, C., & Smith, D. (2006). Participatory action research. Journal of 

Epidemiology and Community Health, 60(10), 854–857. 

https://doi.org/10.1136/jech.2004.028662 

Bellot, C., & Sylvestre, M.-È. (2017). La judiciarisation de l’itinérance à Montréal: Les dérives 

sécuritaires de la gestion pénale de la pauvreté. Revue générale de droit, 47, 11–44. 

https://doi.org/10.7202/1040516ar 

Berger, R. (2015). Now I see it, now I don’t: Researcher’s position and reflexivity in qualitative 

research. Qualitative Research, 15(2), 219–234. 

https://doi.org/10.1177/1468794112468475 

Black, E. B., Fedyszyn, I. E., Mildred, H., Perkin, R., Lough, R., Brann, P., & Ritter, C. (2018). 

Homeless youth: Barriers and facilitators for service referrals. Evaluation and Program 

Planning, 68, 7–12. https://doi.org/10.1016/j.evalprogplan.2018.02.009 

Boivin, J.-F., Roy, É., Haley, N., & du Fort, G. G. (2005). The Health of Street Youth. Canadian 

Journal of Public Health, 96(6), 432–437. https://doi.org/10.1007/BF03405183 

Bowen, S. (2001). Language barriers in access to health care. Health Canada Ottawa. 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 

Psychology, 3(2), 77–101. https://doi.org/10.1191/1478088706qp063oa 



 95 © Camille Arbaud, 2020 

Brisset, C., Leanza, Y., Rosenberg, E., Vissandjée, B., Kirmayer, L. J., Muckle, G., Xenocostas, S., & 

Laforce, H. (2014). Language Barriers in Mental Health Care: A Survey of Primary Care 

Practitioners. Journal of Immigrant and Minority Health, 16(6), 1238–1246. 

https://doi.org/10.1007/s10903-013-9971-9 

Busen, N. H., & Engebretson, J. C. (2008). Facilitating risk reduction among homeless and street-

involved youth. Journal of the American Academy of Nurse Practitioners, 20(11), 567–

575. https://doi.org/10.1111/j.1745-7599.2008.00358.x 

Cash, S. J., & Bridge, J. A. (2009). Epidemiology of Youth Suicide and Suicidal Behavior. Current 

Opinion in Pediatrics, 21(5), 613–619. https://doi.org/10.1097/MOP.0b013e32833063e1 

Centre for Addiction and Mental Health, & Rush, B. (2002). Best practices, concurrent mental 

health and substance use disorders. Health Canada Ottawa. 

Chandola, T., & Jenkinson, C. (2000). Validating Self-rated Health in Different Ethnic Groups. 

Ethnicity & Health, 5(2), 151–159. https://doi.org/10.1080/713667451 

Charte de la langue française, RLRQ c C-11 § c.5, a.1 (1977). 

http://www.legisquebec.gouv.qc.ca/fr/ShowDoc/cs/C-11 

Chen, A. W., Kazanjian, A., & Wong, H. (2008). Determinants of Mental Health Consultations 

Among Recent Chinese Immigrants in British Columbia, Canada: Implications for Mental 

Health Risk and Access to Services. Journal of Immigrant and Minority Health, 10(6), 

529–540. https://doi.org/10.1007/s10903-008-9143-5 

Chesnay, C. T., Bellot, C., & Sylvestre, M.-È. (2013). Taming Disorderly People One Ticket at a 

Time: The Penalization of Homelessness in Ontario and British Columbia. Canadian 

Journal of Criminology and Criminal Justice, 55(2), 161–185. 

https://doi.org/10.3138/cjccj.2011-E-46 

Chiu, L.-F., & Knight, D. (1999). How useful are focus groups for obtaining the views of minority 

groups. Developing Focus Group Research: Politics, Theory and Practice, 99–112. 



 96 © Camille Arbaud, 2020 

Christiani, A., Hudson, A. L., Nyamathi, A., Mutere, M., & Sweat, J. (2008). Attitudes of 

Homeless and Drug-Using Youth Regarding Barriers and Facilitators in Delivery of 

Quality and Culturally Sensitive Health Care. Journal of Child and Adolescent Psychiatric 

Nursing, 21(3), 154–163. https://doi.org/10.1111/j.1744-6171.2008.00139.x 

Clarke, A. M., Kuosmanen, T., & Barry, M. M. (2015). A systematic review of online youth 

mental health promotion and prevention interventions. Journal of Youth and 

Adolescence, 44(1), 90–113. https://doi.org/10.1007/s10964-014-0165-0 

Collins, P. (2015). Intersectionality’s Definitional Dilemmas. Annual Review of Sociology, 41(1), 

1–20. https://doi.org/10.1146/annurev-soc-073014-112142 

Collins, P., & Barker, C. (2009). Psychological Help-Seeking in Homeless Adolescents. 

International Journal of Social Psychiatry, 55(4), 372–384. 

https://doi.org/10.1177/0020764008094430 

Crampton, J. W., & Krygier, J. (2018). An Introduction to Critical Cartography. 

http://beu.extension.unicen.edu.ar/xmlui/handle/123456789/359 

Crenshaw, K. (1989). Demarginalizing the Intersection of Race and Sex: A Black Feminist Critique 

of Antidiscrimination Doctrine, Feminist Theory and Antiracist Politics. University of 

Chicago Legal Forum, 1989, 139–168. 

Creswell, J. W., & Poth, C. N. (2016). Qualitative Inquiry and Research Design: Choosing Among 

Five Approaches. SAGE Publications. 

Darbyshire, P., Muir‐Cochrane, E., Fereday, J., Jureidini, J., & Drummond, A. (2006). Engagement 

with health and social care services: Perceptions of homeless young people with mental 

health problems. Health & Social Care in the Community, 14(6), 553–562. 

https://doi.org/10.1111/j.1365-2524.2006.00643.x 



 97 © Camille Arbaud, 2020 

David, R., & Rhee, M. (1998). The impact of language as a barrier to effective health care in an 

underserved urban Hispanic community. The Mount Sinai Journal of Medicine, New 

York, 65(5–6), 393–397. 

Desai, R. A., Liu-Mares, W., Dausey, D. J., & Rosenheck, R. A. (2003). Suicidal Ideation and 

Suicide Attempts in a Sample of Homeless People with Mental Illness. The Journal of 

Nervous and Mental Disease, 191(6), 365–371. 

Dooley, B. A., & Fitzgerald, A. (2012). My World Survey: National Study of Youth Mental Health 

in Ireland [Technical Report]. Headstrong and UCD School of Psychology. 

https://researchrepository.ucd.ie/handle/10197/4286 

Dowbor, T., Zerger, S., Pedersen, C., Devotta, K., Solomon, R., Dobbin, K., & O’Campo, P. (2015). 

Shrinking the language accessibility gap: A mixed methods evaluation of telephone 

interpretation services in a large, diverse urban health care system. International Journal 

for Equity in Health, 14(1), 83. https://doi.org/10.1186/s12939-015-0212-9 

Drake, R. E., Mercer-McFadden, C., Mueser, K., McHugo, G., & Bond, G. (1998). Review of 

integrated mental health and substance abuse treatment for patients with dual 

disorders. Schizophrenia Bulletin. 

https://doi.org/10.1093/OXFORDJOURNALS.SCHBUL.A033351 

Drake, R. E., Mueser, K. T., Brunette, M. F., & McHugo, G. J. (2004). A Review of Treatments for 

People with Severe Mental Illnesses and Co-Occurring Substance Use Disorders. 

Psychiatric Rehabilitation Journal, 27(4), 360–374. 

https://doi.org/10.2975/27.2004.360.374 

Drake, R. E., & Wallach, M. A. (2000). Dual Diagnosis: 15 Years of Progress. Psychiatric Services, 

51(9), 1126–1129. https://doi.org/10.1176/appi.ps.51.9.1126 

Edidin, J. P., Ganim, Z., Hunter, S. J., & Karnik, N. S. (2012). The Mental and Physical Health of 

Homeless Youth: A Literature Review. Child Psychiatry & Human Development, 43(3), 

354–375. https://doi.org/10.1007/s10578-011-0270-1 



 98 © Camille Arbaud, 2020 

Employment and Social Development Canada. (2016). Highlights of the National Shelter Study 

2005-2014. Government of Canada: Homelessness Partnering Strategy. 

https://www.canada.ca/en/employment-social-

development/programs/homelessness/reports-shelter-2014.html#h2.3-h3.9 

Ensign, J., & Gittelsohn, J. (1998). Health and access to care: Perspectives of homeless youth in 

Baltimore City, U.S.A. Social Science & Medicine, 47(12), 2087–2099. 

https://doi.org/10.1016/S0277-9536(98)00273-1 

Esser, H. (2006). Migration, language and integration. Citeseer. 

Gaetz, S., Bill, O., Kidd, S. A., & Schwan, K. (2016). Without a home: The national youth 

homelessness survey. Canadian Observatory on Homelessness Press. 

Gaetz, S., Gulliver, T., & Richter, T. (2014). The State of Homelessness in Canada 2014. Canadian 

Homelessness Research Network. 

https://yorkspace.library.yorku.ca/xmlui/handle/10315/29368 

Garcia, I., Vasiliou, C., & Penketh, K. (2007). Listen up!: Person-centred approaches to help 

young people experiencing mental health and emotional problems. Mental Health 

Foundation. https://www.mentalhealth.org.uk/publications/listen 

Georgiades, K., Boylan, K., Duncan, L., Wang, L., Colman, I., Rhodes, A. E., Bennett, K., Comeau, 

J., Manion, I., & Boyle, M. H. (2019). Prevalence and Correlates of Youth Suicidal 

Ideation and Attempts: Evidence from the 2014 Ontario Child Health Study. The 

Canadian Journal of Psychiatry, 64(4), 265–274. 

https://doi.org/10.1177/0706743719830031 

GIAP—Groupe d’intervention alternative par les pairs. (n.d.). Retrieved December 10, 2020, 

from https://www.facebook.com/pages/category/Community-Organization/GIAP-

Groupe-dintervention-alternative-par-les-pairs-1435124070132563/ 



 99 © Camille Arbaud, 2020 

Gould, M. S., Munfakh, J. L. H., Lubell, K., Kleinman, M., & Parker, S. (2002). Seeking Help From 

the Internet During Adolescence. Journal of the American Academy of Child & 

Adolescent Psychiatry, 41(10), 1182–1189. https://doi.org/10.1097/00004583-

200210000-00007 

Gouvernement du Québec. (2020, February 25). Aire ouverte: Services for young people aged 12 

to 25. Québec. https://www.quebec.ca/en/health/finding-a-resource/aire-ouverte/ 

Graham Boeckh Foundation. (2019, September). Aire ouverte: Québec IYS. Graham Boeckh 

Foundation. https://grahamboeckhfoundation.org/en/what-we-do/transform-mental-

health/aire-ouverte/ 

Greene, J. M., Ennett, S. T., & Ringwalt, C. L. (1997). Substance use among runaway and 

homeless youth in three national samples. American Journal of Public Health, 87(2), 

229–235. https://doi.org/10.2105/AJPH.87.2.229 

Halsall, T., Manion, I., Iyer, S. N., Mathias, S., Purcell, R., & Henderson, J. (2019). Trends in 

mental health system transformation: Integrating youth services within the Canadian 

context. Healthcare Management Forum, 32(2), 51–55. 

Hetrick, S. E., Bailey, A. P., Smith, K. E., Malla, A., Mathias, S., Singh, S. P., O’Reilly, A., Verma, S. 

K., Benoit, L., Fleming, T. M., Moro, M. R., Rickwood, D. J., Duffy, J., Eriksen, T., Illback, 

R., Fisher, C. A., & McGorry, P. D. (2017). Integrated (one-stop shop) youth health care: 

Best available evidence and future directions. Medical Journal of Australia, 207(S10), 

S5–S18. https://doi.org/10.5694/mja17.00694 

Hodgson, K. J., Shelton, K. H., & Bree, M. B. M. van den. (2015). Psychopathology among young 

homeless people: Longitudinal mental health outcomes for different subgroups. British 

Journal of Clinical Psychology, 54(3), 307–325. https://doi.org/10.1111/bjc.12075 

Iyer, S. N., Boksa, P., Lal, S., Shah, J., Marandola, G., Jordan, G., Doyle, M., Joober, R., & Malla, A. 

K. (2015). Transforming youth mental health: A Canadian perspective. Irish Journal of 

Psychological Medicine, 32(1), 51–60. 



 100 © Camille Arbaud, 2020 

K. Hopper, E., L. Bassuk, E., & Olivet, J. (2010). Shelter from the Storm: Trauma-Informed Care in 

Homelessness Services Settings. The Open Health Services and Policy Journal, 3(1). 

https://benthamopen.com/ABSTRACT/TOHSPJ-3-80 

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005). 

Lifetime Prevalence and Age-of-Onset Distributions of DSM-IV Disorders in the National 

Comorbidity Survey Replication. Archives of General Psychiatry, 62(6), 593–602. 

https://doi.org/10.1001/archpsyc.62.6.593 

Kidd, S. A., Gaetz, S., & O’Grady, B. (2017). The 2015 National Canadian Homeless Youth Survey: 

Mental Health and Addiction Findings. Canadian Journal of Psychiatry. Revue 

Canadienne de Psychiatrie, 62(7), 493–500. https://doi.org/10.1177/0706743717702076 

Kidd, S. A., Slesnick, N., Frederick, T., Karabanow, J., & Gaetz, S. A. (2018). Mental Health & 

Addiction Interventions for Youth Experiencing Homelessness: Practical Strategies for 

Front-line Providers. Canadian Observatory on Homeless Press. 

Kim, G., Aguado Loi, C. X., Chiriboga, D. A., Jang, Y., Parmelee, P., & Allen, R. S. (2011). Limited 

English proficiency as a barrier to mental health service use: A study of Latino and Asian 

immigrants with psychiatric disorders. Journal of Psychiatric Research, 45(1), 104–110. 

https://doi.org/10.1016/j.jpsychires.2010.04.031 

Kirmayer, L. J., Weinfeld, M., Burgos, G., du Fort, G. G., Lasry, J.-C., & Young, A. (2007). Use of 

Health Care Services for Psychological Distress by Immigrants in an Urban Multicultural 

Milieu. The Canadian Journal of Psychiatry, 52(5), 295–304. 

https://doi.org/10.1177/070674370705200504 

Knowles, J. G., & Cole, A. L. (2008). Handbook of the Arts in Qualitative Research: Perspectives, 

Methodologies, Examples, and Issues. SAGE. 

Kort-Butler, L. A., & Tyler, K. A. (2012). A cluster analysis of service utilization and incarceration 

among homeless youth. Social Science Research, 41(3), 612–623. 

https://doi.org/10.1016/j.ssresearch.2011.12.011 



 101 © Camille Arbaud, 2020 

Kozloff, N., Cheung, A. H., Ross, L. E., Winer, H., Ierfino, D., Bullock, H., & Bennett, K. J. (2013). 

Factors influencing service use among homeless youths with co-occurring disorders. 

Psychiatric Services (Washington, D.C.), 64(9), 925–928. 

https://doi.org/10.1176/appi.ps.201200257 

La Maison Tangente. (n.d.). Retrieved December 9, 2020, from http://maisontangente.qc.ca/ 

Latimer, E., McGregor, J., Méthot, C., & Smith, A. (2015). Dénombrement des personnes en 

situation d’itinérance à Montréal le 24 mars 2015/I Count Montreal: Count and Survey of 

Montreal’s Homeless Population on March 24, 2015. Canada, Tech. Rep. 

Leanza, Y., Miklavcic, A., Boivin, I., & Rosenberg, E. (2013). Working with Interpreters. In L. J. 

Kirmayer, J. Guzder, & C. Rousseau, Cultural consultation: Encountering the other in 

mental health care (pp. 89–114). Springer. 

Leong, F. T. L., & Lau, A. S. L. (2001). Barriers to providing effective mental health services to 

Asian Americans. Mental Health Services Research, 3(4), 201–214. 

https://doi.org/10.1023/A:1013177014788 

Lepage, J.-F., & Lavoie, É. (2017). Health Care Professionals and Official-language Minorities in 

Canada, 2001 and 2011. Statistics Canada= Statistique Canada. 

Loi sur les services de santé et les services sociaux, S-4.2 § c.42 a.15 (1991). 

http://legisquebec.gouv.qc.ca/fr/showdoc/cs/s-4.2 

Lydon, M. (2003). Community mapping: The recovery (and discovery) of our common ground. 

Geomatica, 57(2), 131–144. 



 102 © Camille Arbaud, 2020 

Malla, A., Iyer, S., Shah, J., Joober, R., Boksa, P., Lal, S., Fuhrer, R., Andersson, N., Abdel‐Baki, A., 

Hutt‐MacLeod, D., Beaton, A., Reaume‐Zimmer, P., Chisholm‐Nelson, J., Rousseau, C., 

Chandrasena, R., Bourque, J., Aubin, D., Levasseur, M. A., Winkelmann, I., … Vallianatos, 

H. (2019). Canadian response to need for transformation of youth mental health 

services: ACCESS Open Minds (Esprits ouverts). Early Intervention in Psychiatry, 13(3), 

697–706. https://doi.org/10.1111/eip.12772 

Mapz.com. (n.d.). Retrieved December 10, 2020, from https://www.mapz.com/ 

Mayo, R., Parker, V. G., Sherrill, W. W., Coltman, K., Hudson, M. F., Nichols, C. M., Yates, A. M., 

& Pribonic, A. P. (2016). Cutting Corners: Provider Perceptions of Interpretation Services 

and Factors Related to Use of an Ad Hoc Interpreter. Hispanic Health Care International, 

14(2), 73–80. https://doi.org/10.1177/1540415316646097 

Ministère de l’Immigration, de la Diversité et de l’Inclusion. (2019). Tableaux sur l’immigration 

permanente au Québec 2014-2018. Gouvernement Du Québec. 

http://www.mifi.gouv.qc.ca/publications/fr/recherches-statistiques/Immigration-

Quebec-2014-2018.pdf 

Ministère de l’Immigration, de la Francisation et de l’Intégration. (2018). Fiche synthèse sur 

l’immigration et la diversité ethnoculturelle au Québec. Gouvernement Du Québec. 

http://www.mifi.gouv.qc.ca/publications/fr/recherches-

statistiques/FICHE_syn_an2018.pdf 

Miranda-Mendizabal, A., Castellví, P., Parés-Badell, O., Alayo, I., Almenara, J., Alonso, I., Blasco, 

M. J., Cebrià, A., Gabilondo, A., Gili, M., Lagares, C., Piqueras, J. A., Rodríguez-Jiménez, 

T., Rodríguez-Marín, J., Roca, M., Soto-Sanz, V., Vilagut, G., & Alonso, J. (2019). Gender 

differences in suicidal behavior in adolescents and young adults: Systematic review and 

meta-analysis of longitudinal studies. International Journal of Public Health, 64(2), 265–

283. https://doi.org/10.1007/s00038-018-1196-1 



 103 © Camille Arbaud, 2020 

Montréal en statistiques. (2018). Profil sociodémographique 2016 – Mercier–Hochelaga-

Maisonneuve. 

http://ville.montreal.qc.ca/portal/page?_pageid=6897,68087655&_dad=portal&_schem

a=PORTAL 

Montréal en statistiques. (2020). Coup d’oeil sur les immigrants récents. 

http://ville.montreal.qc.ca/portal/page?_pageid=6897,67885704&_dad=portal&_schem

a=PORTAL 

Moore, J. (2005). Unaccompanied and Homeless Youth: Review of the Literature (1995–2005) 

Greensboro. NC: National Center for Homeless Education. 

Morisseau-Guillot, R., Aubin, D., Deschênes, J.-M., Gioia, M., Malla, A., Bauco, P., Dupont, M.-È., 

& Abdel-Baki, A. (2020). A Promising Route Towards Improvement of Homeless Young 

People’s Access to Mental Health Services: The Creation and Evolution of an Outreach 

Service Network in Montréal. Community Mental Health Journal, 56(2), 258–270. 

https://doi.org/10.1007/s10597-019-00456-y 

Morton, M. H., Dworsky, A., Matjasko, J. L., Curry, S. R., Schlueter, D., Chávez, R., & Farrell, A. F. 

(2018). Prevalence and Correlates of Youth Homelessness in the United States. Journal 

of Adolescent Health, 62(1), 14–21. https://doi.org/10.1016/j.jadohealth.2017.10.006 

Muir, K. W., & Lee, P. P. (2009). Literacy and Informed Consent. Archives of Ophthalmology, 

127(5), 698–699. https://doi.org/10.1001/archophthalmol.2009.59 

Muir-Cochrane, E., Fereday, J., Jureidini, J., Drummond, A., & Darbyshire, P. (2006). Self-

management of medication for mental health problems by homeless young people. 

International Journal of Mental Health Nursing, 15, 163–170. 

National Learning Community on Youth Homelessness. (2012). Mental Health of Homeless 

Youth National Survey Results. http://learningcommunity.ca/mental-health-of-

homeless-youth-national-survey-results/ 



 104 © Camille Arbaud, 2020 

Ngwakongnwi, E., Hemmelgarn, B. R., Musto, R., Quan, H., & King-Shier, K. M. (2012). 

Experiences of French Speaking Immigrants and Non-immigrants Accessing Health Care 

Services in a Large Canadian City. International Journal of Environmental Research and 

Public Health, 9(10), 3755–3768. https://doi.org/10.3390/ijerph9103755 

Noble, L. M., & Douglas, B. C. (2004). What users and relatives want from mental health 

services. Current Opinion in Psychiatry, 17(4), 289–296. 

https://doi.org/10.1097/01.yco.0000133832.42167.76 

Official Languages Act, R.S.C. § c. 31 (4th Supp.) (1985). https://laws-

lois.justice.gc.ca/eng/acts/o-3.01/page-1.html#h-384135 

OK2BME. (n.d.). What Does LGBTQ+ Mean? OK2BME. Retrieved December 17, 2020, from 

https://ok2bme.ca/resources/kids-teens/what-does-lgbtq-mean/ 

Palinkas, L. A., Horwitz, S. M., Green, C. A., Wisdom, J. P., Duan, N., & Hoagwood, K. (2015). 

Purposeful sampling for qualitative data collection and analysis in mixed method 

implementation research. Administration and Policy in Mental Health, 42(5), 533. 

https://doi.org/10.1007/s10488-013-0528-y 

Parker, B. (2006). Constructing Community Through Maps? Power and Praxis in Community 

Mapping. The Professional Geographer, 58(4), 470–484. https://doi.org/10.1111/j.1467-

9272.2006.00583.x 

Pedersen, E. R., Tucker, J. S., & Kovalchik, S. A. (2016). Facilitators and Barriers of Drop-In 

Center Use Among Homeless Youth. Journal of Adolescent Health, 59(2), 144–153. 

https://doi.org/10.1016/j.jadohealth.2016.03.035 

Phillips, M., DeBeck, K., Desjarlais, T., Morrison, T., Feng, C., Kerr, T., & Wood, E. (2014). 

Inability to Access Addiction Treatment Among Street-Involved Youth in a Canadian 

Setting. Substance Use & Misuse, 49(10), 1233–1240. 

https://doi.org/10.3109/10826084.2014.891618 



 105 © Camille Arbaud, 2020 

Planey, A. M., Smith, S. M., Moore, S., & Walker, T. D. (2019). Barriers and facilitators to mental 

health help-seeking among African American youth and their families: A systematic 

review study. Children and Youth Services Review, 101, 190–200. 

https://doi.org/10.1016/j.childyouth.2019.04.001 

Quilgars, D., Johnsen, S., & Pleace, N. (2008). Youth homelessness in the UK. York, UK: Joseph 

Rowntree Foundation. 

Règlement sur l’aide aux personnes et aux familles, RLRQ c A-13.1.1, r. 1 § D. 1073-2006, a. 84 

(2006). http://legisquebec.gouv.qc.ca/fr/ShowDoc/cr/A-13.1.1,%20r.%201%20/ 

Robards, F., Kang, M., Usherwood, T., & Sanci, L. (2018). How Marginalized Young People 

Access, Engage With, and Navigate Health-Care Systems in the Digital Age: Systematic 

Review. Journal of Adolescent Health, 62(4), 365–381. 

https://doi.org/10.1016/j.jadohealth.2017.10.018 

Roy, E., Haley, N., Leclerc, P., Sochanski, B., Boudreau, J.-F., & Boivin, J.-F. (2004). Mortality in a 

cohort of street youth in Montreal. JAMA, 292(5), 569–574. 

https://doi.org/10.1001/jama.292.5.569 

Sadavoy, J., Meier, R., & Ong, A. Y. M. (2004). Barriers to access to mental health services for 

ethnic seniors: The Toronto study. Canadian Journal of Psychiatry. Revue Canadienne De 

Psychiatrie, 49(3), 192–199. https://doi.org/10.1177/070674370404900307 

Saldana, J. (2015). The Coding Manual for Qualitative Researchers. SAGE. 

Schnittker, J., & Bacak, V. (2014). The Increasing Predictive Validity of Self-Rated Health. PLOS 

ONE, 9(1), e84933. https://doi.org/10.1371/journal.pone.0084933 

Settipani, C. A., Hawke, L. D., Cleverley, K., Chaim, G., Cheung, A., Mehra, K., Rice, M., Szatmari, 

P., & Henderson, J. (2019). Key attributes of integrated community-based youth service 

hubs for mental health: A scoping review. International Journal of Mental Health 

Systems, 13. https://doi.org/10.1186/s13033-019-0306-7 



 106 © Camille Arbaud, 2020 

Slesnick, N., & Prestopnik, J. (2005). Dual and Multiple Diagnosis Among Substance Using 

Runaway Youth. The American Journal of Drug and Alcohol Abuse, 31(1), 179–201. 

https://doi.org/10.1081/ADA-47916 

Solorio, M. R., Milburn, N. G., Andersen, R. M., Trifskin, S., & Rodríguez, M. A. (2006). Emotional 

distress and mental health service use among urban homeless adolescents. The Journal 

of Behavioral Health Services & Research, 33(4), 381–393. 

https://doi.org/10.1007/s11414-006-9037-z 

Statistics Canada. (2016). Table 15-10-000-01—Population by knowledge of official languages 

and geography, 1951 to 2016 [Table]. https://doi.org/10.25318/1510000401-eng 

Statistics Canada. (2018a). Aboriginal Population Profile, 2016 Census (Catalogue No. 98-510-

X2016001) [Table]. Ottawa. Released July 18, 2018. http://www12.statcan.gc.ca/census-

recensement/2016/dp-pd/abpopprof/index.cfm?Lang=E 

Statistics Canada. (2018b). Countries of Citizenship (184), Single and Multiple Citizenship 

Responses (3), Immigrant Status (4) and Sex (3) for the Population in Private Households 

of Canada, Provinces and Territories, Census Metropolitan Areas and Census 

Agglomerations, 2016 Census—25% Sample Data (Catalogue No. 98-400-X2016215) 

[Table]. Topic-based Tabulations: Immigration and ethnocultural diversity. Ottawa. 

Released on March 28, 2018. https://www150.statcan.gc.ca/n1/en/catalogue/98-400-

X2016215 

Thomson, M. S., Chaze, F., George, U., & Guruge, S. (2015). Improving Immigrant Populations’ 

Access to Mental Health Services in Canada: A Review of Barriers and 

Recommendations. Journal of Immigrant and Minority Health, 17(6), 1895–1905. 

https://doi.org/10.1007/s10903-015-0175-3 

Tomlinson, P., & Klendo, L. (2012). Trauma Informed Care for Homeless Young People: 

AnIntegratedSystems Approach. PARITY, 25(7). 



 107 © Camille Arbaud, 2020 

United Nations. (2017). International migration report 2017: Highlights. United Nations. 

https://www.un.org/development/desa/publications/international-migration-report-

2017.html 

Vissandjee, B., Hemlin, I., Gravel, S., Roy, S., & Dupéré, S. (2005). La diversité culturelle 

montréalaise: Une diversité de défis pour la santé publique. Sante Publique, Vol. 17(3), 

417–428. 

Vogel, D. L., Wade, N. G., Wester, S. R., Larson, L., & Hackler, A. H. (2007). Seeking help from a 

mental health professional: The influence of one’s social network. Journal of Clinical 

Psychology, 63(3), 233–245. https://doi.org/10.1002/jclp.20345 

Waddell, C., Offord, D. R., Shepherd, C. A., Hua, J. M., & McEwan, K. (2002). Child psychiatric 

epidemiology and Canadian public policy-making: The state of the science and the art of 

the possible. Canadian Journal of Psychiatry. Revue Canadienne De Psychiatrie, 47(9), 

825–832. https://doi.org/10.1177/070674370204700903 

Walker, C. A. (2015). Social constructionism and qualitative research. Journal of Theory 

Construction and Testing, 19(2), 37. 





 109 © Camille Arbaud, 2020 

APPENDIX A – CONSENT VERIFICATION QUESTIONS 

A.1 English version 

 Do you have any questions about the consent form? 

 What do you understand this study to be about? 

 Are there any risks associated with this study? 

 Do you know where to find the right contact information if you have any issues with 

the study? 

 Do you have to participate in this study? 

 Can you end your participation if you wish to do so? 

A.2 French version 

 As-tu des questions concernant le formulaire de consentement? 

 Peux-tu me décrire ce que tu as compris de cette étude? 

 Il y a -t-il des risques associés à cette étude? 

 Sais-tu où trouver un contact si tu as des problèmes vis-à-vis de l’étude? 

 Es-tu obligé de participer à cette étude? 

 Peux-tu mettre fin à ta participation si tu le désires? 
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APPENDIX B – RECRUITMENT DOCUMENTS 

Figure 12 – Recruitment poster – French 
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Figure 13 – Recruitment poster – English 
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Figure 14 – Recruitment flyer – French 
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Figure 15 – Recruitment flyer – English 
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APPENDIX C – SOCIODEMOGRAPHIC QUESTIONNAIRE 

Figure 16 – Sociodemographic questionnaire – French 
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Figure 17 – Sociodemographic questionnaire – English 
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APPENDIX D – POTENTIAL QUESTIONS FOR DISCUSSION GROUPS 

D.1 English version 

Opening Questions 

 Can you please introduce yourself: tell us your name, if you wish, tell us something 

about yourself? 

 Tell me your favorite place in the city 

Introductory Questions 

 What are services meant to help with mental health? 

 What are “mental health services” to you? 

Key Questions 

 What are mental health services that you know about? 

 What do you use those services for? 

 How do you feel about those services? 

 How do you feel when you use those services? 

 How do other youth you know feel about those services? 

 What experiences have you had or have heard about with mental health services? 

 What are things that make it difficult for youth to access/use these services? 

 What is a bad experience you’ve had with those services? 

 What are things that make it easy for youth to access/use these services? 

 What is a good experience you’ve had with those services? 

 What makes some of those services harder/easier to access then others? 

 Which languages are used in this service? 

 Were there services you could not access because of your language, or did not feel 

you could communicate well enough to get good quality services? 

 How do these services react to who you are? 

 How does it make you feel? 
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 Which services could you (or other young people that you know) not access because 

of who you are? Why? 

 Do you feel your language keeps you from accessing services? How important is 

language compared to other things keeping you from accessing services? 

Ending Questions 

 We want to know how to help youth like you to access mental health services. What 

can be done to help you access mental health services? 

 Is there anything else you would like to say today? 

D.2 French version 

Questions d’ouverture 

 Pouvez-vous vous introduire: dire votre nom et, si vous voulez, un petit quelque 

chose à propos de vous? 

 Parle-moi de ton endroit préféré en ville 

Questions d’introduction 

 Quels sont des services qui aident avec la santé mentale? 

 Qu’est-ce que “services de santé mentale” veut dire pour vous? 

Questions clés 

 Quels sont des services de santé mentale que vous connaissez? 

 Pour quoi utilisez-vous ces services? 

 Comment vous sentez vous par rapport à ces services? 

 Comment vous sentez-vous lorsque vous utilisez ces services? 

 Comment est-ce que d’autres jeunes que vous connaissez se sentent par rapport à 

ces services? 

 Quelles sont des expériences que vous avez eues ou dont vous avez entendu parlées 

par rapport à ces services de santé mentale? 
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 Quels sont des facteurs qui rendent difficile l’accès ou l’utilisation de ces services 

pour les jeunes? 

 Quelle est une mauvaise expérience que tu as eu avec ces services? 

 Quels sont des facteurs qui rendent facile l’accès ou l’utilisation de ces services pour 

les jeunes? 

 Quelle est une bonne expérience que tu as eu avec ces services? 

 Qu’est-ce qui rend certain de ces services plus ou moins facile d’accès que les autres? 

 Quelles sont les langues utilisées dans ce service? 

 Il y a-t-il des services auxquels vous ne pouvez pas accéder à cause de votre langue, 

ou des services où vous n’avez pas l’impression de pouvoir communiquer 

suffisamment facilement pour recevoir un service de qualité? 

 Comment est-ce que ces services réagissent à qui vous êtes? 

 Comment vous sentez-vous à propos de cette réaction? 

 Quels services ne pouvez-vous pas accéder à cause de qui vous êtes? Pourquoi? 

 Avez-vous l’impression que votre langue vous empêche d’accéder à des services? 

Quelle est l’importance de la langue de communication par rapport à d’autres 

facteurs dans votre capacité d’accéder à ces services? 

Questions de conclusion 

 Nous aimerions savoir comment aider des jeunes comme vous à accéder à des 

services de santé mentale. Qu’est-ce qu’on peut faire pour vous aider à accéder à des 

services de santé mentale? 

 Il y a -t-il autre chose que vous aimeriez dire aujourd’hui
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APPENDIX E – SCHEDULE FOR COMMUNITY MAPPING ACTIVITIES 

E.1 English version 

 Consent form 

 Introductions 

 Explanation of the study 

 Individual mapping 

 *Break* 

 Individual mapping sharing 

 Group mapping 

 *Break* 

 Group mapping 

 Demographic information 

 Art usage consent 

 Info for results and photovoice 

 Honorarium 
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E.2 French version 

 Formulaire de consentement 

 Introductions 

 Présentation de l’étude 

 Cartographie individuelle 

 *Pause* 

 Partage de la cartographie individuelle 

 Cartographie de groupe 

 *Pause* 

 Cartographie de groupe 

 Information démographie 

 Consentement pour utilisation de l’art 

 Information pour résultats et photovoice 

 Honorarium 
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