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Abstract 

 

In Nova Scotia, youth often face challenges when seeking care for mental health 

problems due to a lack of specialty mental health services. Youth in rural and underserves 

areas of the province face greater challenges than urban youth accessing timely mental 

health services due to additional factors such as extended wait times and stigmatization. 

This qualitative phenomenological study focused on youth in the Cape Breton Regional 

Municipality, an underserved area of Nova Scotia, and posed the overarching question: 

‘What are the lived experiences of youth who self-identify as having a self-identified, 

self- defined mental health problem for at least six months?’ Interpretive phenomenology 

was employed to analyse transcripts from 10 youth. Six overarching, common themes 

emerged from the data: Trauma; Familial Support; Positive Relations; Negative 

Internalized Feelings; Service Gaps; and Personal Growth. Many youth faced challenges 

throughout their lifetimes contributing to their mental health problems, but their 

extraordinary resilience prevails.  
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Chapter I: Introduction 

 

Youth mental health care has become a challenge in Nova Scotia, particularly in 

rural areas, where long wait times and few community resources are causing a mental 

health service crisis. Nova Scotians report a prevalence of mental health disorders at 

41.7% compared to 33.1% for the rest of Canada (Nova Scotia Health, 2017). 

Furthermore, it is estimated that 12% of children and adolescents ages 4-17 years have a 

diagnosable mental illness in Nova Scotia (Nova Scotia Health, 2017). A number of 

communities in Nova Scotia, such as the Cape Breton Regional Municipality, have faced 

wait times of up to 313 days for mental health services within the community in the past 

number of years, the longest wait times in the province (Government of Nova Scotia, 

2021). With community based mental health services being limited, emergency rooms 

(ER) in hospitals across Canada have become a center for mental health care services 

(Hamm et al., 2010). Furthermore, when youth have immediate problems, often their first 

contact with the healthcare system is in the ER, not their family doctor (Cloutier et al., 

2017). According to the Canadian Institute of Health Information, there has been a 61% 

increase in child and youth visits to emergency rooms in Canada in the past decade 

(CIHI, 2020). Wait times for youth seeking mental health care in the ER at Cape Breton 

Regional Hospital (CBRH) often exceeds 24 hours. In addition, the CBRH does not have 

an inpatient adolescent mental health unit, forcing youth and their families to travel 

upward of 4 hours to the IWK hospital, Maritime Canada’s center for child and 

adolescent healthcare, for inpatient mental health services, when needed, in Halifax, 

Nova Scotia.  The burden of mental health problems for youth makes it imperative that 
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appropriate interventions are chosen and integrated into care (Das et al., 2016). 

Moreover, these services should be accessible to youth in their community, where they 

can be surrounded by their support systems.  It has been argued that the advancement of 

youth mental health care services should be the top priority of health services in this 

country (Malla et al., 2018). In addition, research suggests that there are gaps in the 

current healthcare system regarding provision of mental health care to youth populations 

(Foreman- Hoffman, et al., 2017). Currently, no studies exist that focus on youths’ 

subjective experiences when accessing mental health care in underserved areas. Few 

studies have touched on youths’ experiences with community-based mental health 

services, specifically in underserved communities. The purpose of this research was to 

explore the lived experiences of youth with a self-identified, self-defined, prolonged, 

mental health problem and identify the supports and services they have, or have not, 

accessed on Cape Breton Island. The aim of the research was to: a) Gain a deeper 

understanding of the lived experiences of youth, ages 16-21 living on Cape Breton Island 

who have a self-identified, self-defined, prolonged (at least six months) mental health 

problem; (b) Identify which mental health supports and services youth are using - or not 

using – and why; (c) Explore the experiences resulting from their decision to use, or not 

use, supports and/or services; and (d) Explore how Cape Breton youth perceive mental 

health services and supports are meeting the needs of youth and how these services and 

supports can improve? 

 This research aims to build knowledge regarding youths’ perspectives of mental 

health care in underserved areas of Canada, inform future practice and service allocation, 
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and add recommendations for youth mental health care, from youth, in underserved areas 

of our province and country. 

Cape Breton Island (Unama’ki)  

 

Connected to the mainland of Nova Scotia by the Canso Causeway, Cape Breton 

Island is home to one fifth of Nova Scotia’s population (Muise, 2015). Named Canada’s 

best kept secret by National Geographic, Cape Breton Island boasts more than 10,000 

km2 of beautiful, natural and rugged terrain from the southern end of the island to the 

highest peak in the Atlantic region, in the northern highlands (Muise, 2015).  The island 

is divided into four regions, Cape Breton, Richmond, Inverness, and Victoria. Sydney, an 

industrial port city, is the only city on the island. Travel from rural and northern parts of 

the island into the city center can exceed 2 hours over mountainous terrain, and often 

harsh weather, especially in winter months (Appendix A). Cape Breton’s weather is 

highly unpredictable, many say you can see up to 4 seasons in one day.  

The earliest settlers of Cape Breton Island were the Mi’kmaq, who lived on the island 

before 1497 when John Cabot, an Italian explorer landed on the shores of the island. This 

“discovery” led to mass genocide and colonization and in turn, intergenerational trauma, 

that still affects and will continue to affect Indigenous Canadians for generations to come. 

The French settled in Cape Breton naming the island “Ile Royale” and began the 

construction of the fortress of Louisburg (Muise, 2015). The fortress became one of the 

most instrumental military centres of New France, defending the Gulf of St. Lawrence. 

Cape Breton was eventually captured by the British and became a part of Nova Scotia in 

1763 (Cabot shores, 2010). In 1775, Michael Mor MacDonald, one of the first Scottish 

settlers to come to Cape Breton, permanently settled in Judique (Cabot Shores, 2010). 
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The immigration of Scottish settlers increased in Cape Breton and in other areas of Nova 

Scotia due to the Sottish Highland Clearances. Still to this day, many elderlies in rural 

areas of Cape Breton Island speak Gaelic, the mother tongue of the Scottish settlers 

(Cabot Shores, 2010).  

Today, Cape Breton, also known as Unama’ki, as named by the Indigenous people of 

Cape Breton, is the home of approximately 134,000 people (Province of Nova Scotia, 

2021). Cape Breton boasts its Celtic heritage through music, dance, and cultural and 

educational institutions such as Cape Breton University and the Beaton Institute, the 

Gaelic Collage, the Miners Memorial Museum, the Fortress of Louisburg, The Alexander 

Graham-Bell Museum, the Cape Breton Highlands National Park and the Cabot Trail. 

Many of these sites are large tourist attractions, tourism being one of Cape Breton’s 

largest industries (Government of Canada, 2019). Although hardships have faced many 

families in Cape Breton, Cape Bretoners are resilient, hardworking, and supportive of 

their people, making everyone feel as though they are at home on one of the most 

beautiful islands in the world.  

It is important to note that I, the researcher, was raised in Sydney, Cape Breton. My 

own experiences being raised, and living, in Cape Breton in conjunction with my own 

understanding and geographical familiarity of the island, along with the culture that exists 

on the island, may have given me more insight into youths’ lived experiences that will be 

discussed throughout this paper. This insight was imperative to the research process, and 

perhaps some intricacies may not have been captured had I not been a Cape Bretoner 

myself.  
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Blue Collar Work and Mental Health  

Cape Breton saw an influx of immigrants after the development of coal mining and 

the construction of the Sydney Steel plant in 1889. Thousands of jobs were available 

which brought immigrants from Russia, Sweden, Italy, Norway, Lebanon, Poland, 

Ukraine, Lithuania, and Belgium who settled in mining towns such as Glace Bay, New 

Waterford and Sydney Mines (Nova Scotia Archives, 2019). Industrial Cape Breton 

(Sydney) grew from 10000 to over 75000 by the year 1920. Those who settled in Sydney 

settled near the Sydney steel plant, specifically in Whitney Pier, where, to present day, 

there is a melting pot of cultures and communities stemming back to this influx of 

immigrants (Nova Scotia Archives, 2019).  From 1890 to 1920, Industrial Cape Breton 

was the largest cosmopolitan area in the Maritimes, their descendants’ living in Cape 

Breton to this day (Nova Scotia Archives, 2019). Unfortunately, there was an industrial 

decline and in turn, economic decline and mass out migration following the closure of the 

Sydney Steel Plant and the local Coal Mines in years leading up to year 2000 

(Mackinnon, 2021). The economic decline unfortunately led to a multitude of problems 

effecting individuals living in Cape Breton, including high unemployment rates, 

addiction, crime and family violence (MacPhee and Kennedy, 2009). Cape Breton, 

although home to many industrial towns and a port city, had an unemployment rate of 

15.9% in 2020, the highest unemployment rate in the province (Nova Scotia Department 

of Justice, 2020).   

With the development of the Sydney Steel Plant and the boom of the coal mining and 

fishing industry these trades were at one time the driving force of the economy in Cape 

Breton. Like so many rural communities around the world, their small towns were home 

to blue collar workers and their families. Although the blue-collar industry does not 
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support the local economy at present day, the culture of the blue collared labour force 

certainly exists on the island. Cape Bretoners are known as hard working individuals who 

take care of their own, who are not afraid of “an honest day’s work.” This mentality has 

been passed down for generations and will be for generations to come. Like other rural 

communities in the world, this working-class mentality may have an effect Cape Bretons 

attitudes towards mental health and mental illness even with the strides society has taken 

to decrease stigmatization surrounding mental health problems. 

 Research suggests that mental illness is often still stigmatized in rural settings 

(McLean, 2012). This stigmatization in rural areas can cause those who have mental 

health problems to avoid seeking mental health care in turn bolsters a self-reliant attitude 

within rural communities (McLean, 2012). A 2019 qualitative American study comparing 

blue collar and white-collar workers found that blue collared workers were more likely to 

be treated for depression when compared to white collared workers. Furthermore, both 

male and female blue collared workers used services to address the depressive symptoms 

less frequently than white collared workers within the study (Elser, et al., 2019). 

Additionally, research suggests that blue collared workers have increased risk for 

depression and anxiety when compared to white collared counterparts (Joensuu, et al., 

2010).  

A qualitative 2012 Australian study focusing on rural resident miners found that 

workers felt that 5-10 years ago, attitudes regarding mental health were much different 

than they are at present. Workers felt that they may have been “looked down on as a sook 

or looking for the easy way out” (Mclean, 2012, p.129).  When compared to the era of the 

blue collared work in Cape Breton beginning in the 1890s, one can assume that these 
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attitudes were very much the same if not stronger in the coal mine and steel plant in Cape 

Breton due to mental health awareness only becoming prominent within society within 

the last number of years.  A similar mentality has shaped the culture on the island, 

fostering similar attitudes toward mental health that has been passed down from the 

generation belonging to the post war era. These attitudes may still affect Cape Bretoners, 

in turn, affecting youth currently growing up on the island as parents who are raising 

youth in the ages applicable to this study may have similar feelings toward mental illness 

that has been found to be common in rural communities. These attitudes may have 

negative effects on youth who have mental health problems as familial support is often 

imperative to youths’ positive outcomes (Honey, et al., 2014) 

Literature Review 

 

The following section will discuss the youth population and challenges that this 

age group faces at this time in the life cycle; including definitions of mental illness, 

mental health problems and common mental illnesses in this population. Furthermore, 

this section will discuss literature regarding availability and accessibility of speciality 

youth mental health care in Canada and in Nova Scotia, the Nova Scotia health care crisis 

and how this has affected Cape Breton’s health care system, including the mental health 

system. Finally, this review will discuss emergent mental health care services and barriers 

to care in this area including stigma, and a review of research regarding youths’ 

experiences with community-based services. The literature review is prefaced with 6 

definitions that will serve as a foundation for this study including mental health, mental 

illness/disorder, mental health problem, and access/accessibility. 
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Key Definitions 

There are several definitions that should be discussed to lay a foundation for this 

research, including mental health, mental illness or disorder (often used interchangeably), 

mental health problem, accessibility, availability, affordability, and acceptability.   

Mental Health: defined as “a state of well-being in which every individual realizes 

his or her own potential, can cope with normal stresses of life, can work productively and 

fruitfully and is able to make a contribution to her or his community” (World health 

Organization, 2014).  

Mental Illness or Disorder: “medical conditions that affect a person’s thinking, 

feeling, mood, ability to relate to others, and daily functioning. Mental illness can be seen 

as the result of a chain of events that include flawed biological, psychological, social, and 

cultural process” (Varcarolis, 2013).  

Mental health problem: For the purpose of this research, mental health problem 

will be used as a broad term to describe a self-identified, self-defined, prolonged (persisting 

for at least 6 months) mental health problem that has or has not been diagnosed for which 

youth may, or may not, have accessed services or supports. This study did not require 

participants to have a diagnosed mental illness to participate. Participants were recruited 

on the bases of self-identifying as having a “self-defined, prolonged mental health 

problem.”  

Youth: The United Nations defines “Youth” as persons between the ages of 15-24. 

Youth mental health is the primary focus of this study. The researcher is cognizant that 

mental health problems that occur in adolescent development commonly persist past age 

19. For the purpose of this study, individuals ages 16-21 were the focus and the broad term 

“youth” will be used throughout this paper to identify this age group (United Nations, n.d).  
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Access/Accessibility: “the empowerment of an individual to use health care and 

benefit from services, given their circumstances and experiences in relation to the health 

care system” (The Provincial Center of Excellence for Child and Youth Mental Health at 

CHEO, 2010, p.11).  

“Access is considered to have 3 dimensions: 1. Availability- includes physical and 

time dependent access, as well as elements of quality and quantity available. 2. 

Affordability- relates to the individual’s ability to pay in the full costs of care, including 

travel and lost earnings; (3) Acceptability- defined as the fit between provider and patient 

attitudes towards, and expectations of, each other” (The Provincial Center of Excellence 

for Child and Youth Mental Health at CHEO, 2010, p.11). 

The Youth Population 

 The youth phase of the human development is one of the most rapid and influential 

periods of the life span which can have paramount influence on the rest of an individual’s 

life (American Psychological Association, 2018). Throughout this critical time in the 

lifecycle, although timing varies between individuals, youth face many changes, not just 

physically but also in the areas of cognitive development, allowing for an increased ability 

to make logical judgments, changes in hormone levels, sleep patterns and emotional 

responses.  Additionally, as youth become more autonomous, challenges may arise in 

relationships with friends and family. Youth may face changes in their daily 

responsibilities, feel pressure to conform to society’s norms, and become stressed about 

planning for their future (WHO, 2018). With the multitude of changes and stressful life 

events that this population faces, there can be a large impact on self-confidence, self-

esteem, and perceived self-efficacy, in turn having a vast impact on mental health (Fitton 

et al., 2013). Due to the sensitive research subject and the need for the youth participants 
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to have the ability to self-identify a prolonged mental health problem, 16 years of age has 

been identified as the minimum age to participate in this research study. Furthermore, 

although 19 years of age is the oldest age for an individual to receive mental health care as 

an “adolescent patient” in the province of Nova Scotia, the researcher is cognizant that the 

mental health problems that often emerge prior to 19 years, often precede into early 

adulthood making 21 years of age the maximum age to participate in this research study.  

Youth Mental Illness  

Mental health in the youth population has become a global concern. In Canada 1.2 

million children and youth are affected by mental illness (Mental Health Commission of 

Canada, 2019).  Furthermore, 50% of mental illnesses in the youth population that persist 

into adulthood have an onset before 18 years of age (Das et al., 2016).  It has been estimated 

that in Canada 20% of children and youth living with a mental illness are not getting the 

medical attention they require (Mental Health Commission of Canada, 2019). As noted 

above, 12% of Nova Scotians ages 4-17 have a diagnosable mental illness (Nova Scotia 

Health, 2017).  

Many mental health problems present before 18 years of age and follow 

individuals into early adulthood. Mental health concerns in youth populations have a 

direct effect on future health care as those who suffer from mental illness have a shorter 

life expectancy than those without a mental health concern, as well as increased risk of 

other physical health problems later in life (Malla et al., 2018) Additionally, mental 

illness is associated with smoking, substance misuse, obesity, and increased risk of 

contracting sexually transmitted diseases, in turn, leading to further comorbid risk factors, 

such as cardiovascular disease, dementia, and diabetes, later in life (Malla et al., 

2018).  Common mental illnesses that affect youth are anxiety, depression, psychosis, and 
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self-harm (WHO, 2019). Anxiety and depression are the most common mental health 

disorders to be experienced in this population (Nilsen, et al., 2012).  

Anxiety 

 Not to be confused with fear, anxiety is defined by Varcarolis (2013) as “a 

feeling of apprehension, uneasiness, uncertainty, or dread resulting from a real or 

perceived threat whose actual course is unknown or unrecognized” (p.166).  The disorder 

affects one’s personality by breaking down self-esteem, and self-worth (Varcarolis, 

2013). Anxiety exists on a continuum from mild, which is experienced in everyday life, 

to panic which causes “disturbed behavior” (Varcarolis 2013 p. 168). The term anxiety 

encompasses many specific disorders such as panic disorders, phobias, social anxiety 

disorders, generalized anxiety disorders, obsessive compulsive disorder, body dysphoric 

disorder and hoarding. These disorders can be applied to both youth and adults. 

Separation anxiety is specific to children and youth which causes an individual to 

experience extreme panic when they are separated from their primary attachment figure. 

This sense of panic may also occur when the child, or adolescent, anticipates the 

separation (Varcaolis 2013). According to Ramsawh (2012), one in every three 

individuals in the age group 13-18 years will meet criteria for an anxiety disorder.  This 

diagnosis is associated with problems in school such as “school absenteeism, school 

refusal and poor academic performance” (p. 2). Furthermore, the earlier the onset of the 

anxiety disorder the more chronic the disorder will be and anxiety may be manifested in 

more somatic complaints such as stomach aches, headaches, or nausea and vomiting 

(Ramsawh et al., 2012; Varcarolis, 2013, p.510).  Worldwide, anxiety is the eighth-

leading cause of disability in the youth population (WHO, 2018).  
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Depression 

 Onset of Major Depressive Disorder (MDD) occurs around 14.5 years of age and 

will occur in 18% of individuals in this age group (Varcarolis, 2015).  This number could 

be significantly higher as underdiagnosis of youth depressive syndromes is common. 

However, it is not uncommon that MDD, when diagnosed in a youth, is associated with 

substance misuse and/or antisocial behaviors, which can make diagnosis difficult 

(Varcarolis, 2015). Varcarolis, 2012, defines Major Depressive Disorder as: “a severely 

depressed mood, usually recurrent, causing clinically significant distress or impairment in 

social, occupational, or other important areas of a person’s life. The depressed mood can 

be distinguished from the person’s usual functioning and might occur suddenly or 

gradually” (2012, p.152). Depressive symptoms occurring before age 15 are associated 

with a more chronic disorder. Like anxiety, depression can manifest itself in youth as 

physical symptoms, although the most common symptom of depression in youth is 

irritability (Carona, et al., 2013). A 2016 study found that there is an association between 

gender and depressive disorders (Brody, et al., 2016).  Females are almost 50% more 

likely to be diagnosed with a depressive syndrome than males (Brody, et al., 2016). 

Familial factors such as substance misuse, instability and heritability are significant risk 

factors for today’s youth (Carona et al, 2013). Diagnosis of additional psychiatric 

disorders are common at the time of a depression diagnosis. Depression is most 

commonly diagnosed as being a comorbidity with anxiety or a phobia, substance abuse or 

attention deficit/hyperactivity disorder. According to Carona, 66.7 % of youth have at 

least one comorbidity while 10 to 15% have two or more diagnosed comorbidities (2013). 

Mixed anxiety-depression as stated by Varcarolis can have extreme effects of patients 

(2013).  Antidepressant medications may have a decreased effect on patients with 
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depression who have a comorbidity of anxiety. Additionally, anxiety as a comorbidity 

can also cause greater social impairment, increase in physical illness as well as an 

increased risk for suicide.  According to the World Health Organization, depression is the 

ninth leading cause of disability in this population (2018).  

Psychosis 

Psychosis is a symptom, not a diagnosis, and describes many conditions that 

affect one’s mind such as auditory or visual hallucinations, causing inability to 

distinguish reality from what is not (Varacalois, 2015). According to CAMH, 3 in 100 

people will experience an episode of psychosis in their life time (2019). The onset of 

psychosis is often identified and diagnosed by early adulthood. Many mental illnesses 

present with psychosis as a main symptom such as schizophrenia, bipolar disorder, 

schizoaffective disorder, depression with psychotic features, and organic psychosis, often 

caused by head injury. In addition, the use of alcohol and drugs such as cannabis, LSD, 

cocaine and ecstasy can occasionally cause drug induced psychosis (CAMH, 2019). 

Common experiences with psychosis are delusions, when someone believes ideas 

that are in fact not true, and hallucinations, having sensory perceptions such as seeing 

things that are not real in reality (Varacalois, 2019). Additionally, one may experience 

disorganized speech, behaviours and thoughts. These are considered positive symptoms 

of psychosis, which distort normal functioning (CAMH, 2019). Negative symptoms of 

psychosis induce limited ability to complete daily tasks, difficulty expressing oneself 

verbally and emotionally, and reduced socialization and motivation (CAMH 2019).  

Self-Harm 

Following accidents and assaults, suicide is the third leading cause of death for 

this age group (Das et al., 2016). Suicide is defined as “the act of intentionally ending 
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one’s own life and opting for nonexistence” (Varcarolis, 2015, p.466).  Suicide is often 

referred to as a “Suicide Spectrum” (Anderson, et al., 2005).  At one end of this spectrum 

is self-harm and at another is suicide. As youth move along this spectrum of self-harm to 

suicide, there is a rise in their intentions to end their own life (Anderson et al., 2005). 

Non-fatal attempts of suicide can also cause immense pain and suffering. Additionally, 

this can also cause increased risk for a re-attempt to end one’s life (Grupp-Phelan, 2012). 

Risk factors that are associated with suicide in the youth population are drug and alcohol 

use as well as aggressive behaviours (Varcarolis, 2015). Furthermore, youth with a 

diagnosis of MDD are seven times more likely to end their life than their peers (Das et 

al., 2016). Some other behaviors that are associated with youth suicide include, 

unplanned pregnancy, running away from home on a regular basis, unstable family life, 

loss of a loved one, and withdrawing from school or social activities (Varcarolis, 2013). 

Rural living youth are two times more likely to die by suicide when compared to urban 

dwelling youth (Hardin, et al., 2020). Furthermore, a familial factor relating to suicide 

exists. Suicide tends to “cluster” in some families making family history a strong risk 

factor when it comes to youth suicide (Varcarolis, 2015). Gender also plays a role in 

youth suicide. Females are 2 times as likely to attempt suicide compared to males. Males, 

when compared to their female peers, are three to five times more likely to complete 

suicide. Studies suggest that this is because males tend to use more violent means when 

attempting suicide while females tend to use methods that are able to be treated or 

reversed, such as overdose (LeVasseur, et al., 2013).  

In recent years, the media has shed a light on the effects of bullying and its 

relation to suicide. According to an American study conducted in 2013, youth who 
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reported being involved in bullying were more likely to consider attempting or 

committing suicide when compared to those who reported they were not involved in 

bullying (LeVasseur et al., 2013). The same study noted that lesbian, gay and bisexual 

(LGB) youth are at very high risk of completing suicide. This study estimated that as 

many as 1/3 of all youth suicides in the United States have involved a youth from the 

LGB community. Furthermore, 1 in 3 LGB youth have considered taking their own life 

while 1 in 12 heterosexual youth have considered the same action (LeVasseur et al., 

2013).  

 The advancement of technology has had a vast impact on the way the youth 

population communicates and interacts with the world in which they live (Shah, et al., 

2019). A recent study found that 91% of youth use social media platforms such as 

Facebook, Instagram, and Snapchat to keep in contact with peers, and 94% of these youth 

use social medial on a daily basis (Shah et al., 2019). Although technology has many 

positive effects such as its use for educational purposes, technology has been found to 

negatively affect mental health. Greater use of technology has been found to be 

associated with decreased body satisfaction; however, it is unclear whether social media 

use in general has negative effects on body image and self-esteem. Studies have found 

that for some youth, social media has led to superficial means of increasing self-esteem 

while for others, like those who achieve high levels of happiness, have been found to 

rarely engage in negative comparisons with others on social media platforms (Shah et al., 

2019). The use of technology and social media, however, does put youth at risk for 

cyberbullying which has become a significant issue in schools. A study in the United 

States found that reports of attempted suicide were highest in youth who were being 
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cyber bullied and bullied in school. This study also concluded that suicide attempts were 

higher in youth who were being bullied in any way compared to their peers who were not 

victims of in school or cyber bullying (Schneider et al., 2012). Nurses and doctors agree 

that suicidal behavior is “another voice” for youth, yet the message they are trying to 

send is very complex (Anderson et al., 2005). It takes excellent practitioners to figure out 

what youth with suicidal behaviors are “not saying” (Anderson et al., 2005, p. 323).  

It is clear that mental health disorders have an immense effect on a youth’s health 

and wellbeing. It is imperative that timely and responsive interventions are taken by health 

care professionals to reduce the burden that mental health disorders have on youth, 

especially for those who have limited access to timely health care services like those in 

many parts of Nova Scotia, such as Cape Breton Island. 

Accessibility and Availability of Speciality Youth Mental Health Services  

 According to (Malla et al., 2018) the response to youth mental health service in 

Canada “has been inadequate and inappropriate.” Canadian youth are experiencing high 

prevalence of mental health concerns, “extreme delays” when trying to access the 

appropriate care even when access to services is imperative for the youth’s safety (Malla 

et al., 2018). Furthermore, there is still a high use of emergency-based service for mental 

health care and an overall lack of involvement of the youth and their families specifically 

when it is time to transition to the adult mental health care system after the age of 19, an 

ongoing issue not only in Nova Scotia but all over the country (Malla et al., 2018).  

A 2016 study of the perspectives of rural working primary care physicians 

regarding child/youth mental health in Canada found two most important themes: resources 

and psychiatrist accesses (Zayed, et al., 2016). Resources referred to insufficient 

availability of speciality mental health professionals, insufficient knowledge regarding 
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mental health, and insufficient access to inpatient beds. Psychiatrist access referred to long 

waitlist, lack of availability of psychiatrists, and refusal of referrals (Zayed et al., 2016). In 

the Atlantic region of the country, the most reported issues were lack of resources, 

psychiatrist access, referrals to professionals, process issues (referring to an easier referral 

process and lack of funding for mental health when compared to other areas of health), 

professional development (more youth mental health education) and workload. The 

physicians reported their frustrations about lack of access to adolescent mental health 

psychiatrists, leading to the need to rely on adult psychiatrists for youth’s care (Zayed et 

al., 2016). Across Canada, physicians identified lack of access to assessment and treatment, 

long wait times, lack of child psychiatrists, the need for more inpatient beds, tele health, 

and more access to psychology and therapy resources. It is noted in this study that these 

themes are consistent with the current literature regarding child and adolescent mental 

health access (Zayed et al., 2016). 

 Parents have a large role to play with regard to accessibility of services of youth. 

General Practitioners (GP’s) are more likely to refer a child to specialty mental health 

services if a parent is vocal about their concerns and requests referral (Crouch, et al., 

2019).  A study from the United Kingdom found that parents do face barriers to care for 

their child’s anxiety concerns. Parents reported “chasing, fighting or pushing” when 

describing gaining access to mental health care services for their child. Most parents felt 

that their persistence was needed to access supports, unfortunately, not all children have a 

supportive adult to do this for them (Crouch et al., 2019). Parents in this study also reported 

a delay of seeking out services on their part as they were unsure if their child really needed 



 18 

help. Most parents reported that their GP played an instrumental role in accessing services 

(Crouch et al., 2019). 

 In Canada, primary care providers are playing a large role in the area of child and 

youth mental health care. Primary care is the easiest and most affordable to access by 

families and youth who seek mental health care, leading primary care providers to be in a 

unique position to fill the gaps within our health care system regarding specialized mental 

health care (Gotovac, et al., 2018). There is also a lack of stigma related to seeing a primary 

health care professional rather than a specialized mental health care provider (Gotovac et 

al., 2018). Indeed, physicians report a lack of education surrounding mental health 

reporting a lack of confidence, skills and training to provide the care that is required to 

youth who seek mental health care; however, would attend training programs to address 

these gaps in their education (Gotovac et al., 2018). 

Nova Scotia Health Care Crisis  

Situated on the east coast of Canada, Nova Scotia is home to more than 900,000 

Canadians. As for many of the maritime provinces, Nova Scotia has an aging population 

and low birth rates. By 2030, more than 1 in 4 Nova Scotians will be over the age of 65 

years (Nova Scotia Department of Seniors 2017). In conjunction with an aging 

population and high rates of chronic illness, in recent years, Nova Scotia’s health care 

system has been facing a multitude of challenges regarding availability and accessibility 

of services as well as a shortage of service providers. Nova Scotia has a shortage of 

family physicians as well as long term care beds, a multitude of emergency room closures 

and long wait times for essential services (NSGEU, 2018). Currently, 65, 526 Nova 

Scotians do not have a family doctor (Nova Scotia Health, 2021). In 2019, within the 

province there were 90 family doctors’ and 97 specialists’ vacancies (CBC, 2019). 
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Hospitals have become overcrowded and health care professionals are in short supply. 

With a lack of long-term care beds, hospital beds are being used by patients who are 

waitlisted, leading to emergency rooms being backed up, as no beds are available 

elsewhere in the hospitals. This has led to extremely long ER wait times and a backup of 

patients with paramedics in emergency room hallways (CBC, 2019). On March 12 of 

2019, 15 patients were registered per hour and 53 ambulances came through the 

emergency room doors at the Halifax Infirmary in just 24 hours and patients waited up to 

12 hours for care (The Star, 2019). In addition to backed up emergency rooms, 

paramedics report that the emergency room wait times have been affecting ambulance 

availability due to offload delays (Global News, 2019). At times only one ambulance has 

been available in the Halifax Regional Municipality (Global News, 2019). It is not 

uncommon for no ambulance to be available with calls pending, in some areas of the 

province, becoming a public safety issue. A safety survey conducted by the Nova Scotia 

Government and General Employees Union, found that 62% of Nova Scotian nurses have 

felt that their work load has “increased significantly” in the last 5 years. In addition, 89% 

of nurses reported that their unit often works with staffing shortages, 47% reporting this 

occurs 1-5 times a week and 38% reporting more than 5 times a week. Nurses were also 

asked if they thought that patients were being put at risk due to staffing shortages and 

93% of nurses reported “yes” (NSGEU, 2019).  

Mental health services are also severely affected by the health care crisis in Nova 

Scotia. According to the Nova Scotia Health, the prevalence rate of mental health 

disorders in Nova Scotia is 41.7% compared to 33.1% country wide. Nova Scotia Health 

also notes that this gap is wider for those in disadvantaged situations (2017). The health 
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authority acknowledges that Nova Scotians experiencing mental illness do experience 

harms. These harms can be attributed to lack of access to services, lack of availability of 

services, lack of awareness, issues surrounding affordability of services and fear (Nova 

Scotia Health, 2017).  In the past number of years wait times for adult mental health 

services reached 363 days for adult mental health services in some areas of the province 

such as Cape Breton. The longest wait times for adult mental health services were 309 

days for non-urgent in 2019 (Government of Nova Scotia, 2021). Current adult wait 

times are 84 days for non-urgent and 7 days for urgent care (Government of Nova Scotia, 

2021). At the IWK current wait times for mental health care are 7 days for urgent care 

while non urgent care wait times are no more than 37 days (Government of Nova Scotia, 

2021). The wait times represent the number of calendar days it takes from time of referral 

to the time a patient is seen (or expected to be seen) by a mental health clinic 

(Government of Nova Scotia, 2021). Patients are triaged based on their current condition 

from 1-3. Triage 1 is emergent care in which patients would be seen through an 

emergency department or crisis services and given immediate care. Triage 2 is urgent 

care where patients should be seen within 7 days. Finally, triage 3 is non- urgent care 

where the target wait time is within 28 days (Government of Nova Scotia, 2021).  

Nova Scotia Children/Youth Mental Health Services.  

 

Emergency and Inpatient Mental Health Services 

The IWK health centre provides high caliber care to children, youth, women, and 

families not only in Halifax, but in Atlantic Canada and nationally. IWKs mental health 

and addictions program is one of three programs provided at the health centre. The centre 

uses patient and family centred practice to care for children and youth up to 19 years of 

age. As families are paramount to a child or youths mental health treatment, the program 
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includes families as a partner in treatment. Youth who are close to their 19th birthday, the 

treatment team works with patient and family to begin a transition to adult programing 

and services including assisting youth with increasing awareness surrounding self-care 

and advocacy (IWK, 2021).  

The mental health and addictions program at the IWK provide services to youth in 

clinics, schools, residential settings as well as inpatients settings, which are offered to the 

children and youth who are acutely ill.  Training is also offered to community members 

to enhance skills of community based mental health workers as well as works 

collaboratively with family practitioners.  Youth are able to access the services through 

the IWK by going to the IWK emergency department if the youth believe they are at risk 

of danger to themselves or others, by referral from community agencies, as well as self-

referrals from youth or their family (IWK, 2021). 

Outside of the Halifax Regional Municipality, children/adolescents can be seen on 

an emergent basis at community hospitals across the province. Most community and 

regional hospitals in the province do not have a child/adolescent inpatient mental health 

unit resulting in youth either waiting for services within the community and/or if 

warranted, being sent to the IWK for inpatient care (CBC, 2017).  

Community-Based Services 

  In addition to hospital-based services, there are multiple community-based 

services available to Nova Scotian youth and their families. These services include but 

are not limited to the Mobile Health Crisis Team, Schools Plus, School Mental Health, 

Community Mental Health clinics (Halifax, Dartmouth, Sackville), Laing house and 

Strongest Families (Nova Scotia Health, 2018).  
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The Mental Health Mobile Crisis Team is a provincial service that provides all Nova 

Scotians who are experiencing mental health crisis or distress, including children and 

youth, with crisis intervention (Nova Scotia Health, 2018). Youth are able to contact the 

mobile crisis team by phone, in times of crisis to be seen within the community. When an 

individual contacts the crisis team they will be triaged via phone and will assess the 

individual in person within the area they are calling (Nova Scotia Health, 2018). This 

service will help individuals to access additional resources while providing short term 

management. This team also offers a crisis line that is available 24 hours a day 7 days a 

week to those who are facing mental health crisis such as suicidal thoughts, depression, 

substance misuse, anxiety, or difficulty coping with trauma or distress. This service is 

also able to support families and community agencies though education and outreach 

(Nova Scotia Health, 2018).  

Child and Adolescent community mental health clinics provides services, 

assessments, diagnosis and treatment to children and youth who are under the age of 19 

years who have mental health problems, who face substance misuse challenges or 

gambling problems (Nova Scotia Health, 2018).  The treatment team works with families 

to support children and youth up to 19 years of age through therapy (individual and 

group), education, psychiatric consults and group sessions. For Nova Scotian families to 

access this service, a referral must be made by a family doctor or other health care 

professional or a community agency. In addition, parents are able to call central intake to 

access the service. These services are available in Truro, New Glasgow, Elmsdale, and 

Amherst (Nova Scotia Health, 2018). The central referral process includes a first 

“choice” appointment allowing youth and their family, with assistance of clinician to 
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make a choice regarding next steps. If chosen, a second appointment, a “partnership 

appointment” will be scheduled for the youth and their family to discuss treatment 

options that are best for the youth, their family and their goals (IWK, 2021).  

Nova Scotia Early Psychosis Program provides at risk and newly diagnosed youth 

with early intervention, support and follow-up services. The program serves 12-35-year 

old’s who are experiencing symptoms of psychosis (Nova Scotia Health, 2018). This 

program is connected with high schools within the Halifax area which allows for early 

intervention and for the youth be followed within the school system. The treatment team 

consists of psychiatrists, psychologists, nurses, recreational and occupational therapists 

who works closely with the patient and their families to assist in finding proper treatment 

and reaching goals (Because Your Mind Matters, 2021). Within Halifax Regional 

Municipality (HRM) families and youth can access this service through referral though a 

family doctor, a mental health professional/agency, by teachers, families or by self-

referral. Outside of HRM, a referral from a health care professional is needed (Nova 

Scotia Health, 2018).  

The Community Support Program is targeted at school aged children and adolescents 

who are part of the Child and Adolescent Mental Health Program. More intensive than 

office-based treatment, this program takes place within pre-school, schools, homes and 

community while further supporting clinical based treatment plans (Nova Scotia Health, 

2018).  The program offers parents and guardians with the tools they need to support their 

child or youth through education, skill development and behaviour management 

strategies. Nova Scotians are only able to access this program if they have been referred 

by their current mental health and addictions health care professional or physiatrist (Nova 
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Scotia Health, 2018). This program is provided to youth and their families throughout the 

mainland of Nova scotia in areas such as, Bridgewater, Barrington, Digby, and 

Yarmouth.  

The Healthy Minds Navigator is a service that is provided by Healthy Minds 

Cooperative which is a service that provides services to individuals and their families 

who live with mental health issues (Healthy Minds Cooperative, nd.) This cooperative 

additionally provides input regarding development and evaluation of the current mental 

health services in Nova Scotia. The program has identified that navigating the mental 

health system can be a challenge for individuals and their families leading to the 

development of the healthy minds navigator. The Healthy Minds Navigator assists people 

living with mental illness to connect with the services and resources they require within 

their community such as support groups, referral services, web-based resources, 

programs and workshops (Healthy Minds Cooperative, n.d) 

Strongest Families Institute is a non- profit organization that provides mental health 

services to youth and their families through evidence-based coaching (Strongest Families, 

2018). Customized coaching is done via phone or internet in the families own home at a 

time that is convenient for them. The program provides supports to individuals 3-17 years 

of age on the topics of Attention Deficit Hyperactivity Disorder (ADHD), oppositional 

defiance disorder, anxiety disorders and depending on funding, nighttime bedwetting 

(Strongest Families, 2018). Nova Scotians are not able to self-refer to this program; 

however, local mental health agencies are able to refer to Strongest Families (Strongest 

Families, 2018).  An additional distance support available to Nova Scotian youth is Kids 

Help Phone which is a national service available 24 hours of the day 7 days a week. This 
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program provides counselling, education, referrals and text-based support to youth. 

Youth are able to access these services via phone, text, the Kids Help Phone website or 

mobile app (Kids Help Phone, 2019).   

The Laing House is a peer support center that serves youth ages 16-29 who have been 

diagnosed with a mental health disorder in the category of mood disorders, psychosis, or 

anxiety disorder (Laing House, 2019). The program runs as a drop-in where youth/adults 

are able to meet other youth/adults who have a similar lived experience. The program 

offers art, music, camping trips, meals, education sessions, and employment services and 

family support (Laing House, 2019).  The program is now accessible to Nova Scotians 

outside of the Halifax and Yarmouth area via satellite (Laing House, 2019).   

School-based Services 

School mental health professionals provide mental health services in conjunction with 

the SchoolsPlus team, teen health centres, social workers and guidance counselors in 

schools. These professionals provide individual and group therapy for students and 

provide education, support and health promotion activities to school’s staff regarding 

mental health (Nova Scotia Health, 2018).  

The SchoolsPlus Program is a support program that serves students and their families 

through schools in the province. The program uses a collaborative care model for 

delivery of health, justice, mental health, and social work services and resources beyond 

the school day (Department of Education, 2019). SchoolsPlus uses facilitators and 

outreach workers to connect students and families to community resources and supports 

within the system. School mental health professionals are also part of some schools that 

participate in the SchoolsPlus programing. Youth can be referred to this program by 

school principals and families also are able to self-refer by contacting SchoolsPlus 



 26 

(Department of Education, 2019). Unfortunately, not all schools are part of the 

SchoolsPlus program in the province, although this is the goal.  

Although there are available services in the province, individuals still face extensive 

wait times for treatment unless facing a mental health emergency (CBC, 2018). The wait 

times for community mental health care is having detrimental effects on Nova Scotians. 

In 2019, there were 137 suicides, this number is up from 75 in 2000 (Nova Scotia 

Government, 2021). Youth suicide rates have since increased in the face of the global 

pandemic, Covid-19 and will be discussed further in coming sections of this text. 

Furthermore, the lack of services in more rural or underserved areas of the province are 

causing longer wait times, and less specialized services due to a shortage of physicians 

and emergency room closers.  

Mental Health Care Provision in Rural and Underserved Settings 

Mental health care provision in rural communities, such as those in Nova Scotia, 

is more of a challenge when compared to urban areas. This challenge is due to lack of 

services and mental health specialists (Reed & Fitzgerald, 2005). The importance of rural 

mental health services is not lacking in the literature. A 2018 study based in North 

Carolina found that youth residing in rural locations of the United States were almost 

twice as likely to die from suicide than youth living in urban areas (Thompson et al., 

2018). As noted previously, rural areas often have shortages in mental healthcare 

providers. Additionally, a 2017 study found that rural youth face additional service 

barriers such as issues surrounding insurance, poverty, and few community resources 

(Robinson et al., 2017).  The literature suggests that health care professionals working in 

rural settings report “poor knowledge and skills, lack of assistance, and the need for 

ongoing support and education to provide effective care” (Reed & Fitzgerald, 2005 p. 2). 
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A 2015 study of rural Australian youth mental health care showed that rural populations 

want to seek help when it comes to mental health but often have trouble identifying 

services for themselves (Wilson &Usher, 2015). This study also suggested that it is of 

utmost importance that youth in rural settings feel they are in a safe and comfortable 

environment which, in turn, will “enable ongoing mental health care and early 

intervention” (Wilson & Usher, 2015 p. 2643). Parents tended to not want to travel to 

obtain child mental health services for their child unless they were absolutely certain that 

they are in need of emergent care (Wilson & Usher, 2015). In an attempt to fill the gap in 

mental health services in rural communities, Telemental health services have been 

implemented in many rural communities allowing for access to mental health specialists 

on-line in rural areas and even settings such as correctional facilities, schools and homes 

(Gloff, et al., 2015). This service offers itself as an accessible, evidence-based resource to 

close the gap in mental health services in underserved communities.   

A 2020 quantitative study from Memorial University focused on received barriers 

to accessing mental health services for rural and small city Cape Breton youth (Church, 

2020). This study gathered, from surveys through two regional school boards and nine 

schools in Cape Breton. From small areas, 62 youth participated in the study while in 

rural areas, 83 youth participated. The study found a lack of awareness regarding 

available resources and a lack of education in relation to mental health (Church, 2020). 

Youth also noted a lack of mental health professionals as a barrier to mental health 

services. Further, youth felt fear of stigmatization as this could lead to social exclusion, 

and shaming by family or friends (Church, 2020). This study also found that rural and 

small area youth did not differ in relation to perception of community barriers, however 
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system level barriers were more of a concern for small area youth. In Addition, rural 

youth more prominently felt that accessing mental health services would lead others in 

their community to thinking they are “crazy.” (Church, 2020, p. 13).  

Cape Breton Island Health Care Crisis 

The Nova Scotia health care crisis has not only affected the mainland but has had 

drastic effects on Cape Breton. The Cape Breton Regional Hospital has one of the highest 

rates of mortality in Canada, which demonstrates how negatively the crisis is affecting 

the area (Cape Breton Post, 2018). Nova Scotia Health has had challenges recruiting and 

retaining physicians to work on the island. Cape Breton Regional Hospital, the island’s 

largest medical facility, lost 14 doctors in 2019 (CBC, 2019). In addition, Cape Breton 

once had 16 psychiatrics yet there are only 4 psychiatrists currently working at the 

CBRH, none of which specialize in child and adolescent psychiatry.  Physicians at the 

Cape Breton Regional Hospital are calling recruitment “inadequate and ineffective” (The 

Telegram, 2018). Emergency departments at Glace Bay Hospital, New Waterford 

Consolidated Hospital and the North Side General Hospital face temporary or extended 

closures regularly leaving the Cape Breton Regional Hospital the only functioning 

emergency department in the CBRM. This is causing overcrowding in the local 

emergency department in Sydney, and extensive wait times (CTV, 2019). In the 2018 

fiscal year, the Glace Bay Hospital had the highest number of hours of closure in the 

province with 1,835 hours at this one emergency department alone (National Post, 2018). 

In Neil’s Harbour, a northern region of Cape Breton Island, the Buchannan Memorial 

Hospital emergency room faces temporary closures due to no physician coverage (Cape 

Breton Post, 2019). The closest Emergency room is 2 hours away in Beddeck. Further, if 

this emergency room is also closed there is another thirty-minute drive to Sydney’s 
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Regional Hospital. If there was an emergent situation there could be severe consequences 

due to ER closures in remote regions of the island (Cape Breton Post, 2019).  The crisis is 

putting much strain on health care professionals, and families in Cape Breton. Families 

have gone as far as contemplating leaving the island if there is no improvement in the 

health care system (CTV, 2019). Parents have been transporting their own children to the 

IWK when the ER at the Cape Breton Regional Hospital is at maximum capacity and 

their child needs immediate medical attention. No available ambulances are leaving some 

parents no choice but to drive their children to the IWK, 4 hours away (CTV, 2019).  

The Nova Scotia Government has given Cape Breton 100 million dollars to 

expand the Emergency room at the Cape Breton Regional Hospital, the Intensive Care 

Unit, the islands Cancer Center and the Glace Bay hospital emergency room (Cape 

Breton Post, 2019). The new construction comes in an attempt to make more space in the 

emergency department and will take approximately 3 years. In addition, the province will 

be closing two hospitals in Cape Breton, the New Waterford Consolidated Hospital and 

the North Side General Hospital, which has gotten mixed reviews by doctors and 

residents of the area (CBC, 2019). The hospitals will become collaborative community 

health centers employing, physicians, nurses, nurse practitioners, dietitians, and 

psychologists (CBC, 2019).  

As noted above, Cape Breton has some of the highest wait times for mental health 

services in the province, and the island is lacking a child and adolescent psychiatrist. 

Nova Scotia Health has acknowledged services accessibility as a system challenge 

specifically for those who are part of a marginalized group and for children and 

adolescents (2017). Cape Breton has the highest wait times in the province for urgent and 
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non-urgent care (Government of Nova Scotia, 2021). One physician at the Cape Breton 

Regional Hospital called the state of psychiatry in Cape Breton “dire” (The Telegram, 

2019). Currently, in Cape Breton, there is no child and adolescent physiatrist; however, 

there are child and adolescent psychiatrists traveling to Cape Breton every 6 weeks to see 

youth who have been referred to psychiatry by Child and Adolescent Mental Health and 

Addictions (Margaret Marsman, personal communication, 2019). Nova Scotia Health has 

employed tele-mental health to provide psychiatric care to the island from Halifax. 

Margaret Fraser, a physician in Cape Breton, does not believe that tele-mental health 

services are a great substitute for a face-to-face assessment of a client. She believes, it 

can be easy for a patient to hide their current state of health over video conferencing (The 

Telegraph, 2019). The province has, however, committed to expanding the Teen Mental 

Health Outreach Program started ten years ago by CaperBase, a program that will be 

discussed further in coming sections of this review. The program will expand to 41 

schools in the north and western parts of Cape Breton. The 11 new workers will be 

working in schools to connect with students, who are allowed to self-refer to the program. 

Referrals can also be made by school staff, health care professionals and community 

agencies (CBC, 2019). Child and adolescent mental health and addition services 

clinicians are “basically run off their feet” as they face staffing shortages, along with 

barriers to providing efficient care to youth and their families due to services being 

siloed. This lack of communication between service providers, slows down the provision 

of care for youth (Margaret Marsman, personal communication, 2019).  

Child and Youth Mental Health Services and Supports on Cape Breton Island 

 



 31 

Services 

Child and Adolescent Mental Health Services provide services to youth and 

families up to 19 years of age. Treatment through the child and adolescent services in 

Cape Breton include outpatient individual or group therapy and in-home services by their 

multidisciplinary team which includes social workers, case workers and 

phycologists.  For Cape Breton families to access this program a referral is needed by a 

family doctor or self-referral. In keeping with the rest of the province, Cape Breton also 

has a school mental health program and SchoolsPlus programming, in almost every 

school on the island, as discussed above (Nova Scotia Health, 2018).  

The Ally Centre of Cape Breton is a non-profit organization that focuses on 

prevention of the spread of blood borne pathogens through unsafe needle use. The Ally 

Center operates a primary health clinic that targets vulnerable populations such as those 

who are affected by HIV/AIDS, Hepatitis C, mental illness, members of the LGBTQ+ 

community, sex trade workers, and those affected by domestic violence, including youth. 

This clinic aims to provide those who may feel stigmatized a safe place to receive care 

(Ally Center of Cape Breton, 2019).  

CaperBase is an interdisciplinary outreach service in Cape Breton that focuses on 

building positive supports opportunities and community by collaborating with schools, 

families and youth up to 24 years of age.  Access 808, a service offered by CaperBase, 

offers group programs, life skill development workshops, laundry facilities, counselling, 

computer access, emergency clothes/food, shower facilities, and referrals to the 

community. Caper Base offers multiple programs for youth and families called Free2BU. 

These are 8-week programs with focus on promoting healthy life style, fitness, healthy 

families, and reducing drug use. In addition, Caper Base offers the UP! Series which 
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provides youth and families with four 6-8-week programs that focus on middle school 

years, cooking, recreation programs within the community, or individual, or group 

recreation therapy. All programs within Caper Base are free of charge and no referrals are 

needed to access their programs (Caper Base, n.d).  

Supports 

 The Whitney Peer Youth Club (WPYC) in Whiney Pier, Cape Breton is a sector 

of the Boys and Girls Club of Canada that focuses on the wellbeing of youth in the area 

ages five to 18. The program focuses on youth who otherwise would have little access to 

programing. The WPYC does work at the individual and community level. The programs 

focus on educational, volunteer, recreation and self-improvement programming. The club 

offers mental health programming such as Flex Your Head, leadership programs, after 

school programs as well as weekend activities (BGCCB, 2019).   

Relays, is a crime prevention initiative that works with the Cape Breton Regional 

Police force. This project works with 70 at risk youth from ages 12-17 per year. The 

goals of the project include increasing respect of peers and community, coping skills, and 

confidence levels, reducing violence and substance misuse and aims to improve life 

skills, empathy for others and school achievement (Relays CBRM, 2021). 

Undercurrent, is a youth center with locations in both Sydney and Glace Bay that 

focus on allowing Cape Breton youth to have opportunity to grow in their community 

free from addiction, homelessness, and poverty. Their centers in Cape Breton provides all 

youth, no matter background or familial income level, with a safe space, programming 

and mentorship. Undercurrent provides programming such as the junior. High RISE 

program, which teaches youth valuable life lessons through hands on activities such as 

meal preparation, and learning from others through public speakers. Undercurrent also 
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offers a multitude of recreation programing such as hockey, skateboarding and scooter 

programs for boys and girls (Undercurrent Youth Centre, 2021).  

Emergency Mental Health Services 

Youth who require urgent mental health services in Cape Breton area are able to 

go to their nearest emergency department or call the provincial mental health crisis line. 

Unfortunately, the Cape Breton Regional hospital does not have inpatient mental health 

services for children or adolescents. If these services are required, youth are to be 

transferred to the IWK hospital in Halifax, up to a 6-hour drive from northern, rural areas 

of Cape Breton.  

In recent years researchers have shed light on the issues that exist in emergency 

rooms when managing youth in crisis. Studies such as Broadbent (2002) and Dion 

(2010), suggest that more education needs to be provided to nurses working in emergency 

rooms which, in turn, will increase confidence levels when implementing mental health 

screening. More training is believed to result in more positive attitudes, less stigma, and 

an overall more positive experience when working with youth mental health issues. 

Research regarding nurses’ experiences with youth mental health matters such as anxiety, 

depression and suicide is limited, especially with regard to studies from rural hospitals. In 

addition, studies regarding youths’ experiences with mental health care in emergency 

room settings are also limited, even more so in rural contexts.  

Experiences of Youth When Accessing Mental Health Care in Emergency Rooms 

People who experience mental health disorders present to emergency rooms five 

times more often than people without a diagnosable mental illness (Vandyk, et al., 

2017).  Additionally, increased psychiatric visits to the emergency room are linked with 

increased costs to the hospital (Vandyk et al., 2017). Literature in a 2017 systematic 
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review found only nine studies regarding experiences of patients who have mental illness 

and present to emergency departments (Carstensen, et al., 2017). Results from this study 

included patients feeling that they were being judged negatively by the emergency room 

staff and that their symptoms were ignored and seen as “non- urgent.” In seven studies, 

part of the systematic review, patients “emphasized the importance of caring and 

attentive staff, who were characterized as communicating with both respect and dignity, 

as well as taking time and being supportive” (Carstensen et al., 2017, p.318). It is 

important to note that none of these studies in this systematic review focused on the 

youth population. A 2016 study (Summerhurst, et al., 2016) found that youth experience 

difficulties when trying to find supports and services within the mental health system. 

This study also suggested that sixteen- to eighteen-year-olds had more difficulty 

identifying services compared to older young adults in this study (Summerhurst, et al., 

2016). Again, this study did not specifically examine the experience of youth accessing 

mental health services in the emergency department as there is no current literature 

pertaining to this subject.  

Experiences of Emergency Room Nurses and Mental Health Care 

Limited literature exists on the topic of nurses’ subjective experiences regarding 

the provision of mental health care in the emergency room, especially in rural or 

underserved settings and with youth populations.  A phenomenological study of nurses’ 

experiences from Queen’s University found that nurses believe ineffective care is related 

to themes such as: lack of education, time, stigma, environmental constraints, ethical 

issues and need for role clarification (Tyerman, 2014).  In a 2013 qualitative study of 

emergency room nurses’ experiences found powerlessness as the largest theme regarding 

provision of mental health service to patients in the emergency department (Plant & 
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White, 2013). Additionally, a 2011 study found similar themes, stating that patients who 

access mental health care need longer assessments, which disrupts the norms of the 

emergency room. This study also found that nurses believed that the emergency 

department is not the right environment to care for people with mental health concerns 

(Marynowaski- Traczyk & Broadbent, 2011).  Nurses participating in this study believed 

that patients who continually presented to the emergency department for mental health 

concerns were a burden. One nurse in this study commented “They keep coming back, 

the same patients all the time, I feel exactly the same thing that most people feel, like not 

again!’’ (Marynowaski- Traczyk & Broadbent, 2011 p. 176). No studies were found 

regarding youth perspectives or regarding rural/underserved area experiences.   

Stigmatization of Mental Health Problems  

 In recent years, societal strides have been made in regard to stigmatization of 

mental health problems and there has been a large focus on the importance of mental 

health for individuals globally, especially in the face of the Covid-19 

pandemic.  However, according to CAMH, mental health stigma still prevents 40% of 

individuals with depression or anxiety from seeking treatment (2021). Further, 60% of 

individuals with a mental health problem will not seek help due to the fear of being 

labeled (Mental Health Commission of Canada, 2021). Mental health stigma derives from 

a lack of education surrounding mental health disorders and illness as well as the 

significant need for those suffering to seek assistance from the health care system 

(Lindow et al., 2020). Often those with mental illness are seen as “crazy” and individuals 

bear the burden of society assuming their illness is “their own fault” (Audu, et al., 2011, 

p. 56). Further, the western world often believes that those with mental illness are often 

violent and untrustworthy leading to high contact with law enforcement and crime rates 
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(Audu, et al., 2011). These negative connotations affect how one perceives oneself within 

daily life.  According to Yap and colleagues, societal, peer, and self-stigma often prevent 

youth from seeking help for mental health related problems (2013). Additionally, 

stigmatization has been found to affect academic achievement, and increased social 

isolation in youth (Livingston and Boyd, 2010).  

Initiatives from international and national organizations such as the WHO and the 

Mental Health commission of Canada (MHCC) focus on mental health stigma reduction. 

MHCC initiatives focus on reducing stigma within families and in workplaces by 

improving mental health literacy through online courses such as mental health first aid 

programs, the Workkind Mind course from managers and employees, and the 

Understanding Stigma online course for healthcare providers (MHCC, 2021). Finally, the 

WHO has assisted 110 countries extend mental health care and launched the WHO 

Special Initiative for Mental Health (2019-2023): Universal Health of Mental Health to 

assist 12 priority countries with supplying affordable and quality mental health care 

(WHO, 2021).  

Stigmatization from the Health Care System  

Nurses in the emergency rooms are considered “the first point of contact” for 

youth who arrive in hospital in a mental health crisis (Anderson et al., 2005 p. 319). One 

study goes as far as saying that the emergency room is possibly the “only point of 

contact” linking youth to the health care system (Cronholm et al., 2010). In particular, 

research suggest that the attitudes of health care professionals towards those who seek 

care due to suicidal behaviours will impact the effectiveness of treatment provided 

(Anderson et al, 2005). This statement makes it imperative that nurses working in 

emergency rooms are educated and competent when working with youth with mental 
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health concerns.  According to Clarke (2007) stigma toward mental health patients exists 

and has many effects on patients. Stigmatizing behaviors and attitudes in the emergency 

rooms can affect the care that patients receive. When patients are treated poorly, they 

leave the emergency room with a poor perception of the healthcare system which in turn 

may affect the use of the system again. “A caring, respectful, nonjudgmental approach 

provides reassurance and invites more cooperative behavior from the person seeking 

help” (p.129).  Lack of education surrounding mental health crises in emergency room 

practitioners can significantly affect care received by patients (Hamm et al., 2010). 

Stigmatization of mental health does not only affect those seeking crisis care in the 

emergency department but throughout health care systems. According to the Mental 

Health Commission of Canada, Canadians with mental health problems have reported 

feeling “devalued, dismissed and dehumanized '' by healthcare professionals they have 

been in contact with when seeking out services within the healthcare system (2018). 

According to the World Health Organization, individuals with severe mental illness die, 

as much as two decades, earlier than those without mental illness, due to a preventable 

physical condition (2021). These negative feelings and perception of the health system in 

turn will affect treatment outcomes not only of mental health but physical health as a 

result of avoidance of the health care system.  

Mental Health Screening in Emergency Rooms 

As noted above, the emergency room may be the only point of care that a youth 

has with the health care system which makes the emergency room an important place to 

implement mental health screening. Screening in this setting allows practitioners to 

identify mental illness and proper interventions (Baren et al., 2008). “…from the 

statistics, often times, at least suicidal teenagers, have some contact with a health care 
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profession soon before or attempting or committing suicide, so it’s obviously an 

important intervention in a relatively high-risk group” (Cronholm et al., 2010, p.112). 

Screening for mental illness is not a task that can be completed quickly, even in areas 

with less time constraint than emergency rooms. Due to these time constraints in the 

emergency room, mental health screening of youth can be avoided or overlooked. Other 

barriers to screening for mental health disorders in the emergency department may 

include, limited trained psychiatric professionals, issues surrounding coverage for crisis 

intervention, funding, and a lack of resources for providers to offer patients, and stigma 

surrounding mental illness. Even in the face of these barriers, according to Baren (2008), 

studies show that screening for mental illness in youth, specifically for depression and 

suicide can be done successfully in the emergency room setting (p.402).  

Regardless of how an emergency room chooses to screen patients for mental 

health disorders, health care providers, including nurses, must be comfortable with 

implementing screening. Lack of confidence regarding mental health patients is a 

common trend in the literature (Broadbent 2002). The Cronholms study reported this 

trend noting that some nurses are not comfortable with screening youth for mental health 

disorders (2010). Comfort levels in this study were linked to experience, training levels 

and perceived self-efficacy (Cronholm et al., 2010). One study participant stated “...I’m 

not so comfortable with it, like I said, I’m a little scared; I wouldn’t even know how to 

approach a patient to talk to them about those things” (p.113). Other participants noted 

that they felt uncomfortable when they realized that a mental health concern, such as 

depression, may need to be diagnosed but feel more confident if they knew of the proper 

resources for the patient. Even though some participants in this study felt uncomfortable 
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with addressing mental health screening, nurses felt that they should be the ones to 

administer the screening tool as they have “greater patient contact” and “good rapport 

with patients” (Cronholm et al., 2010). Studies such as Broadbent (2002) have shown that 

there was an increase in comfort levels with mental health screening and patient care 

from nurses when a specific screening tool was formatted for the emergency room. 

Nurses in this study were found to “down triage” mental health patients due to poor 

understanding (Broadbent et al., 2002). With the implementation of the screening tool 

used at triage, the nurses reported having better understanding of mental illness, more 

confidence during mental health assessments and better attitudes toward patients with 

mental health disorders (Cronholm et al., 2010).  

Youths Experiences with Community Based Mental Health Services  

There is limited literature surrounding youths’ subjective experiences with 

community based and outpatient mental health services (Persson, et al., 2016). It is 

important to note that these studies are not focused on underserved areas, but in large city 

centers. A 2016 study conducted in Sweden used two phases, focus groups with youth 

ages 10-18 years and surveys with the same age group (Persson, et al., 2016). The study 

revealed 3 overarching themes from the two phases of data collection: accessibility, being 

heard and seen, and usefulness of sessions. Youth expressed the importance of staff 

making the youth feel comfortable, and importance of the pacing of the sessions, 

ensuring that youth do not feel rushed through appointments (Persson, et al., 2016). In 

addition, ease of travel to clinics largely affected whether youth were able to get to 

appointments, as public transport, or parental involvement, was not always an option 

(Persson, et al., 2016).  
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A study from the United Kingdom in 2006 found 13 themes after conducting a 

study using focus groups with 9-14 years of age regarding outpatient mental health care 

experiences (Day, et al., 2006). Major themes included knowing about the appointment 

beforehand, allowing the children to be able to prepare themselves before appointment 

times, therapist lead questions can cause some discomfort, the youth preferred activity-

based appointments as these were less anxiety triggering and felt they were able to 

express themselves more accurately (Day, et al., 2006). This study also found that timing 

of appointments was important as some children did not want to miss school to go to 

therapy sessions (Day, et al., 2006).  

A 2012 interpretive phenomenological study based in Australia, focused on youth 

using mental health services to seek help for depressive symptoms (McCann & Lubman, 

2012). The participants in this study stressed the importance of having a supportive 

school environment and school counselors who help refer students to services. It is 

important to note that some participants were reluctant to use school counsellors as a 

resource as they worried that the counsellor may tell their peers that they were going to 

counselling (McCann & Lubman, 2012). This study also found that youth valued the 

accessibility of services, and believed it was important that services were on public 

transport routes. Finally, the youth participants reported that wait times were a barrier to 

their care as some youth had to wait more than a month to be seen by a health care 

professional (McCann & Lubman, 2012). 

Youth Mental Health and Covid-19 Pandemic 

Although the data collection for this study was completed approximately two 

months prior to Covid -19 affecting Nova Scotia, it is of much importance to consider 

what implication the pandemic has had to youth mental health in not only in the province, 
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but all of Canada, and how the pandemic effects future service provision and allocation. 

Canada's top children's hospitals have called a “Code Pink” to declare a mental health 

emergency in the pediatric population (Children’s First Canada, 2021). Canadian 

hospitals are reporting that admissions for suicide attempts have increased by 100% while 

substance use disorders by 200% when compared to pre- pandemic. Advocates blame the 

lack of access to recreational activities, school closures and social isolation for this 

mental health emergency in children and youth (Children First Canada, 2021). These 

closures have caused youth to be confined to their family unit, and for some youth this 

means within a dysfunctional environment, leading to deprivation from structured 

support. Youth are now relying on finding peer support through social media platforms 

(Rousseau and Miconi, 2020). It is also important to note that with the exacerbation of 

mental health problems due to Covid -19, the virus also leaves some youth grieving loved 

ones they may have lost during the pandemic (Rousseau and Miconi, 2020).  It is 

imperative that child and youth mental health is of the highest priority in years to come, 

post pandemic, to provide timely trauma informed, and adequate supports and services to 

youth as they begin to heal from nearly two years of immense change and high stress that 

has led to this youth mental health emergency.  

Currently, limited literature exists regarding youths subjective lived experiences 

with mental health disorders and regarding their access to services both 

emergency/inpatient and within the community. Gaps in the literature also exist 

surrounding youths’ perspectives in relation to mental health services and supports youth 

find helpful.  Due to these gaps, this study has identified what services or supports youth 

are currently using, or not using, in Cape Breton and why. Further, this study has 
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addressed if youth feel mental health services are meeting the needs of youth in Cape 

Breton. Such information has allowed for deeper understanding of youths lived 

experience when living with mental health problems and a gain in insight regarding 

youths’ perspectives of the mental health services and supports in their community. This 

research aimed to assist in filling the gaps in the current literature regarding youth mental 

health care in one underserved area of the province of Nova Scotia.



 

Chapter II: Methods  

Purpose 

It is clear that there is limited literature regarding youths' lived experience with 

mental health care in areas that are underserved and in regard to hospital-based and 

community-based services. The purpose of this research was to gain a deeper 

understanding of the lived experience of youth, ages 16-21, who live in Cape Breton 

Regional Municipality (CBRM) with a self-identified, self-defined, prolonged, mental 

health problem and what they do about these concerns (i.e., accessing, or not accessing, 

services or supports) while on Cape Breton Island. This research aimed to aid in filling 

the gaps in literature regarding youth mental health care services and supports in an 

underserved area of Nova Scotia, while also identifying services that are, in the 

participants opinion, imperative to youth’s mental health care that may or may not exist 

in the geographical area of study.  

This qualitative research used hermeneutic phenomenology as methodology. 

Phenomenology focuses on individuals and their interactions with others and their 

environment, consistent with nursing’s philosophy, making this method a particularly 

good choice for this research study (Lopez and Willis, 2004). Interviews were conducted 

with youth, ages 16-21, who self-identified as having a prolonged mental health problem 

for at least six months to understand their lived experiences and identify what services 

and supports they had used, or not used and why, as well as their resulting experiences. 

Mental health problems prolonging for at least six months was chosen as a benchmark for 

participation in this study, as this length of time, or more, allowed for the youth 

participants to decide if they wanted to seek mental health support/ services or not. For 
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the purpose of this research, supports and services could have been formal or informal. 

Formal services included organized mental health services such as, speaking with a 

health care professional (such as mental health nurses, phycologists, psychiatrists); 

emergency room services, telehealth services, helplines (such as Kids Help Phone or 

Strongest Families); community-based services (such as child and adolescent mental 

health services); and school-based services (such as school health nurses, social workers, 

and guidance counsellors). Informal services or supports included, but were not limited 

to, activities that were not solely focused on, but could positively contribute to, a youth’s 

mental health, such as after school programs, youth peer programs, recreational activities, 

arts, or music programs, and speaking with friends or trusted adults, etc.  

The following section will discuss the research questions and objectives of the 

study, hermeneutic phenomenology, the study design, sampling, recruitment, data 

collection, and ethical considerations in detail.   

Research Questions 

The research questions for this study included: (a) What are the lived experiences 

of youth who self-identify as having a self-identified, self- defined mental health problem 

for at least six months? (b) What mental health supports, or services (formal or informal) 

have youth used (if any), for what reason, and their resulting lived experiences? (c) If 

supports or services were not used, why not, and their resulting lived experiences? (d) 

From the perspective of participants, in what ways are mental health services and 

supports meeting, or not meeting, the needs of youth with mental health problems on 

Cape Breton Island? In what ways do these services and supports need to improve? 
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Objectives 

The objectives of this study were to: (a) Gain a deeper understanding of the lived 

experiences of youth, ages 16-21 living on Cape Breton Island who have a self-identified, 

self-defined, prolonged (at least six months) mental health problem; (b) Identify which 

mental health supports and services youth are using - or not using – and why; (c) Explore 

the experiences resulting from their decision to use, or not use, supports and/or services; 

and (d) Explore how Cape Breton youth perceive mental health services and supports are 

meeting the needs of youth and how these services and supports can improve? 

 

Hermeneutic Phenomenology 

As outlined in the literature, there are not only gaps in the current healthcare 

system, particularly in underserved and rural areas regarding mental health care for 

youth, but there is also limited literature regarding subjective experiences of those 

seeking these services. Interpretive phenomenology was used to examine the lived 

experiences of youth who seek mental health care. Hermeneutic phenomenology, also 

known as interpretive phenomenology, does not solely focus on description, but also on 

the true meaning of an individual’s experiences (Lopez and Willis, 2004). 

“Phenomenology seeks to understand human experience from an individual’s 

perspective” (Tembo, 2016). Van Manen describes phenomenology as “the study of the 

lifeworld- the world as we immediately experience it pre-reflectively rather than as we 

conceptualize, categorize, or reflect on it” (van Manen, 1990 p. 9). Phenomenology 

brings forth the true meaning of one’s subjective experiences with a specific phenomenon 

making this methodology a perfect fit for the study of youths lived experiences. Dating 

back to the 18th century, phenomenology has been influenced by scholars such as 
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Husserl and his star pupil Martin Heidegger, French philosopher Merleau Ponty, and in 

recent times, Canadian phenomenologist, Max van Manen (Dowling, 2007).  

Husserl, a German scholar, known as the father of phenomenology, believed that 

the “aim of phenomenology is the rigorous and unbiased study of things as they appear 

in order to arrive at an essential understanding of human consciousness and experience.” 

(Dowling, 2007, p.132). Husserl proposed using phenomenological reduction or 

bracketing. He believed that phenomenologists must “ignore one’s own beliefs, 

assumptions, and biases” (Inglis, 2010 p. 26).  Husserl’s student, Martin Heidegger, 

expanded on Husserl’s work but focused on hermeneutics, the meaning of being human 

and exploring lived experiences (Inglis, 2010). Max van Manen, a Canadian scholar, 

believes that a true understanding of hermeneutic phenomenology comes from “actively 

doing it” (van Manen, 1990, p. 8). Van Manen stresses the importance of consciousness. 

Anything within one’s consciousness is of interest to phenomenology, “whether the 

object is real or imagined, empirically measurable or subjectively felt” (van Manen, 

1990, p. 9). Hermeneutic research aims to bring forth the “fullness of living” and to 

examine what it really means to be who we are (van Manen, 1990, p.12).  

This study was informed by Heideggerian phenomenology and guided by van 

Manen’s approach to hermeneutic phenomenological research. “To do hermeneutic 

phenomenology is to attempt to accomplish the impossible: to construct a full interpretive 

description of some aspect of the lifeworld, and yet to remain aware that lived life is 

always more complex than any explication of meaning can reveal” (van Manen, 1990, p. 

18). Lifeworld existentials refer to themes that permeate the lives of all human beings, 

regardless of factors such as gender, culture, socioeconomic status, although not in a 
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common way (van Manen, 1990). The existentials are spatiality (lived space), 

corporeality (lived body), temporality (lived time), and relationality (lived human 

relation) (van Manen, 1990). These lifeworlds can be described independently but cannot 

be fully separated as they are all connected, forming one’s lived world (van Manen, 1990, 

p. 105).  

Lifeworld Existentials  

Spatiality 

Spatiality refers to lived space. Spatiality does not, however, refer to the physical 

space that one finds themselves in but, instead, refers to how that space makes us feel. 

Spatiality is defined by van Manen as “felt space” (1990).  For example, a person 

walking the streets of an unfamiliar city may feel a sense of fear, loneliness, or perhaps 

for some, excitement (van Manen, 1990). In a sense, humans embody the space in which 

we find ourselves. The theme of lived space allows us to question ways that humans 

experience day to day life and allows us to understand the meaning of one’s day to day 

affairs (van Manen, 1990).  

In the context of youth who seek mental health care, the space in which they seek 

care becomes the felt space for patients. This setting (i.e., Emergency rooms, acute 

inpatient psychiatric units, outpatient mental health clinics or doctors’ offices) may be 

unfamiliar, frightening and overwhelming. With the idea of embodiment of spaces we are 

in, youth may become anxious and frightened in these unfamiliar settings. How one feels 

in these spaces will directly impact one’s overall experiences in the setting.  

 

Corporeality 

Corporality seeks to explain that “we are always bodily in the world” (van Manen, 

1990 p.103). When meeting another being, it is their body that we connect with first. Our 
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bodies reveal things to another person, yet at the same time we unconsciously conceal 

aspects of the self. Environments are seen differently depending on the body who 

perceives it. For example, the environment of the emergency room, is perceived 

differently by a youth seeking care than by a nurse working in the emergency room who 

experiences the environment every day.  

Temporality 

Temporality refers to lived time. Lived time is time that seems to fly by when one 

engages in enjoyable activities and comes to a halt when experiencing boredom (van 

Manen, 1990). Temporal landscape constitutes one’s subjective past, present and future. 

It is one’s temporally way of “being in the world” as a youth looking towards the future 

or as an older soul recollecting past memories (van Manen, 1990, p.104). The past, 

present and future shape one’s temporal landscape and who one is as a human being. Past 

memories affect one’s future experiences as well as how one presents oneself in society, 

the language they speak and the mannerisms they have adopted from others in their life 

which, in turn, affect their present. The future is upheld though hopes and dreams and 

expectations that are held for one’s self.  

 A youth’s past experience will affect future feelings and experiences. If one has a 

negative experience when seeking mental health care at, for example, a community-based 

service, one may be unlikely to want to engage in care in that setting in the future. 

Alternatively, if a positive experience has come from a visit to the community-based 

service, one may feel comfortable using those services again in the future. I believe it is 

important to note that this holds true for service providers. For example, for nurses, the 

past experiences of managing those with mental health disorders directly affects how they 

will manage and engage with patients with mental health problems in the future. The care 
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provider and the patient’s experiences here are connected in the sense that a nurse who 

had a good experience with mental health patients in the past may be more comfortable 

with screening and providing the patient with a positive experience which, in turn, will 

affect their future decision making. 

Relationality 

Relationality is defined by lived other (van Manen, 1990). Relationality is lived 

relations that we keep with others in a common space. Meeting another is done in a 

physical way through touch (handshakes) or by forming impressions, even before 

meeting. We form impressions of others though thoughts about them before physically 

meeting. These ideas and impressions are found as true, or false, once one connects with 

another in a common space (van Manen, 1990). 

The way care providers perceive youth seeking mental health care will directly 

impact the care provided. Their preconceived ideas about this group may facilitate or 

impede holistic, competent care. Youth suffering from mental health problems may, or 

may not, seek mental health support or services voluntarily. This could affect one’s 

perceptions of the care provided and make it difficult for continuity of care. 

Research Design 

Sampling 

In an effort to understand the lived experiences of youth who self- identify as 

having a mental health problem for at least six months and what they do, or do not do, 

about these concerns, this study used purposive sampling methods to retrieve information 

from ten youth, ages 16-21. Purposive sampling refers to a process by which the 

researcher selects participants who are able to inform understanding of a specific 

phenomenon (Creswell & Poth, 2018). In phenomenological studies purposive sampling 

is essential as all participants must have experienced the same phenomenon (i.e., a mental 
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health problem). Snowball sampling was also used in this study. Snowball sampling 

provides participants with information - about the study and ways to contact the 

researcher - to share with potential participants through word-of-mouth (Creswell & Poth, 

2018). This type of sampling has shown to be especially effective for topics such as 

mental health (Parrish, et al., 2017). Studies have shown that youth in particular are more 

likely to participate in a study if they have heard about the study from a friend through 

word-of-mouth. Furthermore, participants must have been able to articulate the 

phenomenon experienced (Creswell & Poth, 2018).  In keeping with the standard of 

phenomenological study, ten participants was the goal sample size and this was achieved 

(Creswell & Poth, 2018). Ideally, in qualitative research, studies exemplify diverse 

perspectives and do not generalize. For this reason, this sample size was flexible 

(Creswell & Poth, 2018).  Of the ten youth who were interviewed for this study, nine 

identified as female and one youth identified as male. Further, at least one youth was 

interviewed within each age between 16 and 21 years.  For the purpose of this study, 

youth had to self-identify as having a self-defined mental health problem for at least six 

months. The youth participants must have been between the ages of 16-21 and be living 

in Cape Breton, specifically CBRM. It was not a requirement of youth to have previously 

sought formal mental health services in the past to participate in this study. If youth had 

sought formal mental health services, the researcher aimed to gain a deeper 

understanding of the youth’s experiences with having a mental health problem and their 

experiences with the supports or services they have accessed. If youth had identified as 

having a mental health problem but had not previously sought mental health care 

supports or services, the researcher aimed to gain a deeper understanding of their 
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experience with a mental health problem along with why the youth had been reluctant to 

seek care, or unable to access care.  

Recruitment 

Recruitment strategies used by this study included flyers posted in public areas, as 

discussed below, as well as on social media. Community based recreational and peer 

mentorship services (such as Whitney Peer Youth Club, Caper Base, specifically Access 

808 Clubhouse) were approached as community-based resources to aid with recruitment 

for this study (i.e., flyers posted in the clubhouses and sharing flyers on their social media 

platforms). In addition, flyers were posted at Cape Breton Regional Library in Sydney, 

and at Cape Breton University in the cafeteria, library, and common areas of the 

campus.  Flyers were advertised on social media platforms, Facebook and Instagram, 

using a public page for the research study on both platforms. Social media advertisements 

have been shown to be successful recruitment strategies for studies involving youth in 

particular. Youth have reported that if the advertisement is visually appealing and 

describes a brief overview of the study, they are more likely to want to participate 

(Parish, et al., 2017). Flyers were written in plain language specifically designed for this 

age group to easily understand. The researcher’s contact information – unique from her 

personal contact information - was given for youth to set up a mutually agreeable time 

and place for a private interview. Youth were able to contact the principal investigator by 

phone, text, or email. See Appendix B for sample of the recruitment flyer and social 

media advertisement. Recruitment of ten youth for this study was completed within one 

week. Because of the sensitivity of the research topic, youth participants were provided 

with a pocket-sized list of possible supports and services for mental health assistance 

such as Kids Help Phone, and the Nova Scotia Mental Health Crisis Line (Appendix E) 
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(Parrish, et al., 2017). Furthermore, participants were given an honorarium ($30.00 cash) 

to pay for their contribution of time and information to the study (McCormick et al., 

1999). Due to the older age group of youth in this study, and sensitivity of the research 

topic, monetary compensation was used as honorarium for participants’ time, effort, and 

contribution to the study. Participants in this age group may have their own jobs for 

which they are being paid an hourly wage; therefore, this study was also treated as a job 

in which participants received monetary compensation. For participants who may have 

needed assistance with transportation, taxi chits were to be used to pay for their transport 

to, and from, the interview location; however, no participants requested this service.   

It was beyond the scope of this research to conduct and analyze interviews with 

service providers; however, a consent form was developed to allow the researcher to 

collect data through interview with community-based youth mental health 

supports/services in CBRM to answer questions about services that the organizations 

provide to youth. This information was used to provide clarity to the researcher regarding 

programming and to gain perspective of mental health services in CBRM from a service 

provider. Please see Appendix H for consent form and Appendix I for verbal consent 

form. An honorarium was not used for the service provider interview. The researcher 

reached out to two different service providers in CBRM. Unfortunately, when providers 

were approached, the province had just lifted Covid-19 restrictions leading to a very busy 

time, especially for community-based youth programing. One service provider was able 

to accommodate a 1-hour interview with the researcher. The interview was conducted 

with the director of the Whitney Pier Youth Club via phone. Prior to this interview a 

letter of interest was sent to the service provider requesting a 1-hour conversation 
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(Appendix G).  Please see Appendix J for service provider interview guide. Information 

from the interview will be further discussed in the discussion chapter of this paper.  

Data collection  

Interviews  

In qualitative research, interviews are “attempts to understand the world from the 

subject’s point of view, to unfold the meaning of their experiences, to uncover their lived 

world” (Creswell, 2018 p. 164). Furthermore, van Manen describes hermeneutical 

phenomenological interviews as tools used to develop a deeper understanding of the 

meaning of a phenomenon (1990). To understand the experiences of youth who have a 

self-identified and self-defined mental health concern for at least 6 months and have, or 

have not, used mental health services or supports, semi-structured interviews were 

conducted with 10 youth in CBRM. Two interviews were held at CBU one in a private 

boardroom and the other in the Verschuren Centre; one interview was held in a private 

room at the McConnell Library; and the other seven were held at a private office space in 

downtown Sydney. All interview spaces were agreed upon by both researcher and 

participants prior to meeting time.  All interviews were held in person and recorded. Care 

was taken to provide the participants with a private, comfortable, safe environment 

(Creswell & Poth, 2018).  

 Regarding informed consent, youth were asked to sign informed consent prior to 

beginning the interview process. In the province of Nova Scotia, there is no lower age of 

consent regarding health care decisions and health care treatment; therefore, parents were 

not required to give consent for youth under the age of 19 to participate in this study 

(Capital Health, 2014; Globe and Mail, 2018). No lower age of consent allows capable 

youth to have autonomy, which can open up services and supports to which they may not 
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have access, especially in situations where youth lack parental support.  Further, health 

care consent in Nova Scotia is based on capacity rather than age. It has been found that 

age, is not an accurate measure of a person’s maturity. Dr. Gordon Wallace, managing 

director of Safe Medical Care at the Canadian Medical Protective Association, says that 

in a situation between a youth and a doctor, he always asks patients to explain back what 

was discussed during their conversation in their own words (Capital health, 2014; Globe 

and Mail, 2018). With this in mind, the researcher in this study, explained the research 

study to the youth participant, including risks and benefits and the option to stop the 

interview process at any time without consequence. The researcher then asked the youth 

to reiterate what was discussed in their own words to ensure that the youth understood the 

previous conversation. Please see Appendix D for the youth consent form.   

Semi-structured interviews with open-ended questions is a method of data 

collection that is often used in healthcare research (Gill, Stewart, Treasure, & Chadwick, 

2008). This type of interview method includes probing questions to guide the 

conversation. Because this type of interview is more flexible than a structured interview, 

it allows for an elaboration of participants’ thoughts and possibly leading the researcher 

to new information that may not have been thought of as pertinent (Gill, et al., 2008). 

Interviewing in phenomenology serves as a means to explore and gather narrative 

material which allows for the understanding of a phenomenon as well as to initiate a 

conversation about the meaning of an experience (van Manen, 2016). Please see 

Appendix C for youth interview guide. The interview process began with informed 

consent, reviewing the purpose of the study, and notified participants that they had the 

option to stop the interview processes at any time, for any reason. No participants asked 
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to end the interview process; however, some did request a few moments to collect their 

emotions, which was given along with support from researcher. Participants were given 

the opportunity to ask any questions they might have had about the study and the study’s 

procedures. As mentioned, a signed consent form from youth was obtained before the 

start of the interview. Regarding member checking, research participants were asked, 

during the informed consent process, if they agreed to being re-contacted following data 

analysis to discuss whether they believed the findings were representative of what they 

shared in the interview. This was voluntary, and participants were in no way pressured to 

take part in the member checking process. If a participant did want to take part in the 

member checking process, the researcher asked them how they would like to be contacted 

(e.g., by email, phone, or text). Participants were also asked to leave an email if they 

wanted to receive a summary of results of the study. Nine participants agreed to take part 

in member checking and requested a summary of study results.  

Interviews began with questions that participants were able to answer easily, thus 

building rapport with the participant before asking questions about a more sensitive topic 

such as mental health (Gill et al., 2008). This method of building rapport “generates rich 

data that subsequently develops the interview further” (Gill et al., 2008, p. 292). Probing 

questions were used to explore participants’ responses – for example when participants 

were having trouble articulating experiences, or if more detail was needed for the 

researcher to understand. In addition, as Van Manen (2016) suggests, silence was also 

used as a useful tactic to prompt the participant, allowing for time to collect their 

memories and proceed with a more detailed description. Likewise, if participants began 
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speaking in general terms, the researcher asked for a specific example, to guide the 

interview back to the essence of the experience being researched (van Manen, 2016).   

Interviews were recorded with an audio recorder and transcribed verbatim by the 

researcher. Transcripts were stored securely electronically (in encrypted files) and 

physically (in locked cabinet) at Dalhousie University. Pseudonyms (participant 

numbers), were used instead of participant names to add protection. Master lists of 

participants and their contact information were stored separately from information 

containing pseudonyms to protect the anonymity of participants.  

Reflexivity 

 In recent years, qualitative research has become increasingly more reflexive. 

Reflexivity is defined as “the fact of someone being able to examine his or her own 

feelings, reactions and motives and how these influences what he or she does or thinks in 

a situation” (Cambridge Dictionary, 2019). Reflexive writers are said to be ethically and 

politically aware which makes them a part of their own inquiry (Creswell & Poth, 2014). 

Reflectivity allows for transparency of research, which is important in qualitative 

research, particularly in phenomenology, as conclusions are drawn from the researcher’s 

interpretation of the data (Darawsheh, 2014). Throughout this study, the researcher 

reflected - prior to, during, and post - data collection as well as during data analysis. The 

researcher reflected upon her own values, beliefs, biases and preconceived stereotypes as 

well as upon experiences as a healthcare worker regarding the topic of inquiry; 

recognizing that her personal experience as a registered nurse working in mental health 

may affect personal ideas about the subject. The researcher also reflected on her own 

social position in society (race, gender, socioeconomic status). The reflective process 

ensured that the researcher’s own beliefs, position in society, and experience as a 
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registered nurse did not affect the interview process or data analysis. Reflections were 

recorded in a journal throughout the research process, including after each interview and 

throughout data analysis (Darawsheh, 2014). 

Data Analysis  

Data analysis was conducted using van Manen’s approach to hermeneutic 

phenomenological thematic analysis. Van Manen refers to thematic analysis as 

phenomenological reflection, “to try and grasp the essential meaning of something” (van 

Manen, 1990, p.77).  Moreover, van Manen states that the “meaning or essence of a 

phenomenon is never simple or one dimensional. Meaning is multidimensional and multi 

layered” (van Manen, 1990, p.78). During analysis, researchers attempt to determine the 

phenomenological themes of the experiences. In the experiential accounts’ researchers try 

to form “something meaningful or something thematic” from the accounts (van Manen, 

1990, p. 86). To uncover these themes in this study, the researcher used van Manen’s 

three approaches to forming thematic statements and the consideration of reflective 

existential lifeworlds. First the holistic, or sententious, approach was used which looks at 

the transcribed interview as a whole and asks what phrase captures the real meaning of 

the whole text. Next the highlighting approach was used. This approach has the 

researcher read the text multiple times and highlights the most important phrases which 

reveal meaning about the phenomenon being explored. This allows for the researcher to 

become familiar with the data. Finally, a line-by-line approach was used which examines 

every sentence and asks, “what does this sentence, or sentence cluster, reveal about the 

phenomenon or experience being described” which formed codes (van Manen, 1990 p. 

93).  
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Once the data were coded using van Manen’s approach to thematic analysis, 

concept maps were used to organize single codes into larger essential themes. A 

document was used to organize themes and subthemes as common or uncommon 

between participants. Once common themes were identified, by a theme being common 

between most, if not all, participants the researcher determined that the themes were 

essential in relation to youths’ lived experiences with self-identified, self-defined mental 

health problems lasting at least 6 months and their experiences with seeking- or not 

seeking- mental health supports and services. These essential themes were verified by the 

researcher asking herself questions such as “Is the phenomenon still the same if we 

imaginatively change or delete this theme from this phenomenon? Does the phenomenon 

without this theme lose its fundamental meaning?” (van Manen, 1990, 107).  This process 

is what van Manen calls “free imaginative variation” which allows the researcher to 

verify if a theme is essential to the phenomenon under study (van Manen, 1990, p.107). 

Finally, the researcher’s supervisor was asked to independently code all interviews which 

allowed examination of the reliability of the researcher’s coding.  Using these guides for 

thematic analysis, the results were able to bring forth the true meaning of the lived 

experiences of youth on Cape Breton Island with self-identified, self-defined mental 

health problems of at least 6 months. 

Data Storage 

Data collected during this research study included encrypted audio recordings of 

interviews with youth and the transcribed copies of the interviews, as well as field notes 

taken by the researcher during the research process. Paper copies of data were stored at 

Dalhousie University, in a locked office, in a locked filing cabinet. Computer files were 

stored on a password protected computer and all files regarding research also were 
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password protected. These files also were backed up on a USB drive, which also was 

stored in a locked filing cabinet. Creswell (2018) notes the importance of using high 

quality recording devices and protecting the real names of study participants with 

pseudonyms, which was carried out in this study. Data will be stored securely for five 

years and then destroyed (Creswell & Poth, 2018).  

Trustworthiness 

 The trustworthiness of this hermeneutical phenomenological research study will 

be discussed using the following criteria: credibility, dependability, confirmability, 

authenticity, and transferability (Creswell & Poth, 2014). In this study, credibility, 

referring to the truth of the data set, was established by continuously making sure the 

researcher understood the experience that the participant was describing throughout the 

interview process. Additionally, to increase credibility, the researcher attempted to carry 

out “member checking” with consenting participants to allowing the researcher to discuss 

the findings of the research with the participants to ensure the proper meaning has been 

applied to the data (Cope, 2014). Dependability of this study was established by keeping 

a record of all the methods used in the process of this conducting the study methodology.  

In doing so, this allowed for the study’s processes to be replicated by other research 

studies in the future and would be deemed dependable if these future studies yielded 

similar results (Cope, 2014). Confirmability of this research was established by continued 

self-reflection carried out by the researcher to identify her own biases, or stereotypes, that 

could be unknowingly present. Additionally, this was achieved by descriptions of how 

the researcher interpreted the data and came to form conclusions. According to Cope 

(2014), confirmability can be achieved in qualitative research by using “rich quotes from 

the participants that depict each emerging theme” (p. 89). Authenticity of this study was 
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established by using direct quotes from youth participants so that “readers grasp the 

essence of the experience” (Cope, 2014). Finally, this research met the criteria of 

transferability as the findings of this research possibly could reflect experiences of other 

youth from different rural or underserved areas – provincially and nationally.   

Ethical Considerations  

The principal investigator of this study had no conflict of interest to report in 

relation to this research. Prior to conducting data collection for this research study, ethical 

approval from Dalhousie University was obtained as this study involves human 

participants.  Permission was granted from all community supports and services to allow 

for recruitment posters to be posted in their establishment. Youth were made aware that 

they were able to bring a support person to the interview if this increased feelings of 

comfort and safety for participants. Before interviewing youth, informed consent was 

reviewed and signed by each participant (Creswell & Poth, 2018). Participants were in no 

way coerced into signing informed consent. All participants were notified that the study 

was voluntary and that they were able to withdraw their participation at any time during 

the interview and would not be required to answer all interview questions (Creswell & 

Poth, 2018). Participants also were informed about the purpose of the study and assured 

that all answers to interview questions were anonymous (Creswell & Poth, 2018). All 

youth participants were informed that there were no foreseeable physical risks in relation 

to participation in this study; however, they may be at risk for psychological distress due 

to the sensitivity of the research subject. Because of this, the primary investigator 

provided participants with a list of local or accessible (via text/phone) provincial/national 

supports for youth mental health care. The researcher acknowledged the potential for 

youth to become psychologically distressed during the interview process; therefore, a 
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plan was created by the researcher and committee members for ways to take action.  If 

the youth had become emotionally distressed but the researcher was not fearful that the 

youth might hurt self or others, the researcher would ask the youth if there was a friend or 

family member whom they could call to come and be with the youth. A participant who 

was visibly upset was never to be left alone by the researcher. If a research participant did 

become emotionally distressed the researcher would have done everything in her ability 

to reassure and calm the participant. However, if the participant was threatening to harm 

self or others, or if the researcher was concerned about the participant’s well-being, the 

researcher would have called 911. If the youth had become upset during the interview, 

and did not have a proper way to get home, the researcher would have used taxi chits to 

pay for the participant’s transportation.  

It is important to note that none of these measures needed to be used during the 

interview process; however, time was taken to allow some participants to regain 

composure after becoming emotional during the interview. As the researcher was from 

Cape Breton, she was aware of the culture of Cape Breton which was considered during 

the interview process with the aim of being culturally competent when 

interviewing.  Participants were reimbursed for their time and travel by $30.00 cash 

payment. Participants were informed that they were able to withdraw from the study at 

any time until the end of the interview - after which data analysis proceeded. None of the 

youth participants requested to withdraw from the study, or recontacted the researcher 

post interview with a withdraw request.  Rapport was built to encourage trustworthiness 

between interviewer and interviewee. Leading questions and deception were not used in 

this study and data were analyzed and reported truthfully (Creswell & Poth, 2018). The 
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primary investigator was continually in consultation with thesis supervisor and thesis 

committee members throughout the data collection, analysis and thesis writing process 

for guidance and support. 

This chapter has outlined this study’s purpose, research questions, and objectives. 

Additionally, phenomenology was explored and a review of how this methodology was 

employed for this study was provided. The research design, including data collection and 

analysis was described in detail as well as ethical considerations applicable to this study.  

The following chapter will report the findings from interviews with 10 Cape Breton 

youth who have a self-identified, self-defined mental health problem of at least 6 months. 

The procedure carried out to conduct the 10 interviews will be reviewed and the six 

themes extracted from the data will be explored and compared to existing literature.



 

Chapter III: Findings 

This chapter reports the findings of 10 semi structured interviews with 10 youth 

on Cape Breton Island. Youth ranged in age from 16-21 years and had a self-identified, 

self-defined, prolonged mental health problem. It is important to note that seven of the 

ten participants in this study did have a formal diagnosis from a healthcare professional. 

Data were collected between January and February 2020. All efforts were taken to keep 

youth information anonymous. All self-identifying information has been removed from 

quotes reported in this text. The data have been used to answer the following four 

research questions for this study: 

1. What are the lived experiences of youth who self-identify as having a self-

identified, self- defined mental health problem for at least six months?  

2. What mental health supports, or services (formal or informal) have youth used 

(if any), for what reason, and their resulting lived experiences? 

3. If supports or services were not used, why not, and their resulting lived 

experiences? 4. From the perspective of participants, in what ways are mental 

health services and supports meeting, or not meeting, the needs of youth with 

mental health problems on Cape Breton Island? In what ways do these services 

and supports need to improve? 

Procedure  

Interviews with the ten youth were held in multiple locations, including: Cape 

Breton University (CBU), the McConnell Library (public) in Sydney, and a private office 

in the core of downtown Sydney. All interview locations were agreed upon by participant 
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and the researcher prior to the meeting. Youth called, sent a text message or a direct 

message via Instagram or Facebook to the researcher when they arrived. The researcher 

then met the youth at the front door of the interview location and together they went to a 

private interview room. One participant met the researcher in a common area of CBU as 

requested by the participant. The researcher sent a text message to the participant 

regarding a visual description of the PI along with her specific location. There were no 

issues noted regarding meeting locations or participants being unable to identify the 

researcher at the meeting location. Interviews were recorded by a high-quality digital 

recorder and then transcribed verbatim by the researcher. All personally identifiable 

information during the interview process was removed.   

As previously discussed, the researcher conducted all 10 interviews with youth. 

Upon arrival to the interview location, the researcher ensured that the participants were 

feeling comfortable and safe with the location of the interview. The consent form was 

reviewed with the youth. The youth were asked to read the plain language consent form 

on their own before the researcher reviewed the document with the youth. The researcher 

asked youth to reiterate key points of the informed consent document to ensure they were 

in full understanding of the document. The youth were asked if they had any questions or 

if any points needed to be clarified. The researcher reiterated to youth that if they felt any 

discomfort or did not want to continue with the interview, they could pause the interview, 

or end the interview, at any point.  If youth had no further questions, they were asked to 

sign the informed consent document (Appendix D). Youth also were asked if they would 

like to participate in the member checking process (optional) and if they would like a 

copy of the results of the study (optional). Once the informed consent process was 
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complete, the researcher explained that the interview would begin with basic questions to 

get to know the participant, and then proceed into questions about their mental health 

problem. Interviews, on average, lasted 45-60 minutes and were conducted using a semi-

structured interview guide (Appendix C). The guide included 13 interview questions. One 

question only applied to those who had recently moved to Cape Breton; however, this 

question was not used during the interview process as all participants had been living in 

Cape Breton for more than three years.  This guide was developed by the researcher with 

assistance from the studies supervisor using van Manen's lifeworlds as a framework (van 

Manen, 2016).  Each question included multiple probes that could be used to encourage 

youth to elaborate on their responses to the main questions. Time was spent with youth 

following the interview process to review a take home document of local and provincial 

services/supports that youth could use if needed in the future. As mentioned, an 

honorarium of $30.00 was given to youth to participate in the interview. The honorarium 

was given post interview along with the resource document.  

Following the transcription and anonymizing of the transcripts, the researcher 

used Van Manen's approach to hermeneutic phenomenological thematic analysis (2016). 

As noted previously in this text, the researcher read the text as a whole, followed by 

reading in clusters, highlighting important phrases, and finally line by line, forming 

“codes”. Concept Maps were used to organize the codes into essential themes. Themes 

were then sorted into a document which included overarching themes and subthemes, 

which the researcher thought were essential to the lived experiences of the youth. Final 

themes were chosen based on commonality among participants. Final themes and 

subthemes were found to be common amongst the majority, if not all participants, which 
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gives meaning to the lived experience of youth with self-identified, self-defined mental 

health problems on Cape Breton Island.  

To ensure that the interpretation of the transcripts was dependable, the researcher 

and the researcher’s supervisor independently analysed the data and compared codes. 

Each coded transcript was reviewed by the studies supervisor. In addition, the thesis 

committee was given 2 uncoded transcripts to code independently. A thesis committee 

meeting was then held during which the researcher presented the coding of the transcripts 

and sought feedback from the committee. The committee agreed with the analysis of the 

two chosen transcripts; therefore, approval to continue with data analysis with the support 

of the supervisor was given.  

Six themes were extracted from the 10 youth interviews. These themes have been 

identified as essential to the phenomenon of youth with mental health problems on Cape 

Breton Island including:   

1. Trauma 

2. Familial Relationships 

a. Familial support 

b. Lack of familial support 

3. Positive Relations 

a. Social support 

b. Service support 

c. Peer Support 

4. Negative Internalized Feelings  

a. Guilt 
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b. Fear of Stigmatization 

c. Lack of Self-confidence 

5. Service Gaps  

a. Lack of youth specific supports 

b. Lack of trust in the health care system 

c. Need for education (youth and parents) 

6. Personal Growth:  

a. Resilience  

b. Reciprocity 

This chapter will use van Manen’s Lifeworlds (relationality, spatiality, 

corporeality, and temporality) as a framework to discuss the findings from interviews 

with the 10 youth who partook in this research. The lifeworlds were used as a framework 

for interview questions, then lifeworlds were applied to emergent themes during the data 

coding process.  Each of the six themes and subsequent subthemes that emerged from the 

data will be discussed in relation to youth’s experience with mental health care on Cape 

Breton Island, and existing literature. The pronoun “they” has been used throughout 

when discussing youth participants in attempt to ensure anonymity of participants.  

Trauma  

Trauma was the emergent theme that was most commonly described by youth 

participants. Nine out of the ten youth interviewed had experienced a form of trauma in 

their short lifetime. Some youth described a parental divorce, parental death, childhood 

illness, and witnessing a large accident, while others described their experiences within 

the foster care system, childhood abuse, and substance misuse.  
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Traumatic events experienced by the youth participants had immense effects on 

their mental health, ability to cope and, in turn, heal. In relation to van Manen’s lifeworld 

existentials, the theme Trauma can be discussed in relation to all four lifeworlds. First 

and foremost, trauma affects every facet of a person’s temporal landscape: their past, 

present and future. The following three quotes depict trauma and the aspects of the 

participant’s life that these events have affected. One participant recounted the abuse of 

her parent while living in another province which led to years of foster care until moving 

to Cape Breton to live with their grandparents:  

“Well, I guess it started back a few years ago with my step father. He was abusive and he 

got his son, I think, to do things to me and my sister. It’s emotional” (Participant 9). The 

participant continued on to say: 

I don’t talk about it much because kind of hurts. I think about him [step father] 

hurting my sister. We moved around. We were in foster care so it kind of hurts 

and I don’t like to talk about. I don’t bring it up much and I guess school, it was 

ok, and I got bullied a lot for stupid stuff… I just keep it all inside.  I don’t talk 

about it much (Participant 9).  

One participant recalled their experience witnessing a large accident which led to Post 

Traumatic Stress Disorder: 

Over the summer there was an ATV accident and there was a 16-year-old boy 

bloody on the side of the road …and I was driving by and I had to stop and there 

was only one other adult there, and she didn’t know what to do. So, I ended up, 

like holding his like body while he was suffering… so that’s like part of the 
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PTSD… and then he didn’t make it and it was really hard for me to know that I 

was holding him when his mother wasn’t. (Participant 3) 

Using the previous quote as an example, this particular participant’s past 

traumatic experience has affected, and will continue to affect, their present and future as 

this participant shared having PTSD symptoms.  Further, trauma affects an individual’s 

ability to build and maintain relationships with others (relationality) throughout the 

lifespan. The human body’s response to trauma includes increasing the body’s cortisol, 

which in turn, increases an individual’s heart rate and blood pressure (Georgetown 

University Centre for Child and Human Development, 2014). In childhood, if this stress 

response is unremitting, the development of the brain and other organs can be disrupted. 

These disruptions can lead to cognitive impairment that persists into adulthood 

(Georgetown University Centre for Child and Human Development, 2014). Indeed, the 

persistent stress response can cause children to view “almost any situation as a threat - an 

outlook that distorts their world view” (Georgetown University Centre for Child and 

Human Development, p.2, 2014). This distortion, in turn, can disrupt social functioning 

and can cause children to have difficulties building relationships throughout their lifetime 

(Georgetown University Centre for Child and Human Development, 2014).  

Past traumas can cause certain physical spaces, or characteristics in physical 

spaces, to remind a person of their personal trauma - whether that be a hospital room, 

their childhood home, or certain scents in a space - to be uncomfortable, frightening, and 

stressful.  This is congruent with van Manen’s life world, spatiality. One participant 

recalled being a witness to an accident at school. The participant stated, “Um well.  Do 

you remember when at (Local school) someone got hit by a bus, I witnessed it, so every 
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time I drive by busses or cars, I go into full blown panic attack and I just start crying” 

(Participant 10). This participant noted having panic attacks when being near school 

busses, triggered by a traumatic event they witnessed. While this participant may not 

specifically be near the environment where the traumatic event happened, there are 

characteristics in other physical spaces in which they find themselves that cue an 

emotional response. Finally, a person’s body is affected by trauma, not only physically as 

aforementioned, but bodily in how one presents themselves to others and in what they 

consciously or subconsciously conceal from those around them. Additionally, individuals 

with traumatic experiences may have a strained relationship with the body (physical or 

sexual abuse for example) leading to alienation, or disembodiment, from one’s body thus 

affecting how the individual views the world (Briere et al., 2005).  

Individual trauma is defined by “results from an event, series of events, or set of 

circumstances that is experienced by an individual as physically or emotionally harmful 

or life threatening and that has lasting adverse effects on the individual’s functioning and 

mental, physical, social, emotional, or spiritual well-being” (Menschner and Maul, 2016, 

p.2).  Further, traumatic events affect a person, their safety, their ability to regulate 

emotional response, their sense of self, and relationships with others (CAMH, 2020). 

Examples of traumatic events that often affect an individual are loss of a loved one, 

abandonment, natural disasters, abuse, violence or illness (Georgetown University Centre 

for Child and Human Development, 2014). By definition, trauma can be divided into 

three categories: acute trauma, chronic trauma, and complex trauma.  Acute trauma is 

short lived or a single event in one’s life, while chronic trauma in a prolonged event that 

is recurring. Complex trauma includes traumatic events and the physical and emotional 
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effects resulting from the event (Georgetown University Centre for Child and Human 

Development, 2014). It is beyond the scope of this paper to examine and define the 

specific traumas experienced by the participants of this study; therefore, the broad term 

trauma is used when referencing any trauma experienced by youth. Critically important, 

as noted by Waldron and colleagues (2019), trauma often does not occur in isolation, but 

rather occurs more than once in a person's lifetime. Further, most youth who have 

experienced trauma in the past report experiencing more than one type (Waldron et al., 

2019).    

Those affected by traumatic events can experience long lasting effects that cause 

feelings of hopelessness, fear and shame (CAMH, 2020). Trauma can lead to physical 

health problems such as liver and heart disease, premature death, and mental/emotional 

disorders (Georgetown University Centre for Child and Human Development, 2014). 

Early traumatic experiences also have been determined to be a risk factor for 

development of mood disorders and depression in youth (Waldron, et al., 2019). In a 

2007 study, children who had experienced trauma were found to have 2 times the rate of 

psychiatric illness than children who had not had traumatic experiences (Copeland, et al., 

2007).  It is clear that childhood trauma can cause manifestations of mental, physical and 

behavioural disorders if unaddressed. However, if childhood trauma is addressed, a 

child’s brain does have the ability to adapt and manage traumatic events (Georgetown 

University Centre for Child and Human Development, 2014).  

Familial Relationships 

The theme Familial Relationships was extracted from the data. All participants 

discussed their familial relationships, or lack thereof, during the interview process. In 

terms of who youth believed were included in their “family”, most youth discussed their 
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parents/guardians, siblings, and grandparents. Four youth discussed having unwavering 

support from their family, while three youth reported parents/guardians needing 

education and understanding of their mental health problem before receiving parental 

support. Further, three youth discussed their challenges with a lack of support from 

family throughout their mental health journey. Youth who had a supportive relationship 

with their parents/guardians spoke of their families in a positive light; however, those 

who did not have a supportive relationship often spoke negatively, or longingly, about 

their parents/guardians. Youth who felt supported by their families used the terms such as 

“positive, wasn’t alone, understanding, and safe,” while youth who once lacked support, 

or still do lack support, used terms such as “alone, brushed aside, no one cared, and 

misunderstood”. Some families, through education and time, learned to support their 

loved one while other participants continue to have challenges with familial support; a 

topic that will be discussed further in this chapter.  Due to these differences, this theme 

was divided into two subthemes: (1) familial support, and (2) lack of familial support, to 

best reflect the data collected from participants.  

Familial Support 

Four participants discussed receiving much emotional support from their 

parents/guardians, siblings, or grandparents throughout their journey with their mental 

health problem(s). However, for three participants, it was identified that this support was 

not received outright. Indeed, families were very confused and misunderstood the 

participant’s mental health problems. In contrast, one youth recalled having continual 

parental love and support from the beginning, which made the participant feel cared for, 

and not alone, in their journey. This participant has had positive relations with their 
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parents, leading to a strong bond and a safe and accepting environment. The participant 

recalled the following in relation to their family’s reactions:  

Actually, pretty good to be honest.  I think it’s just nice to know even when you 

kind of have those really low lows and when you go through something that was 

kind of as severe as that was …and even before when I had a lot of these kind um 

…when the anxiety was bad, they kind of built me up.  I think over, it was 

actually pretty good.  It made me feel like I had people who cared about me, and 

they were going to stick with me. I wasn’t alone.  I think in a lot of ways it was 

positive (Participant 5). 

As noted above, for three youth, their parents/guardians needed to be educated about 

mental health problems to fully understand it for themselves, and subsequently be able to 

understand and support their child. One participant noted this change:  

Well, my parents never believed me at first when I said I was feeling really 

anxious until I started crying and having meltdowns every day and they were like 

“this is really not you. You’re such a bubbly kid.”  I’m still super bubbly but I 

struggle with my mental health more. I’ve never been someone who was 

depressed or sad, so I think it was hard for them to identify with that. I think it 

took me crying and having mental breakdowns in front of them in order for them 

to realize that “she is actually struggling” and I took my parents to the doctor with 

me when I started medication. So, I think they 100 percent are supportive of me 

now, but it took a little while for them. Nobody wants their child to suffer with 

mental illness, but I know that it was easier for me… for them to believe me... 

than when my little brother was telling them that he was really anxious. I don’t 
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think his is as bad as mine, but I know he definitely didn’t really fully struggle as 

much… they were like “oh [name] is always like that because he has ADHD”. So, 

I think it was easier for me than for him (Participant 2).  

Like the above youth, other participants had siblings who struggled with mental illness, 

and yet, parents still had trouble understanding the participant’s struggle with mental 

health problems.  

The following quotes describe one participant as feeling stigmatized by their parents 

initially, even though the participant’s sibling has schizophrenia. As time went on, this 

youth also gained familial support.   

Yeah. Actually, from my parents at the start …because for a while they just 

thought I had behavioral issues and they were like ‘everyone has that’… but mine 

were more extreme than others. They would talk to other parents, and my parents 

realized that it was more than what other kids were doing. It was like they didn't 

want to believe it at the start. When I would call my mom from school to get her 

to pick me up - cuz I was throwing up because I was so anxious - she would say 

‘oh you're fine if you just go home and rest, you'll be fine tomorrow’. So, 

specifically with my parents at the start …but then my older brother actually 

suffers from schizophrenia …so I feel like, I feel like without my parents knowing 

about that, it would have been a lot worse… But until I went on antidepressants 

that's when they said ‘ok it's serious’. I remember the day I said ‘I did some 

research on it and for 19 years of my life you brushed it off like it's an everyday 

thing’. I feel like it was my parents who stigmatized me the most (Participant 4).  

The participant continued on to say:  



 75 

Luckily, I feel like my older brother set the tone for my parents to understand 

me.  If my brother didn't suffer from schizophrenia …maybe they put their walls 

up and be like ‘mental illness is not a thing’ because they didn't experience it 

themselves …so they wouldn't know (participant 4).  

One youth reported that their parent self-identified the need to educate themselves to 

better support and care for their child with mental health problems.  The youth described 

their mother attending counselling to learn more about her child, to help better understand 

their illness. This youth’s parent assisted with identifying professional supports 

(counselling), activities to use as coping mechanisms, accessing a professional diagnosis 

and prescription medication.  

I feel like they’re a lot better now.  Again, like with the medication that I’m on, I 

feel like it really helped and my mother has also done a lot of reading on the 

subject …and she went to a counsellor as well to see how she could be better… 

and they also got me a dog so yeah (Participant 3). 

This participant continued on: 

So, I was going through a really like dark patch… I guess, or rough, patch… and I 

couldn’t get out of bed for a while and mom went out and got me a weighted 

blanket.  She was trying to show ‘your support, like I knew this would help you, 

so I did this for you’.  Or sometimes she would see that I’m overwhelmed and 

say ‘[name] it’s one class, you can stay home today’ and she’ll make me food 

…or she’ll come home with a tea and she’ll say ‘just relax with the dog, listen to 

music, play your guitar, just like unwind, get a bath, whatever’.  I feel like we 

really improved when she used to yell at me …for me …for it …well she didn’t 
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understand.  It wasn’t like abuse or anything [laughing] it was a teenager and her 

mom …but I feel like she understands it more, I feel like I have a support system 

with me constantly when I’m home (Participant 3). 

Literature suggests that youth who receive support from their parents have more 

positive mental health outcomes (Shaw, et al., 2004). Further, a 2007 study found that 

family engagement, communication, parent healthy role modeling and closeness were 

positively related to youth social competence, self-esteem, and health promoting 

behaviour (Yongblande, et al., 2007). A previous study scored families “Expressed 

Emotions” or “EE” (attitudes and behaviours) towards an ill relative. Families with a high 

EE score often were found to be more critical or over involved, while families low EE 

ratings were found to be congruent with positivity and warmth from family members 

leading to more positive youth outcomes (Le Grange, et al., 2012). In addition, an 

Australian study (Honey, et al., 2014) reported that parental responses to mental health 

issues affect youths’ feelings, behaviour, and wellbeing (i.e., youth’s acceptance of 

illness, participating in treatment, and engaging in pleasurable activities such as exercise 

and social relationships), which is consistent with the findings of this study. Once 

education was provided and understanding gained, youth then felt supported and accepted 

by their family. Support from participants' families in his study lead to more positive 

outcomes as parents assisted with navigation of the health care system, leading to 

identification of appropriate professional supports or services, and medication if needed.   

Lack of Familial Support 

Three youth discussed a general lack of support from their parents/guardians in 

relation to their mental health at some point in their mental health journey.  This lack of 

support caused great divides in relationships between parents and child, as well as lasting 
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temporal effects in other areas of the youth’s life, such as building trusting relationships 

with others.  

One youth discussed feeling a lack of support from their family for many years, causing 

many internal familial issues.  

Um I think a lot of my problems came from, of course, like my childhood …but 

then being misunderstood growing up from there on out.  So.. like… if I had 

someone that would have understood it, I could have prevented a lot of things… 

but when I told my family …they didn’t understand it, which was… they were 

like mad and they didn’t, I guess.  Like they know that now.  I told my mom that 

‘like, you really didn’t really react like you should have’… and she understands 

that now.  It’s just unfortunate that it had to be that.  Like I had to be the one to 

tell my mother that you could have raised me a little better with a little more 

love… like you know, but it is what it is (Participant 1). 

This participant expressed feeling brushed aside by parents and described the temporal 

effects this had on them, for example, not feeling able to open up to others:  

Um probably I would say when I was like 17.  I started like doing stuff they didn’t 

agree with, or whatever, and then I felt like my parents never really cared.  They 

always just brushed me aside pretty much and whatever I said, they didn’t take 

seriously (Participant 1).  

This participant continued on to say:  

I usually don’t… like I don’t open up to many people.  I told my mom like when I 

was 16 and I was suicidal, and wanted to kill myself, and I was super depressed, 

and I told my mom, and I was crying …and all she said was ‘oh that’s just 
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hormones’… and that’s all she said… and I never talked to my mom ever since 

(Participant 1).  

She further recounted an event form her adolescent years:  

Ah well actually it [mental health problems] completely tore my family apart.  I 

never talk to my family.  I left home when I was 15 years old and didn’t talk to 

my family until I came home pregnant, 17 years old.  My brothers still to this day 

they don’t like… it’s not the same …and when I was actually walking out the 

door with my bags packed and stuff… my brother looked at me from the top of 

the stairs and said ‘if you walk out that door it’s never going to be the same, and 

I’m never going to look at you the same’.  I was just a kid and so I walked out the 

door… but it really hasn’t been the same yet… but I’m like really, really in 

recovery …and still like that… so I know it’s going to be really good someday 

(Participant 1). 

This youth had in childhood, and still has, a strained relationship with all members of 

their family. Not only should youths’ relationships with their families be considered but 

the impact that these relationships have on youth’s other social interactions and 

relationships outside of the family unit should also be considered. This lack of 

relationality between the participant and their family has caused temporal effects, leading 

to fear of opening oneself up to others, both in the past and present, due to fear of being 

brushed aside as the participant’s mother once did. As the youth’s relationships with 

those in their household were strained, the home environment was not identified as a 

positive space to grow. The youth being able to identify that their own recovery, in time, 

could mend broken relationships, illustrates the lifeworld corporeality, their body and 
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mind’s growth, and the hopefulness inside. Over time this recovery and resilience could 

lead to positive relationships in the future and their parents’ home being a positive and 

supportive space for this youth.  

More generally, the broad theme of Familial Support is connected predominantly 

with the lifeworlds: relationality, spatiality, and temporality. Youth noted that spaces 

often felt most welcoming, safe, and comfortable due to the people who were found in 

the spaces, not just the physical environment itself. One youth discussed these feelings: 

Like more of the people that I’m around rather than the setting… so if I have a 

group of friends with me, or if I’m with my sister or a family member, I feel like 

that’s what makes something a safe place for me (Participant 3). 

 Home environments were most comfortable for youth who had positive relations 

and support from their parents or guardians. Prior to parents/guardians becoming 

accepting and understanding of youth’s mental health problems, some youth felt that their 

home life was strained, making for a negative space to live in, along with negative 

relations within their space. This change over time, caused an improvement in youth’s 

views of their relationships with their parents/guardians and the space in which they live, 

which brings to light the lifeworld temporality. This change is illustrated in the following 

quotes from a youth participant: 

…Even at my house, I was awkward coming out of my room and socially with 

my parents. If I said something, or if they said something to set me off, then it 

would just be like a spiral for the rest of the night. (Participant 4) 

This participant recalled the following when asked if they felt more comfortable in their 

home space more recently:  
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Yes, I would say now I am… because before my parents were almost shy to it and 

didn't want anything to do with my issues and I felt alone. My older brother 

doesn't live with us …and I feel like if he lived with us, I could ask him what his 

experience was like… but I mean my parents, god love them, they had to take me 

to counselling and knew there was an issue. They just didn't think it was a bigger 

issue than it was. …I feel more at home and they feel more comfortable with it, 

like they know I'm regulated, and stuff… and they ask if I took my medication 

today… and ask how I'm feeling… and maybe book an appointment with your 

doctor to go over everything. They're more comforting now (Participant 4). 

Existing literature suggests that a lack of early childhood parental support is 

associated with a higher risk of developing depressive symptoms in adulthood (Shaw, et 

al., 2004). In addition, literature has suggested that parents of youth with mental illness 

often experience “family stigma” (Eaton, et al., 2016). This stigma is transferred from 

child to parent, leading to self-shame and caregiver stress, due to the association with 

their child (Eaton, et al., 2016). This could be a contributing factor as to why parents of 

youth with mental health problems may choose to ignore, or downplay, a youth’s mental 

health concerns. Further, as discussed previously, there may be generational factors, such 

as negative attitudes toward mental health, that could be affecting how parents on Cape 

Breton Island view and, in turn, manage their child’s mental illness. Research also 

suggests that children living in rural communities are at higher risk of having a parent 

who faces their own mental health problems (Robinson et al. 2017).   

It is abundantly clear that positive familial relationships and adequate support 

from family are paramount to youth with mental illness. Positive parental responses to 
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youth with mental health problems directly affect youth’s ability to navigate and access 

services, leading to learned positive coping mechanisms, and at times access to required 

medication. Overall, parental/familial responses dictated whether, or not, youth felt 

supported, safe and accepted within their homes.  

Positive Relations 

The theme Positive Relations refers to relationships held by the participants 

outside of the family unit. All participants were able to identify positive relationships 

within their personal life or within their community. This included, but was not limited 

to, friends, co-workers, teammates, professors, teachers, and healthcare professionals. 

This theme was divided into three separate sub themes: Social Support and Service 

Support, and Peer Support.  

Social Support 

Seven youth participants felt they had support from their friends, teammates, 

teachers/professors and co-workers, and felt safe in spaces when these individuals were 

present. This again brings forth the importance of the individuals within spaces, not just 

the environment itself that makes youth comfortable. One youth discussed that 

relationships with their friends actually improved and became stronger when they were 

able to open up to them about their mental health:  

I think actually overall it’s kind of weird to say, but I think it kind of strengthened 

a lot of bonds that I have with …like I’m really lucky that I have a really stable 

home life and I have a strong circle of friends and they were really supportive 

throughout this whole thing.  I opened up a lot of what was going on and 

everything that I was feeling and they really had my back through a lot of it and 

they really kind of helped me a lot.  I felt like I was going through it with them 



 82 

and strengthened a lot of those bonds that I had.  In a way it kind of helped them 

see another side of me and me see another side of them (Participant 5). 

Another participant expressed feeling as though their friends were able to relate to them, 

as they had similar experiences. This youth, over time, felt supported by friends and 

comfortable expressing feelings without being questioned or looked down upon:  

So, like over the years now that people kind of like get it and understand I feel 

like they’re good support systems and some of my friends suffered the same 

things… so they get it first hand and they know what works for them, so it’s 

really beneficial that way.  Um it’s just so good knowing when you’re with 

someone close, I can look at them say ‘I need to get out of here’ and like ‘I need 

air now’.  They just get it no questions asked.  And like you’re not going to be left 

alone (Participant 3). 

While most youth felt supported by their social circles, some youth, such as the 

youth above, did note that at times they felt their friends only superficially understood 

their struggle with their mental health, and did not fully understand what they were going 

through as these friends had not ever experienced mental health issues personally in the 

past. One youth recalled, “Um my friends, they understand when I take a panic attack but 

they fully don’t understand what goes on in my own head… so it’s really hard to explain 

to them cuz they really don’t know at all” (Participant10).  

Finally, participants who were in university or collage noted most of their 

professors to be supportive of decisions to take time away from school, or give 

extensions on assignments. One youth noted that opening up to a professor was 
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beneficial, as now their professor knows why the youth may need help focusing on 

schoolwork:  

Well, the other day we were talking about, well I’m in CCA, so we’re learning 

about the body and stuff and we talked about marijuana… and then I said ‘well I 

have depersonalization from it’ and I explained it to her and she was like ‘oh 

gosh’ …and that’s why it’s so hard for me to focus in school …and when she’s 

teaching I can’t’ really focus.  But I’m glad I said it, cuz now she knows 

(participant 10).  

Social relationships and support in adolescence is extremely important due to the 

large transitions that occur in youths’ lives at this time, leading to great vulnerability. An 

association has been found between social support and psychological problems during 

this developmental time (Spitz, et al., 2020). Social relationships, in general, have been 

linked to positive psychological wellbeing; while social isolation, few social relationships 

and few social supports have previously been associated with greater feelings of 

loneliness and depressive symptoms (Barnett and Hotlib, 2001; Kawachi and Berkman, 

2001; Matthews, 2016). The emergence of adolescence brings about temporal changes in 

youth’s social circles. Children’s support systems shift from primarily parental support to 

a broader range of individuals such as friends, teachers, and relatives as they grow older. 

However, literature suggests that as youth grow older, the interactions with supportive 

adult figures decrease (Montemayor and van Komen, 1980; Spitz, et al., 2020). Yet, as 

children move into adolescence their peers become their centre for social support. A 2020 

study found that satisfaction and frequency of support from best friends increases with 

age, a finding especially true for female participants (Spitz, et al., 2020). Finally, youth 
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tend to perceive teachers as a less important support than friends or parents during this 

age; however, feel validated by teacher’s support throughout adolescence (Spitz, et al., 

2020).  

Social relationships in youth not only affect the temporal landscape but all aspects 

of the lifeworld, such as building relationships with their peers, co-workers, and 

teammates. Youth are able to build positive and meaningful relationships with those in 

their community (friends, teachers, teammates etc.), leading to a positive support system 

and supportive environments in which youth are able to continue to grow and 

learn. Youth noted some friends who did not fully understand their mental health 

problem. Although their friends did not fully grasp the extent of their problems, and the 

youth participant was cognizant of the situation, they still felt supported by them. This 

finding suggests that participants were able to be supported by those who do not have 

personal experiences or relatability to the youth, but are able to offer safe and caring 

relationships and a supportive space for them (spatiality). In addition, social relationships 

with others have a corporeal aspect, from being able to physically connect to another 

through touch, such as a handshake, but also being able to reveal, or in some cases, 

conceal parts of themselves from others. It is imperative that youth have access to 

positive support systems within their community, and their homes, to decrease risk for 

social isolation and increase positive psychosocial well-being.  

Service Support 

Youth participants were able to identify multiple services within the community 

who were able to assist and support youth throughout their journey with their mental 

health problem, and for some participants, still continue to do so. Services identified by 

participants included General Practitioners (GP), Nurse Practitioners (NP), Social 
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workers, psychiatrists, Child and Adolescent Mental Health Services, Employee 

Assistance Program, youth community programs, school health centres, and Alcoholics 

Anonymous (AA).  

One participant expressed appreciation for their General Practitioner (family 

doctor) in the following quote.  

I was 17 turning 18 when I was put on medication and, to this day, she’ll [family 

dr.] ask me how I’m doing and for someone who is so busy, she’ll sit down with 

you and say ‘how are you doing’, and say ‘how do you think the medication is 

working, do you think you need to go down, up’… like if you say  ‘I’m feeling 

overwhelmed’ she’ll say ‘let’s go up now and see how that adjusts, and it’s just a 

patch in your life’ …and she’ll slowly ween you back down and she really works 

with people, and I feel that that is such a great support… but I think it’s kind of 

ridiculous the amount of people I have seen, and she was the one that was helping 

me (Participant 3). 

Another participant believed that their social worker had a large effect on their self-

confidence and was able to reassure, and advise, the participant leading to increased 

academic achievement. The participant noted the following:  

I found it helped a lot just to like go and talk to him for an hour… and he would 

like build my confidence almost, and made me feel better about myself and 

reassure myself… and I did better in school cuz I could talk to someone, and he 

would give me good advice (Participant 7). 

Another youth discussed attending Alcoholics Anonymous, in an attempt to begin a 

journey to recovery from alcohol misuse:  
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The most safest, most comfortable place [Alcoholics Anonymous] and most 

loving, open minded, in the world.  I try to get people that aren’t even alcoholics 

to come.  They say I don’t have a drinking problem. I say you gotta come feel the 

love, it feels so good (Participant 1)    

This participant continued on to recall:  

...Then everyone started giving me hugs… and like um when you go around the 

room everyone is talking and every person was talking right at me and just so 

much love.  I never felt that in my life, and I just loved it from the second I 

walked in.  That would definitely be the most comfortable place for sure 

(Participant 1). 

A 2020 study found that the most commonly used mental health services among 

youth ages 12-17 years were, in order of commonality, outpatient mental health services, 

school counselors, general medical services, and inpatient mental health services 

(Mojtabai and Olfson, 2020).  This study found that most youth used only one service; 

however, those who used general medical services were more likely to receive care from 

another service (Mojtabai, et al. 2020). These findings were similar to the findings of my 

study. Youth participants used their GP and NPs for support, medication prescriptions 

and refills, and referrals to specialized mental health services. These supports were 

instrumental in many youths’ journeys in conjunction with therapy/counselling sessions, 

at a time facilitated through their GP/NP office. Participants saw a Social Worker (though 

their GP office), child and adolescent mental health services, or Employee Assistance 

Program (EAP) at some point in their mental health journey. All youth who were able to 

access EAP did so through their parent’s health benefits from their employer. This led to 
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counselling sessions in person, in downtown Sydney. It is notable that only one youth 

noted going to the emergency department to receive mental health care. As discussed in 

previous literature review, often the first contact for mental health services is the 

emergency room, and not a family doctor (Cloutier et al., 2017). In my study, youth were 

more likely to talk to their family doctor, or nurse practitioner, regarding mental health 

concerns than presenting to the emergency department. Youth may not be inclined to 

present to the emergency department in Sydney as unfortunately, Cape Bretoners in 

general are very aware of the long wait times that exist when going to the emergency 

room at the Cape Breton Regional Hospital. The wait times youth may feel they will face 

at the emergency department may be a deterrent to seeking emergency mental health 

care.   

One participant believed that their doctor was one of their greatest supports, 

although the participant had seen multiple other services. It is important to note that the 

participant appreciated their doctor’s time and compassion, being cognizant that their 

doctor was often busy.  One youth, as quoted above, appreciated their doctor being able 

to sit down and talk, asking about how they are doing, if their medications were working, 

all showing that they truly cared about the participant’s well-being. The doctor’s caring 

approach towards the participant made them feel supported and cared for in a time of 

need. Another participant, also quoted above, had the courage and strength in their 

recovery to start their journey towards sobriety. This youth decided to attend Alcoholics 

Anonymous, which has come to be the largest support in the youth’s life. The 

relationships that this youth had formed with those who also had a history of harmful use 

of substances brought the feeling of love, relatability, comfort, and safety. The youth’s 
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ability to connect with others who, like them, were presumably seeking support, and 

acceptance in a society where there is not always a safe space for those with substance 

misuse issues, brought strong bonded relationships and a safe and loving environment. 

This is one of many examples of the life world's relationality and spatiality in relation to 

the theme supportive relationships.  

Peer Support 

Although most participants did not seek out formal (trained workers within an 

organization) peer support services, they discussed receiving informal peer support from 

their friends who had lived experiences with mental health problems. This led to 

increased relatability, understanding and acceptance within peer groups.   

 I would say it was just like that thing before, and I didn’t really say anything… 

like now a certain amount of my friends know cuz like they have mental health 

issues too, and like they understand more than other people who don’t have the 

same experience with mental health… but like my friends now, like I can just like 

tell them whatever.  They make me feel comfortable (Participant 6). 

This participant continued on to say:  

…there’s a handful of my friends, who like, I don’t want to say that they don’t 

have real mental health struggles, I don’t know about them… so like the ones that 

do, if they do seek counselling, they’re on meds and they were diagnosed, so like 

I’m more apt to talk to them because they better understand (Participant 6). 

One participant received peer support from their dance company. This youth was the 

youngest dancer in the company and benefited from one hour check ins with company 

members to share feelings and provide support to other members. This youth, as the 
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youngest member, felt respected, and felt an aspect of relatability to the other dancers 

who had similar live experiences.  

Just a group of people that will respect you.  Um cuz like the dance studio that 

I’m at right now… it’s 12 of us and it’s like a company, and I’m the youngest 17 

and the oldest is 29 …so it’s like respecting everyone’s opinions no matter if 

they’re old and like understanding and not judging I guess (Participant 8).  

The participant continued on to say: 

… most of them actually went through a similar experience and I feel most 

comfortable talking to them because they’re older and know more… so I like 

talking to them (Participant 8).  

In recent years, there has been an increase in trained peer support workers, with 

lived experiences, working within health care systems with consumers of mental health 

services.  As discussed in a 2017 study, peer support workers have been integrated into 

health care systems to positively affect mental health outcomes in areas such as hope, 

communication, and mental health programing (Thomas and Salzer, 2017). These 

services have been found to be just as effective as professional services. Peer services 

could possibly be more effective on improving outcomes, hope, and quality of life 

(Bellamy et al, 2017). Due to their shared experiences, peer support workers serve as 

excellent role models, and are thus able to support consumers through treatment, assist 

with accessing services within the community, and share a relatability that has been 

associated with positive outcomes (Chinman et al. 2008; Gidugu et al, 2015). Further, 

research has suggested that providers of mental health services, with lived experiences of 

mental health problems have more “positive therapeutic relationships” with patients 



 90 

leading to increased empathy and a decrease in stigmatization from the health care 

provider (Thimas and Salzer, 2017). One participant in the current study had this 

experience with a psychiatrist who had similar experiences to the participant. This 

relatability created a safe space, and increased acceptance and hopefulness in recovery 

for the participant. “It was good [service].  He told me stuff, like he actually had it 

himself before too.  So, it was nice to know that someone else had it and I’m not the only 

one.  He had it for 15 years he said and then he said it went away” (Participant 10).    

Peer support for the youth participants brought about feelings of acceptance, 

hopefulness, and relatability to their peers and, in one case, their care providers. This 

relatability leads to the feeling of safety in spaces with those who are accepting and 

supportive of the participant’s diagnosis. This could, as noted from the aforementioned 

literature, increase positive outcomes for treatment, hopefulness and self-determination. 

Receiving peer support also could increase the participant’s level of self-confidence 

which, as discussed previously, was a large issue for youth in my study. Although youth 

often received support from peers who had similar lived experiences with mental health 

problems, only one youth discussed a formal aspect of peer support. Youth should have 

access to services that provide formal peer support especially in rural areas where a lack 

of services and stigmatization exists.  

Supportive relationships are imperative for youth in general, and particularly for 

youth who struggle with mental health concerns in a time of great vulnerability. From 

friends to general practitioners, counsellors, or community supports such as AA, youth 

reach out in a time of need to many different resources with the hope of building a 

supportive, caring and safe relationship with others.  
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Negative Internalized Feelings 

 

Youth participants felt internal reactions regarding their lived experiences with 

mental health problems. Most notably, participants had internalized feelings of guilt, fear 

of stigmatization from others, and a general lack of self-confidence, as result of their 

mental health. These examples make up the three subthemes of the overarching theme, 

Negative Internalized Feelings.  

Guilt 

 Many youths felt guilt about causing strain or worry for others, such as family 

members or friends. Youth reported not wanting parents to believe that their mental 

health problems were their fault, or that they did something wrong when raising their 

child that led the child to internally conceal their true feelings, or thoughts. Youth also 

noted emotional reactions such as feeling angry with themselves as they felt unable to 

control their emotions and arguments with family members. One participant reported:  

I felt like it was my fault that I was losing people, and arguing with people even 

though I couldn’t really control how I felt because I was so angry with myself 

because I couldn’t… didn’t really understand …why am I suffering? (Participant 

3)  

Another youth noted feeling “hate” towards themselves. This youth stated:  

“Sometimes I hate myself.  I want to be good for my grandparents, but I also want 

to do what I want to do.  And I don’t want to disappoint anyone.  I don’t know” 

(Participant 9).  

Participants felt guilt for having lost time at school due to mental health problems, and 

for some youth, for leaving post-secondary education due to lack of motivation. This exit 

from school led to guilt and disappointment in self. One participant recalled: 
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“When it started, I lost a lot of motivation… like my marks at school went right 

down and that was happening for a little bit, and then I was tired and just like not 

myself I guess” (Participant 8).  

Youth also discussed believing that relationships or certain circumstances in life could 

have been different if not for their mental health problems, leading to internalized guilt; 

however, circumstances were beyond their own control.  

Um it made me feel really bad about myself…  like I said before, I felt that if 

I didn't suffer from this stuff that my relationships could have went 

differently, or like my friendships whatever …or maybe I could avoid a 

fight with my parents as much as I did, or things like that, but I couldn't… I 

didn't know at the time that I was suffering from this, because I feel like when 

I was growing, it was not really common… like I only got diagnosed when 

I was 19 officially.” (Participant 4) 

Additionally, some youth worried about friends not fully understanding a 

participant’s mental health which, in turn, lead to feeling guilty about not always wanting 

to spend time with them, which at times lead to loss of friendships.  One youth noted a 

strained relationship with boyfriend and family, leading to guilty thoughts and feeling 

“like a bad person”:  

People just got really confused as to why, like I wasn’t showing up, or they 

thought I didn’t want to be friends.  They thought I was a really shitty friend 

and it caused a lot tension between my relationship with my boyfriend.  We 

were only together a year before I started having mental health issues, so I 

was always scared that he was going to leave me, or I was going to fall out of 
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love, or losing him so I always felt like I was a really bad person… so it 

affected all of our time together… so every conversation was about my mental 

and it was a constant strain, but like I’m still with the same person… so 3 

years later we’re doing really good.  At first, I think it just made things really 

hard and my parents really worried (Participant 2). 

Literature suggests that individuals with mental illness and who believe that their 

illness is genetically based, may have an “irrational sense of implicit guilt”, as their 

illness is seen as a fundamental trait and could cause the individual to see their illness as 

part of their identity (Rusch, et al., 2010, p.331).  These negative views of the self could 

cause an individual to “suffer in silence” in effort to protect themselves from others 

viewing them as “crazy” (Church et al., 2020, p. 2). Further, guilt is related to other 

issues such as stereotypes, stigma and discrimination which leads to barriers when 

accessing mental health services (Church, 2010).  All lifeworlds (relationality, spatiality, 

corporeality, temporality) are prominent in the subtheme “guilt” and, as previously 

discussed, are interconnected, as lifeworlds cannot truly be separated from each other. 

Youth’s relationships with others, as we have seen in previous themes, are at times 

strained due to youth’s mental health concerns. For example, relationships may become 

strained by a change in time spent with friends, or the youth feeling as though they have 

become a disappointment within their family unit. The change in relationships over time 

can cause unsupportive and uncomfortable spaces for youth in which to be present and 

grow. Guilt, for most youth, was an internal negative feeling which they felt throughout 

their mental health journey. This subsequently demonstrates the lifeworld, corporeality. 

Youth hold this guilt internally, often concealing this emotion within their bodies. This 
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causes family and friends to be unaware of how youth feel, ultimately perpetuating 

strained relationships.  Consequently, it is important that families, friends, and other 

supportive relationships of those with mental illness or mental health problems, are aware 

of the internalized negative feelings that individuals may have about their own illness or 

concerns and the precipitating changes that youth may face in their relationships, and in 

their daily lives.  

 Fear of Stigmatization 

Stigmatization was a prominent fear of youth participants interviewed as part of 

this study. They had fears of being stigmatized by others, whether that be by their family, 

their friends or within the communities in which they live. One youth reported believing 

that everyone in their small community knew they had a mental health problem:  

Um I just seen how bad it is in Cape Breton… like how um hard it is to have a 

mental health issue especially where I’m from… it’s such a small area that like 

everyone like knows when something is wrong, like it’s not a secret (Participant 

7). 

Youth also felt that there was a lack of support in their communities due to the lack of 

awareness by society regarding mental health. One youth identified that schools run 

campaigns regarding prevention of physical health problems, such as a flu shot campaign 

during flu season; however, this youth noted that there are never any campaigns that 

focus on checking in with your mental health. This youth used the term “secret” as well 

when referring to mental health, noting that mental health is a secret due to a lack of 

conversations around mental health on the island.  

There’s little to no talk about mental health in Cape Breton.  Like you see signs 

all around the school like ‘Did you get your flu shot?’ But nobody ever has a sign 
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that says ‘Have you checked in about your mental health lately?’  What’s the 

point of being physically healthy if you don’t have good mental health? I don’t 

think it’s talked about enough.  I think there’s less of a stigma, but I feel like it 

feels like a secret.  Like everybody has mental health but I don’t understand why 

people don’t learn to identify with that more (Participant 2). 

One youth reported feeling uncomfortable in group therapy, leading to feelings of 

vulnerability:   

I never really liked it. I felt vulnerable and I felt like if people knew me, 

I didn't like the idea of that. That made me really anxious but it was nice to know 

that there were other people like me so that made me feel good, but I didn't like 

the idea of people seeing my face and stuff like that, so it made me feel awkward 

and vulnerable (Participant 4).  

This youth also feared that without being on medication it would lead to an 

illegitimacy of their illness. The youth noted that the stigmatization they felt affected 

their personal life, in terms of how they acted around others. This youth noted that 

over time, they became more comfortable talking to others about their mental health 

as the conversation about mental illness became more common in everyday life: 

I feel like in my confidence, and stuff like that, I feel like up until this year 

when I would go to school and professors would make you write out that 

information sheet, I never felt obligated to tell them that. Because I felt that if 

you weren't on medication for it then it wasn't important… which was a 

crappy feeling because there are some people who can't afford medication, or 

too scared to talk to their doctor about it, or scared what they would do, or 
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something like that …so I feel like I never really brought it up to a lot of 

people. I find now that I'm more open about it, only to people I'm really close 

with. It's ok cuz it's more common now and it's ok to have that so like… I feel 

like… I just recently told a professor about it the other day and she was like 

that's ok and if you need someone to talk to... and my parents are like that, 

and my friends are like that now, but I feel there is definitively stigmatization 

that affects your personal life and how you act and stuff like that (Participant 

4). 

Finally, this youth discussed the fear of going to counselling in a building in which 

there are also addiction services offices. The youth was worried that someone they 

knew may see them going into the building and assume they were seeking treatment 

for drug use.  

 I was really awkward at first to even go to the office.  I didn’t like the idea of 

people seeing me walk from the car to like here… because I said to my mom 

‘the sign said addiction services’ and I said mom ‘they're going to think I'm 

addicted to drugs’, but she said ‘but you're not though’ (Participant 4).  

The importance of the language used within spaces in which youth seek care is 

paramount. Youth did not want to be labeled due to seeking care for mental health 

problems, and had genuine fears surrounding being labeled or stigmatized by those 

who may see, or learn, that they are accessing services.  

Although society has made significant advances regarding de-stigmatizing mental 

health disorders and mental illness in the last number of years, youth noted negative 

experiences from opening up about their mental health to others. These past negative 
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experiences largely dictated who youth were willing to talk to about their mental health 

problems at present and who they are willing to talk to in the future. These temporal 

effects undoubtedly play a role in continuity of care for youth in Cape Breton, which will 

be expanded on in coming sections of this chapter. In addition, youth often noted that the 

small size of the communities in which they live affected their comfort levels with 

seeking services or support as they believed that there is lack of confidentiality within the 

tight knit communities. One youth, as reported above, discussed feeling uncomfortable at 

group therapy. This type of therapy in a small town caused feelings of vulnerability and 

led to the fear of knowing others at the sessions, or others knowing what they looked like, 

and the fear of others knowing that they needed treatment for a mental health concern. 

Group therapy for this youth is an excellent example of how spatiality affects youth and 

their treatment outcomes. This youth determined that group therapy did not feel like a 

comfortable environment in which to be. However, later they found that one-on-one in 

person therapy with a trusted therapist was what was best for them. It was what made 

them feel safe and comfortable in the space, leading to better patient outcomes.  

There is little research regarding mental illness and stigmatization in rural 

communities (Schroeder, et al., 2020).  Literature suggests that stigma is a large barrier in 

rural communities due to a general lack of anonymity and, in turn, the fear of being given 

a negative label (Rost, et al., 1993). A 1993 study found that high levels of stigma are 

directly related to lower levels of treatment in rural communities, due to low levels of 

mental health literacy (Rost et al). However, this study found that rural culture does not 

automatically attach stigma to mental health when compared to urban areas; however, 

rural area stigma tends to be a “stronger deterrent to seeking treatment” due to the tight 
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society network in rural communities (Rost, et al., 1993, p.61). Rural living individuals 

believe that they will be stigmatized by everyone they know rather than just a few 

individuals in an urban setting (Rost, et al., 1993). A 2020 study of Cape Breton youth 

also found that stigma was a prominent barrier for youth (Church et al., 2020). Youth had 

fear of gossip, social exclusion, fear of shaming their family, and fear of stigma from 

their friends (Church, 2020). The current study participants had similar fears of 

individuals in their community knowing about their mental health problem and treatment, 

as noted in the above quotes. This finding demonstrates how this fear of stigmatization 

affects youths’ relationships with others, with themselves, and also affects how 

comfortable they feel within spaces in their communities (relationality, spatiality, 

corporeality). Youth believing that the entire community knows about their mental health 

problem may cause strained relationships with others, possibly leading to over time, 

feelings of lack of social support and social isolation (temporality).  

Lack of Self-Confidence 

Many youths when asked about their perceived self-confidence noted challenges 

with their confidence levels and self-esteem due to a multitude of contributing factors 

such as uncomfortable social environments, social media/societal expectations, bullying, 

and negative past relationships (relationality). One youth noted a decline in academic 

performance due to their mental health problem, which caused the participant to change 

the way they saw themselves, leading to internal feelings of failure and self-doubt.  

I had to drop two classes last winter, so I went from a full course load to three 

classes and even then, I didn’t go to any so like I got like 50s which really… it did 

affect my self-esteem and how I saw myself …and then I thought I was going to 
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be behind graduating and then I felt like what’s the point.  I didn’t want to take 

longer to graduate because of this but like yeah, I don’t know (Participant 3). 

Other participants noted feeling anxious in social environments. One participant felt self-

conscious in restaurants, due to fear of comments being made about the size of their 

meal, as the participant was recovering from an eating disorder.  

When it comes to eating in public, though, like I hate going to restaurants with 

people that I’ve just met because I don’t like the idea of like eating in front of 

someone, I don’t know …because I’m scared they’re going to comment on how 

little I’m eating, or I don’t know, I guess I’m nervous about that, so that still 

affects me. (Participant 3) 

Another youth discussed a feeling of not being enough, and experiencing social anxiety 

that caused low self-esteem and self-doubt: 

Absolutely drained.  I’d say it started probably two years ago it was definitely not 

as severe, but I felt it was this thing where it was almost like …you know I kind 

of had these feelings of that I wasn’t going to be enough… I would perform 

poorly in social situations so that lead to a lot of self-doubt, and it kind of 

snowballed and got worse.  It was a vicious cycle where the more I thought about 

it, the more it just started to feed into that belief and eventually it, ah you know, it 

kind of culminated into what it was say a month ago (Participant 5). 

One youth was affected by social media posts, at times when they were unable to 

participate in social events with their friends due to poor mental health:  

Not good [self-confidence]. Yeah, for a while I just felt really crappy about 

myself because I would see everyone posting fun pictures because they were 
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out on the weekend, and I was in my room… but I know I have the option to 

go out, but I physically can't make myself go, even if I tried. That's not a nice 

feeling (Participant 4).  

Participants noted social media affecting their self-confidence and negatively 

comparing self to peers seen on social media, a common problem in today’s world. One 

youth noted they believed that it was not necessarily social media but society’s 

unattainable standards, often reinforced by social media posts, which further caused low 

self-confidence levels. “I feel that smartphones are not the problems, but I mean they 

caused a lot of the body image issues that I have, but it’s not the phone’s fault, it’s 

society” (Participant 3).  A 2016 study found that social media use, specifically nighttime 

social media use, is associated with increased depression and anxiety as well as low self-

esteem and self-worth (Woods and Scott, 2016). Similarly, a 2018 study (Kelly, et al., 

2018) found an association between social media use and depressive symptoms and an 

association between social media and body image. Further, individuals who used social 

media for more than 5 hours a day were more likely to be dissatisfied with body weight. 

Youth noted all lifeworlds to have been affected by a general lack of self-

confidence. Literature suggests that youth with high self-esteem have more positive 

mental health outcomes, coping skills and decreased levels of depression (Puskar et al, 

2010). Most youth in my study noted a temporal decline in self confidence after the 

emergence of their mental health problem; however, some youth noted that they have 

never had a high self confidence level. Social settings (spatiality) for many participants 

were anxiety provoking. In addition to a lack of self confidence in social settings, 

participants noted that mental health problems in general caused a lack of self-confidence 
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internally due to changes in daily activities such as sports or attendance at school, and in 

turn, their grades. These changes often lead to an internal struggle with self which 

manifested as frustration, anger, and self-doubt (corporeality). Social media also had a 

negative effect on some participants' self-confidence, noting that social media often 

causes feelings of anxiety and negative comparisons to others.  

Internalized negative feelings, as depicted by the subthemes above, caused many 

changes in the participants lifeworld. Over time, how youth were feeling internally about 

themselves, and their environment, greatly impacted how youth thought about 

themselves, their relationship with those surrounding them, and how they carried 

themselves within society.  

Service Gaps 

Multiple gaps within the health care system were identified by youth participants. 

Three sub- themes emerged from the data: Lack of youth specific supports, Lack of trust 

in the healthcare system, and need for mental health education: youth and guardians. 

Youth generally were frustrated with the mental health care system, and overall believed 

that the system and the limited support and services were not meeting the needs of youth 

in Cape Breton. Youth often reported being distrustful of the system itself and of health 

care professionals working within the healthcare system. Youth identified many areas in 

which they required support for their mental health but generally had a knowledge gap 

regarding services and support availability, and how to begin to access services. 

Therefore, they often required support to begin the process. Additionally, some youth 

believed their parents or guardians also needed increased mental health literacy. The 

following section describes these experiences and explores existing literature regarding 

these subthemes. 
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Lack of Youth Specific Support 

 As discussed previously in the literature review, there is a general lack of mental 

health services in Canada for youth and even more so in rural or underserved areas. 

Therefore, it was not a surprise that youth identified a general lack of support for youth 

on Cape Breton Island. Youth believe that more preventative measures should be taken 

on Cape Breton, as at present, youth think crisis intervention is being used in place of 

mental health promotion and prevention.  

If I think of my previous experiences, it makes you realize there is little to 

none.  We have the highest age population in Nova Scotia.  It’s like 47.5 or 48 in 

Cape Breton median age so I feel like a lot of the stuff isn’t geared toward 

younger audiences.  From my experience, there is little to none, and you have to 

have a family doctor and you need to wait 2 years to see a psychiatrist or 

psychologist.  What if you have to wait 2 years to see somebody and you’re 

struggling with your mental health?  Do you think in 2 years you will be 

capable?  It doesn’t make any sense to survive on your own without getting help 

(Participant 2). 

This participant proceeded to note:  

 

We just use our crisis like material measure for everything, so you don’t get identified 

even when you’re in the beginning stages of struggling with your mental health… but 

when you are not in crisis yet, but still struggling, we don’t have the resources for 

that.  If we had more preventative measures, we would save the healthcare authority 

money. If you had preventive measures, it would stop you using the crisis 

resources.  I just don’t understand why we don’t have more of that and in the past 

four or five months we have four young people kill themselves and that was just the 
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past 4 or 5 months.  I don’t get how people don’t see that’s a problem.  When I know 

so many people from high school that have died, it’s not normal.  I just think it’s 

awful. (Participant 2)  

As previously mentioned in the above quote from a youth participant, wait times 

have become a great deterrent for youth to seek formal mental health services. Many 

youths expressed frustration regarding the long wait times in Cape Breton. As previously 

mentioned in the literature review, current wait times for non-urgent adolescent mental 

health services are 197 days and for non-urgent adult services current wait times are 217 

days in CBRM (Government of Nova Scotia, 2021). Youth describe these feelings in the 

following quotes:  

I think just it was the wait times, like being afraid of the wait times, that’s why I 

waited so long after adolescent [services] cuz I knew like you see it everywhere in 

the news like Cape Breton has the like the highest wait list for mental health 

services… so like that was definitely holding me back… it would be a huge wait 

like 400 days just to have an intake appointment.  I had no idea there was a social 

worker in the doctor’s office… so that would be, that holds a lot of people back 

(Participant 6) 

Another participant also noted a general frustration regarding wait times:  

…but there’s a wait list for everything.  I remember I called up for a therapist 

from [service] and it took almost, I want to say 15 months it must have took.  Like 

it was a long time.  I remember I was 15, so I was just about turning 17 when I got 

an appointment. It was crazy like by that time I don’t know it was just such a 

weird time in my life, cuz like I had the appointment before I left home… and 
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then I left home and my whole life flipped upside down and there was nothing I 

probably needed more at that time was to talk to someone… but it just – back then 

I remember it was crazy you couldn’t talk to anyone (Participant 1).  

Youth also noted that without easy access to publicly funded services, many 

choose to use private services. However, youth identified that without health benefits, 

private mental health services can be costly, making these services inaccessible to some 

youth.  This is especially true in areas such as Cape Breton where high poverty rates 

exist. Issues surrounding insurance in rural areas is a common trend in the literature 

(Hauenstein, et al. 2006; Robinson et al., 2017).  Youth also noted that only a certain 

number of sessions are covered by their parents’ health benefits. One youth noted the 

need for rationing therapy sessions in case a time came later in the year when the youth 

was in need of treatment again.  

I feel like there’s little to no resources in Cape Breton. I think that’s why people 

and youth struggle because you have to wait over 2 years to see a psychiatrist.  If 

you want to apply through the hospital, or if you want to go see a private, that’s 

like $150 per hour and so many people in Cape Breton don’t have it because 

they’re under the poverty line (Participant 2).  

Another youth revealed that their boyfriend was unable to access mental health services 

due to the high cost of therapy sessions. This youth also noted a lack of mental health 

literacy surrounding where, and how, to book appointments with mental health clinicians; 

a large issue that has been identified by Cape Breton youth throughout my study, and will 

be discussed further within this theme.  
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…a year or two ago I would not know where to start to even try to get help.  Like 

if it was just me on my own, cuz I know like my boyfriend he’s… the last month 

he’s been having a few problems with drinking and stuff like that.  It’s kind of 

bad and I was trying to get him help and he’s like how? And I’m like, I actually 

don’t know how to reach out to a therapist and getting an appointment.  So I feel 

it’s not talked about enough and also like it’s like way too expensive if you don’t 

have insurance.  He’s not going cuz he can’t spend $100 on an appointment.  He 

works at [restaurant] so (Participant 8).  

 Along with the challenges of accessing services due to a lack of availability and 

long wait times, youth identified that transportation to services was another large issue, 

especially for youth living in more rural areas who need to seek support in Sydney. 

Travel into Sydney can range from 15 minutes, up to two hours, from rural communities. 

These times are based on good weather, and due to the harsh winters in Cape Breton, at 

times travel to Sydney from rural communities is not an option because of poor weather 

conditions. One youth noted that talking to a guidance counsellor in high school was 

convenient as no travel was necessary. However, this youth subsequently had trouble 

accessing services outside of school due to a general lack of knowledge surrounding how 

to make an appointment with a psychiatrist, and issues with transportation to and from 

appointments.  

Um yes because I would have to... like in high school it was easier to get 

access cuz you could just meet them there once a week, or twice a week… but 

now that I’m living on my own, I don’t have a vehicle and I can’t like afford 

to get cabs there …or and like, I don’t know how even to make an 
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appointment with a psychiatrist it would take a very long time.  I just feel like 

it wouldn’t be worth it (Participant 7). 

Another youth grew up in a more rural area and also identified transportation to services 

as an issue in Cape Breton, as well as a lack of knowledge about services in other areas of 

the island.  

 Kids in rural areas they might not have transportation to Sydney to see like 

adolescent mental health.  It should be in more communities, not just Sydney 

based.  Like I grew up in [rural community] so we didn’t even know there was a 

boys and girls club …so anything you did... so any kids that live on the outskirts 

they don’t know about it.  They can’t access what they don’t know about 

(Participant 6). 

Youth also reported that it took trial and error to find the right counsellor, or 

therapist, once services became available to them (i.e., getting off a waitlist). Some youth 

participants had seen upwards of 5 counselors before finding a healthcare professional to 

whom they were comfortable opening up. It is important to note that the following quotes 

are from youth who had access to private counselling. 

I would say between 12 and 14 [age of counselling].  So, I would go there and 

I just hated my life from the time I sat in the office. The whole time I was in the 

office, to the time I was leaving, I would cry when I got in the car.  They should 

have something more that they can do to find a way to connect you with 

someone for you to get along with.  Maybe do a trial session before you get into 

it. Like [name] was really good with certain aspects but really bad with certain 
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other aspects and [name] was good with some and bad with other. So, I feel like it 

did benefit me but some stuff almost made me over think stuff (Participant 4).  

This participant also noted:  

I don't know what needs to be put in place but there should be more… I don't 

know if interviews with counsellors before you actually go to see them… to see 

like how you feel with them because there's nothing worse than going to talk to 

someone you don't like. I would cry the whole time, and I would get frustrated 

cuz they would say something I didn't want to hear and I would get more 

overwhelmed…  so, I feel there needs to be more options. It's very limited around 

here. Maybe it's because it's such a small place (Participant 4).  

 Another youth participant discussed seeking publicly funded services. This youth spent 

time with one particular clinician during an initial session, then unfortunately was 

informed of another clinical taking over for a maternity leave. This frustrated the youth as 

this information came as a surprise for the youth and involved having to open up, likely 

about previously discussed topics, to a new clinician at the next appointment.  

Yeah, child and adolescent were good.  I liked them I think they can do a little 

more. Maybe not like, like the thing that gets me is how they just like get me to 

open up for an hour and a half and her go on maternity leave …cuz it’s hard 

enough, like I don’t have trouble opening up to like a trusted professional, but 

other people it may be hard for them to open up to one person… for them to say 

‘ok, I’m not going to see you again for the next year’. So, I think they could be 

more like aware of that, but otherwise I know it can take like a year and a half to 

get in… but I was fortunate enough to get in in a reasonable amount of time, so I 

was lucky to have that chance… but I think they can be way better (Participant 6). 
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Access to a therapist, with whom a youth is able to have a comfortable and safe 

therapeutic relationship, is invaluable. It is important to note that youth participants who 

felt supported and comfortable with their therapist, or counsellor, and who felt safe in 

their physical space described their therapist interactions in a positive light. For example, 

one participant reported their experience with private therapy as “really great, really 

helpful and quick and overall, really positive” (Participant 5).  

Finally, many youths identified the need for more mental health services within 

the school system. Participants reported a lack of services in junior. high schools and long 

wait times in high school to see a School Health Nurse.  One participant reported:  

I feel like having more in schools would be beneficial because we didn’t even 

have a health centre in the junior highs in Cape Breton.  There was in high school 

and the amount of people that would make appointments to try to see a nurse or 

anyone just to talk was ridiculous.  If we had educational psychologists, literally 

anyone just to have in schools …I think they think that junior high is too young, 

and they don’t need it, but a guidance can’t do the same thing. I told a guidance 

counsellor in junior high that I failed a test and I felt like so overwhelmed and 

worthless and stuff and she said “you just got to say ’oh well you can be the Oh 

Well Girl”.  I was like ‘well it was nice talking to you’ [laughing] but I feel like if 

there was someone there that specializes in mental health that we wouldn’t have 

the crisis that we have now (Participant 3).  

One youth discussed the local university as having only one counselor for a large student 

population. This youth thought they could not rely on this service and believed it was 
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inappropriate for the university to only have one counsellor, especially for the age group 

of those attending university.  

Yeah, I really didn’t enjoy the counsellor here at [university] and it really makes 

me sad because like one in five Canadians have mental health issues and only 1 in 

4 ever get treatment or help.  Like I’m at the prime age to be affected by mental 

illness and having one full time counsellor is so inappropriate and so unreliable 

(Participant 2). 

Youth remarked that many services are not youth specific and tend to focus on 

adult care and, therefore are not meeting the needs of youth on the island.  Many youths 

identified lengthy wait times as being a deterrent to receiving care, leading to 

hopelessness and frustration with the healthcare system as youth believed that needs are 

not being met. Literature suggests that rural living residents are more likely to receive 

inadequate mental health treatment (Hauenstein, et al. 2006). The lack of availability, and 

access to, mental health care over time affects youth’s lifeworld. A lack of mental health 

care treatment may affect youth’s perception of their physical surroundings where they 

may feel unsupported and misunderstood, in turn, affecting youths’ relationships with 

others.  A lack of mental health care also affects youths’ relationship with themselves, as 

youth reported many changes in their daily lives such as confidence levels and self-

stigma. Temporarily, if there is no change in sufficient service availability and access, 

youth will continue to have poor mental health outcomes due to insufficient treatment in 

underserved and rural areas, a common theme in the literature (Hauenstein, et al. 2006).  

Youth also discussed feeling frustrated with finding the correct therapist or 

counsellor, noting that this took many youth multiple attempts to find someone with 
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whom they were comfortable. Literature suggests that patients often discontinue therapy 

sessions if they are not satisfied with their therapist or their provided treatment 

(McCarthy and Frieze, 1999). This is a risk, as those who terminate therapy sessions, 

often give up on seeking out another therapist or form of treatment, leading to an 

ongoing, untreated mental health problem. Further, Randomized Control Trials have 

found that 35-40% of patients see no benefit from psychotherapy and 5-10% actually 

deteriorate (Lambert 2007). It is imperative that individuals find the correct therapist, best 

practice, and effective treatment methods be used specific to address the individual’s 

mental health concern. 

With regards to aforementioned school-based services, there are not only 

educational but also emotional and social benefits to school based mental health services 

(Kardin, et al., 2018).  School based services have been found to overcome barriers such 

as confidentiality, fear of parents being notified by insurance companies of prescriptions, 

and transportation issues (Kardin, et al., 2018).   School based services, although well 

supported in the literature, have shortcomings such as a lack of school based mental 

health professionals (Reinke 

et al., 2011; van Vulpen, et al., 2018). In addition, school-based services are not available 

to all students, often only offered to students who are receiving “special education 

services” leading to a lack of access and availability for students who need mental health 

assessment, referral, or treatment (Weist, et al., p. 45, 2006; van Vulpen, et al., 2018). 

This could be an issue in CBRM, as school-based programming does exist within the 

school system; however, youth participants in the current study believed that the existing 

services were lacking. This is possibly because school-based services are being offered to 
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higher risk students, or these services are not being advertised to all students. The need 

for additional mental health education and advertising of services will be discussed in the 

coming subtheme: need for mental health education- youth and guardians.  

Lack of Trust in the Health Care System 

Youth participants in this study discussed a general lack of trust in the health care 

system regarding their mental health problems. One participant discussed feeling 

uncomfortable accessing professional services for their mental health problem. This 

participant noted wanting to feel “comfort, empathy, love and respect” from their health 

care professional (HCP) in their time of need:  

Sometimes it’s not that cut and dry.  Sometimes you don’t need to talk to someone 

who knows it all.  Sometimes you just want to talk to someone who you know at the 

end of the day knows you and cares about you.  If you are hungry you could say ‘hey 

I need ten bucks’ or ‘do you want me to go buy a couple of things’....You know what 

I mean, there just needs to be comfort, empathy, love and respect.  Something that 

you want to go to, not something that’s going to be uncomfortable (Participant 1)  

Other youth discussed that a fear of negative reactions from their HCP led to an 

avoidance of seeking treatment. This youth worried about being told that they are a 

“shitty person” and will downplay their diagnosis. This youth also noted long wait times 

being a deterrent to seeking care:  

I want to go a counsellor, or psychiatrist, but I know that you have to wait over 

two years in Cape Breton to get in to see a psychologist or psychiatrist.  It’s a 

huge list and sometimes I’m scared when I go they’re just going to tell me that my 

anxious thoughts are really …and that I am a shitty person …but that’s just my 
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anxiety.  I think that I would go if the time was not so long of a wait (participant 

2) 

Youth expressed frustration surrounding HCP “shutting down” youth and feeling as 

though they were one in a long list of youth who needed to be seen. This participant felt 

as though interventions were not being individualized which was affecting outcomes:  

I don’t want to use the word ‘useless’ because people have benefited from them… 

but for me however, I found a lot of the services unprofessional and 

questionable.  I feel like they don’t take younger youth as serious, and I get that… 

I mean if kids aren’t sleeping that it will affect them, but their go to is always like 

‘why don’t you go to bed at 9:00?’ And I’m like it’s not going to stop me from 

killing myself in the morning.  Like when I was bulimic, I told the one that my 

family doctor referred me to, I think she was a clinical social worker, and she 

looked right in the eye and said “well do you think that’s really going to do 

anything?”  I’m like, are you allowed to shut it down like that? (Participant 3) 

This youth continued on to note:  

I feel like a lot of people that I talk to, especially male social workers, they were 

very like… obviously they were serious, but they were very like reserved and they 

just like …it honestly seemed like they were looking at it like you were just, I 

don’t know how to put it in words…  Like it was just like they were going 

through a long line of people.  Like “ok next, ok what’s wrong with you? ok have 

you tried sleeping? Ok next, have you tried getting outside, eat more 

vegetables?”  It was like going through a line up and scream something at you to 

cure you… but they didn’t get to the root of anything.  I feel like going more in-
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depth with patients and try to analyze and identify where it started could help with 

the outcome (Participant 3). 

Youth also feared that they would say something wrong to their counsellor that would 

lead to an admission to inpatient psychiatry. One youth noted that it was their parents 

who made them believe this may happen and they should “watch what they say.” This 

misinformation is embedded in the stigma that surrounds mental health on the island, and 

a possible fear that their child may be admitted to the hospital.  

I was scared if I was like feeling really sad, and if I was to say something, I was 

afraid they would put me in the mental ward. At first, that's what I thought. My 

parents would say ‘you better watch what you say when you go in there’.  I'm 

like, ‘don't say that to me cuz that makes me more anxious’ (participant 4). 

Finally, rurality also had an effect on youth feeling mistrustful of the health care 

system. One participant noted living in a small area leading to fear of others finding out 

about their mental health problems: “Um jus 

t I’m scared to be judged [when accessing services] and I’m scared like because 

Cape Breton is such a small area… like you can’t…I don’t know, it’s hard to trust 

people” (Participant 7). When asked if the youth thought it would be easier to access 

services in their hometown, a very rural part of Cape Breton, instead of Sydney, where 

the youth currently resided, the youth replied: “No, because they are not like… he’s like 

we had the same doctor since the 60s, like he’s ancient and he’s not someone who I 

would talk about my problems with, cuz he’s my family doctor” (Participant 7). The 

youth continued to note:  
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Um I just seen how bad it is in Cape Breton… like how um hard it is to have a 

mental health issue especially where I’m from… it’s such a small area that like 

everyone, like knows when something is wrong… like it’s not a secret and I think 

like ah growing up with my brothers, it was really hard cuz they were both very 

…like they go manic and they… you know and um, I wouldn’t know, like how to 

cope with it I guess… and grew up around mental health issues all my life, so I 

wouldn’t want to go see a family doctor because of that, if that makes sense.  Like 

I want to talk to someone, I just don’t know who (participant 7). 

 This youth also discussed not feeling as though talking to their family doctor 

(GP) was adequate mental health care. Similar findings were reported by Ray and 

colleagues (Ray et al., 2014) noting that rural youth report a perceived lack of 

confidentiality in health care due to services being delivered by only one provider. 

Literature suggests that a lack of trust may stem from the perception that primary health 

care providers are insufficiently prepared to provide mental health care (Hardin, et al., 

2018). However, rural areas also face a lack of specialized youth services, again leading 

to mistrust and decreased use of the healthcare system as specialized services are not 

available (Ray, et al., 2014).  

Research has found that youth’s general lack of trust to be the reason for not using 

the health care system for mental health related problems (Majumder, et al., 2014). Lack 

of treatment adherence, for counselling sessions or a medication regime, also can be 

traced back to a lack of trust in health care providers (Bauer et al., 2014).  A 2018 study 

found that transportation to, and from, appointments with HCP predicted the level of trust 

in the professional among rural living youth (Hardin, et al., 2018). Rural youth who had 
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transport difficulties to, and from, appointments with HCP had lower levels of trust than 

youth who had reported no transport issues to and from appointments (Hardin, et al., 

2018).  Transport for some youth in my study was an issue, due to poor public 

transportation. Further, as discussed previously, rural living youth are two times more 

likely to have a successful suicide attempt than urban dwelling youth. This suggests that 

depressive symptoms are significantly more problematic among rural living youth 

(Hardin, et al., 2020). It is imperative that approaches are found to build trust and ensure 

timely interventions for youth living in rural areas regarding the care they receive from 

rural health care services for all mental health problems. 

  Lack of trust of the health care system in Cape Breton has been identified as a 

large gap in the continuity of care for youth on the island. Youth fear HCP reactions and, 

unfortunately, feel misunderstood by those attempting to provide care leading to negative 

relationships between provider and patient, and in turn, not being provided with a safe 

and comforting space for care (relationality/spatiality).  Negative past personal 

experiences, and experiences of others, have determined whether youth will attempt to 

access care when needed, a worrisome issue especially when taking aforementioned 

statistics of rural suicide into consideration (temporality).  Youth in Cape Breton deserve 

to feel trust, support, and receive high levels of confidentiality from the health care 

system; however, participants do not believe this is being delivered to youth on the 

island. As a healthcare provider, I acknowledge that those providing care are most 

definitely highly trained and educated individuals who are only able to provide services 

with the resources being provided by the government. I also acknowledge as a health care 

provider, this is not enough, and strongly feel the need to listen to first voice 
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recommendations. It is of utmost importance that increased funding is provided to youth 

mental health services and commitment to address this issue is needed to assist and 

support our next generation on the island. 

Need for Education: Youth and Parents/Guardians 

Youth participants believed there was a need for more open discussions about 

mental health on the island to normalize mental health problems. Further, youth 

participants believed that they needed more education surrounding mental health and 

mental health disorders and gave some valuable insight into ways that this should be 

accomplished on the island. The following quotes illustrate youths' concerns about the 

lack of education for youth and adults and discuss the need for parental education and 

assistance when seeking mental health services and normalizing conversations 

surrounding mental health problems.  

Knowing that there is stuff out there that you can go to would make it easier.  I 

think they should talk about it in elementary and junior high, especially before it 

gets to a certain point in high school. I think it makes it harder because… like it’s 

really stigmatized by some people, especially people of older parents, or like 

they’re raised by their grandparents… like they’re stuck in the mind set like 

there’s nothing wrong with you.  You don’t have to take a pill to be happy.  If 

kids hear that, they’re not going to want to take a pill every day. I think if it’s 

talked about more, or open minded, it would be easier for people to reach out and 

get services, they don’t even know they need (participant 6).  

Additionally, youth reported:  

I think in terms of making it [services/supports] hard to access, well there’s a 

couple of things, 1:  There’s not a whole lot of support options available I find, 
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…and those that are, are not really well advertised …and the other thing is that 

just the population in general, it’s kind of a generalization, but a lot of people are 

older and I feel the whole discussion around mental health in general is just not 

something that’s discussed enough… and so, I think by changing stigma and 

actually having that discussion, and opening up about mental health issues, and 

increasing awareness about the resources that are there, I think it would make it 

easier to access it (Participant 5). 

One participant noted the following when asked what could potentially help youth access 

mental health supports or services. This youth identified that they are not an adult, and 

they need assistance with identifying and booking treatment.  

Being educated on where you can get them [services/supports]. I feel like me 

personally sometimes it was like googling where can I go see someone …and 

now I’m a lot closer with my parents, I can say ‘I need to see someone’… cuz I 

mean, being an adult is hard, I’m not about to find that out on my own.  And they 

never hesitate to help me… but people that are alone, or don’t have the parent or 

guardian figure in their lives… (Participant 3).  

Youth discussed feeling that there is a need for more education at a young age, noting 

they did not believe children and youth are being educated enough about mental health in 

general, leading to misconceptions about mental health problems and mental illness:  

“No, I don’t think they’re meeting the needs at all.  I don’t think that like I don’t 

think they talk about it first of all.  They should be talking about it at a young age 

and I feel like it’s getting to that point now we are considering mental health more 

in education but when I was young, they never talked about it.  I never knew what 
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mental health was, I just thought it meant you were crazy.  I think it should be 

implemented more in school at a younger age and I think there should be more 

preventative measures.  Like in Cape Breton it’s all about crisis.” (Participant 2).  

Youth stressed the importance of increased advertizement of mental health 

services on Cape Breton Island. Many youths discussed, as noted above, believing that 

they needed assistance from a parent to find the correct services. Most youth had trouble 

identifying services for themselves, and were unaware of community-based services that 

are available. One youth stated: “I find the ones that do exist [community-based 

programs] around here and I haven’t heard of almost any of them. I think they need to be 

advertized more.  I think just increasing awareness is really key” (Participant 5). Youth 

also noted that they believed a lot of youth may feel nervous to seek out these services as 

they are not sure what to expect. Many youths believe these feelings might be mitigated 

by increasing advertizing of the limited, but available, services. This could lead to 

increased conversations surrounding mental health on the island and, in turn, a decrease 

in stigmatization.  

I was starting to feel a little overwhelmed again and I wanted to go back through 

EAP (employee assistance program) because I knew it was covered and I knew 

they had multiple [counselors] that worked at the company… so I asked around 

for good names because I had been through two or three of their employees and 

they were not helpful …but the one I’m seeing now is super great …but I feel like 

no one knows about these services, or they don’t know enough about them. Some 

people are nervous to go and talk about it because they don’t really know what to 

expect and I feel that if people were educated enough… if there were 
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advertizements in any way shape or form would be so much more beneficial 

(Participant 3).  

Another youth noted that they “wouldn't know where to start” when discussing accessing 

services and support for mental health, and encouraged the use of advertizing services, 

and an increase in mental health funding.  

I think considering what we have, which is next to nothing, I think that it’s great 

that the mental health professionals and initiatives kind of start up any sort of 

help, I think it’s great and they’re doing the best job they can …but really, it’s 

pretty horrible all… in terms of the demand, and actually what we have. I think 

there definitely needs to be more advertizing and kind of increasing awareness of 

services that are available because when I started, I knew next to nothing.  If it 

wasn’t for my parents or guidance counsellor, I wouldn’t know where to start 

right.  I think, in general, there needs to be way more resources and funding and 

all that good stuff needs to be funnelled into Cape Breton and the whole mental 

health sector for sure (Participant 5). 

As discussed previously, transportation to services is a large issue on the island. Youth 

noted that more services are needed for youth in communities outside of Sydney, to 

increase access to those with transportation issues.  Youth discussed the issues regarding 

rural youth not being aware of the services in Sydney, leading to a knowledge gap. 

Promotion of community-based resources could increase mental health literacy in youth 

on the island, especially in more rural living youth.  

I think they need like more psychiatrists and psychologists that are actually 

willing to talk to kids earlier on so that they don’t prolong it and then end up 
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having to go on medication for however long they need it. There’s nothing wrong 

with medication, but if it can be prevented before it gets to that point, it should 

be.  Kids in rural areas, they might not have transportation to Sydney to see like 

adolescent mental health.  It should be in more communities, not just Sydney 

based.  Like I grew up in [community] so we didn’t even know there was a boys 

and girls club.... So, any kids that live on the outskirts they don’t know about 

it.  They can’t access what they don’t know about (Participant 6).  

As illustrated in previous quotes from youth, participants believed that support 

and services were not adequately promoted to youth leading to youth not knowing where 

to find services or supports. This finding is consistent with previous studies regarding 

youth mental health (Church et al., 2020; Francis et al., 2006; Sheffield et al., 2004). It is 

important to note that youth believed that they did not know how to go about identifying 

mental health supports or services, or how to book appointments with these services. 

Many youths noted that they needed assistance from their parents/guardians to find the 

correct service or support for their needs. This then requires parents and guardians to 

have an understanding of mental health problems, how to identify when their child needs 

formal support, or services, and how to identify and access the correct service for their 

child. Previous studies have found that parents of youth with mental health problems 

assist their children with identifying supports, treatment adherence, coping skills, money, 

and transport to services as well as organization of appointments (de Haan et al., 2002; 

MacDonald, et al., 2005; McCarthy et al., 2008). As Mizzi and colleagues (Mizzi, et al., 

2020) have noted, family psychoeducation programs can assist parents to gain insight and 

acceptance, as well as increase problem solving and communication skills, to learn about 
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signs and symptoms of mental health disorders, recovery, medications, prevention, and 

early signs of relapse and coping skills. This consequently increases positive familial 

support while increasing mental health literacy.  

An increase in mental health literacy not only for youth, but parents and 

guardians, would affect youths' lifeworlds while living on Cape Breton Island. With 

increased parental support in relation to their child's mental health, relationality would 

improve: youth would feel an increase in support from their families, positive 

communication between parent and child would increase, and stigmatization and 

misconceptions would decrease. With this decrease in misconceptions and stigmatization 

within the community, one can assume that youth may be more comfortable accessing 

services, discussing their mental health problems with service providers, and sharing their 

story with others leading to a more positive, and supportive environment to grow and 

learn. Increased education may bring about corporeal changes in youth, as youth may 

view themselves more positively, increasing self confidence levels, and decreasing self-

stigmatization. These improvements bring about temporal changes, not just for current 

Cape Breton youth, but will, over time, build a supportive and understanding island for 

future generations of children and youth. 

Personal Growth 

The final theme that emerged from the data was Personal Growth. Youth 

participants interviewed for this study noted experiencing significant trauma and mental 

health problems that have affected every facet of their lives. Despite these adversities, the 

youth showed great courage, strength, and growth within themselves. Two sub themes 

emerged from this theme: Resilience and Reciprocity.   
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Resilience 

 Resilience is described as a personal ability to cope and adapt to adversity 

(Thompson, et al., 2018). Participants in my study had overcome many hardships in their 

short lifetimes.  The following quotes depict resilience within the youth participants, and 

their personal growth throughout their journey with their mental health problems:   

 Um I think it made me, I’ve always been, always been a soft and an empathic 

person but it has made me even more empathic towards people.  It kind of shaped the 

career path I wanted to go on.  I want to be a clinical psychologist and I want to work 

in the mental health field.  Um I think it just makes me think about everything, what 

someone is…actually maybe they’re struggling too.  It affected my school and social 

life when I was not in a good place.  I think it made me a better and stronger 

person.  I don’t know, I think that if I could, I would definitely try to get rid of it… 

but it has made me more insightful.” (Participant 2). 

Another youth discussed self-love and the journey towards accepting themselves as 

they are:  

Well, I’m pretty… like I believe everything that kind of happens for a 

reason.  At the same time, where I feel so so so bad for hurting all those 

people, I am actually really grateful too because it really changed me.  For a 

little while I felt really bad about myself and stuff, but I’m grateful that like I 

went on this kind of little journey and that I can look at life the way that I look 

at it now… I don’t know it’s just um I’m like I like myself today.  I don’t 

know, I’d say I love myself, but I like and I think I’m pretty cool.  I can look 

in the mirror today and I can smile and say “you know what, you’re not too 

bad (Participant 1).  
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Finally, one participant discussed that they have learned to cope with, and react to, other 

stigmatizing comments about their mental health.  

In the end, it probably made me a better person cuz I took a lot of time for myself to 

learn how to cope with… like how to like react what others would say to me.  I 

learned how to not take it personally, I guess (Participant 8). 

As discussed previously, many participants endured adverse traumatic 

experiences throughout their lives. Youth experienced large accidents, parental divorce, 

serious childhood illness, and being part of the adoption system, to name a few events. 

Although all of these youth faced adversity, I was able also to see their potential, 

strength, and determination to overcome life’s obstacles.  Many youths were able to 

establish a routine, self-reflect, along with seeking, and continue to seek, relevant support 

and services that are able to assist them in their journey towards wellness. Youth noted 

being able to take adversities in stride, and often believed that their experiences made 

them stronger, insightful or more confident. In addition, older participants were able not 

only to manage their mental health problem, but also gain admission into university or 

college, and set their minds toward careers that would allow them to help others in 

similar situations to theirs. Their resilience was astonishing. Some participants have 

found their own resilience and some are still finding theirs, but it was apparent in each of 

them, even if they were not yet able to see it within themselves. Youth participants, when 

discussing their mental illness and their adversities faced throughout their mental health 

journey noted that they had become more insightful, or have become a better person, due 

to what they have learned about themselves. As noted above, one participant had even 
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found their future career path because of their illness. Youth participants did an 

outstanding job at remaining optimistic about their mental health. 

 The literature suggests that resilience is influenced by familial, interpersonal, and 

community/societal factors. Interpersonal factors that affect an individual’s resilience are 

the ability to problem solve, regulate the self, and adapt (Thompson, et al., 2018). 

Resilience within a family is related to having at least one adult support and the family’s 

socioeconomic resources. Finally, community/societal factors are related to supportive 

relationships with community supports and peers; however, these are based on access to 

social supports in the area (Thompson, et al., 2018).  Participants in my study displayed 

some of the interpersonal factors, some participants were noted to have more protective 

factors than others. Most youth had familial support; however, some participants did not, 

which lead to great challenges with access to services, socioeconomic issues, and over all 

mental health care.  Youth who had familial resilience had greater access to services such 

as EAP, through their parents’ medical benefits. Further, many participants, living in 

CBRM, had issues with community/societal factors as the youth living in an underserved 

area of the province.  

Reciprocity 

The final subtheme to be discussed in this chapter is reciprocity. Many youth 

participants noted wanting to give back to others who may be feeling the same as they do, 

or once did. This type of relationship could be similar to that of a youth peer worker and 

a youth with a mental health problem who is seeking support. As discussed previously, 

youth who choose to be a peer worker may provide emotional support, education, and 

guidance to other youth, similar to desires of youth participants in my study (Simmons et 

al., 2020).  No studies were found that solely focused on reciprocity and youth with 
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mental health problems. The Mental Health Commission of Canada outlines in their 

“Speaker Toolkit” how an individual with lived experience with mental health problems 

can organize their thoughts in an effort to begin sharing their story with individuals or 

groups of people. This toolkit notes the importance of sharing one’s own story in relation 

to anti-stigma campaigns (No Date). One participant noted that they decided to 

participate in the current study as they wanted to help others who may be in a similar 

situation to what they have lived through. This participant noted feeling a strong desire to 

share their story, in hopes of assisting others and how their personal narrative has 

changed over time.  

 Ok yeah, so at first it was kind of my adoption story and not fitting in with my 

family and like I would tell other kids that story and they could relate not fitting in 

with their family and maybe deadbeat parents… like I wasn’t raised with them, 

but I had them, and I would talk to kids and stuff like that… but I don’t know, like 

I think today sharing my story is… I go really deep with it now.  I never used 

to.  I used to say ‘I’m adopted’ but now I go into it and I explain it, and like I 

think I never really wanted to see that side of me before and… but I want, today 

to help anyone that I can, and if I can say like three little words that can make 

someone else’s head click, that’s what I want.  Before I was embarrassed, 

shameful, and guilty… but I’m like, ok say here’s the best way to explain this.   I 

would tell people that I’m fucked up and stuff, but I wouldn’t say ‘yeah I used to 

steal, yeah I used to have a drug problem’.  I would tell my story, but I would 

keep it very clean cut… like so I still look like I was on top of the world… but 

today I understand not only is it important for myself to really dig deep to get that 
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story out, but it’s important to other people too… because I’m basically lying to 

myself telling my story and lying to other people.  I don’t know if that makes 

sense.  I don’t know I just want to help anyone I can today you know.  That’s why 

I did this.   I saw this, I just… in my heart, I really wanted to do this just in case 

there is a possibility that it could help someone out there.  You know (Participant 

1).  

Other participants used volunteer work and their paid jobs to give back, or assist others, 

with mental illness. Participants were strong advocates at their schools, sitting on mental 

health committees, bringing mental health organizations to students at university, and 

volunteering with vulnerable youth, for whom participants noted being able to see a 

younger version of themselves, bringing relatability to their work. Another youth also 

noted temporal changes in wanting to share their own mental health story, noting 

hesitancy at first due to fear of stigmatization.  

I didn’t want to be open about my mental health at first because I didn’t want 

people to be like... that I was looking for attention or I was “crazy” …but I started 

just to be super open because I knew… like if there are other students at school 

feeling the way I did I wanted them to know that someone else feels the same way 

(Participant 2). 

Participants' reciprocity had brought about strong relations (relationality) and safe spaces 

(spatiality) for other youth in which they find themselves. Their openness and honesty 

helped critical conversations to begin in a community where supports are lacking and 

where mental health is still highly stigmatized and undiscussed due to aforementioned 

cultural factors.  
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Member Checking  

The nine youth participants, who consented to the optional member checking 

process during informed consent, were recontacted by the researcher via email or text 

message. The study specific email was used to recontact the participants. Included in the 

email, or text, was a brief plain language overview and description of the six themes and 

sub-themes (see Appendix K). Participants were asked to reply to the email noting 

whether they saw themselves represented in the findings. Participants were made aware 

that they may not see themselves represented in every theme as the themes were extracted 

from all ten analyzed interviews, but the researcher was hopeful that they would find 

themselves represented in some. Unfortunately, the nine youth who did consent to the 

member checking process, did not respond to the researcher’s email. The lack of response 

could be due to the age group of the participants and, of course, the heaviness of the 

research topic. As for the age of the participants, the younger age of participants could 

have affected their willingness to reply to the member checking email or text. Youths’ 

interests often change rather quickly, which could have led to youth being uninterested in 

participating in the member checking process. Indeed, the emotional response to the 

research topic also could have caused the participants to be reluctant to respond to 

member checking, which was optional for the participant and this was reiterated in the 

email sent regarding member checking. 

In summary, throughout the data collection process youth participants discussed 

their lived experiences when living with a mental health problem on Cape Breton Island 

and what internal and external factors were affecting them and their mental health. 

Participants were able to identify services and supports they used and why, as well as 

discuss issues surrounding why they may not have accessed services that are available to 
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assist them through their mental health journey. Youth were able to provide insight into 

how services are currently meeting needs, or can change to be able to meet the needs of 

youth in Cape Breton. The following chapter will discuss this study's research questions 

and objectives in relation to what these critical findings mean for the future. Finally, 

recommendations for the future of youth mental health care on Cape Breton Island and 

for future research regarding youth mental health care in underserved areas of your 

province.



 

Chapter IV: Discussion   

Youth mental health care on Cape Breton Island has been found to have 

shortcomings that are negatively affecting youth living on the island. The final chapters 

will discuss how the findings address the studies research questions as well as 

recommendations for youth mental health care on Cape Breton Island and future 

research. Finally, implications regarding the recommendations will be discussed and 

related to van Manen's lifeworld existentials. 

Throughout the research process, the following four research questions were 

proposed and answered through interviews with 10 Cape Breton youth. The first 

questions to be discussed are as follows: 

• What mental health supports, or services (formal or informal) have youth 

used (if any), for what reason, and their resulting lived experiences? 

• If supports or services were not used, why not, and their resulting lived 

experiences? 

Youth discussed many different types of services and supports used throughout 

their mental health journey including: general practitioner (GP) or nurse practitioner (NP) 

for prescription medications and support; Employee Assistance Program (EAP) 

counselors, child and adolescent mental health services, psychiatrists, social workers; 

school-based services such as guidance counselors and school health nurses; community 

based programs; alcoholics anonymous and recreational activities where youth found 

support from peers. Youth had many thoughts regarding services that they had accessed. 

Most youth had mixed feelings about their experiences with counselling/therapy sessions, 
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some noting negative issues with their practitioner (i.e., not feeling comfortable, feeling 

misunderstood), or not trusting the healthcare professionals. However, some youth 

participants reported several positive experiences with the counselling/therapy services 

that they had accessed during which they learned helpful coping mechanisms, or had 

positive outcomes, through therapy techniques such as Cognitive Behavioural Therapy. 

Youth who sought support from their GP or NP acknowledged the time constraints that 

these practitioners often face; however, they reported positive experiences and noted 

feeling supported and cared for.  Most youth accessed these services with assistance from 

a parent or guardian after the youth, or their loved ones, identified a need to seek out care 

for their mental health. Youth identified that not all youth have a parent, or guardian, to 

help with this task. Further, some youth lacked, or still lack, support from their families 

regarding their mental health problems. For some youth, this continues to be an ongoing 

issue; while for others, parents were able to educate themselves in an effort to assist their 

child, and now have some understanding of what struggles their child may be facing 

internally. Youth recognized needing assistance from an adult to assist with identifying, 

and accessing, services as youth lacked the knowledge about available services or 

supports in their area, or the knowledge regarding how to book an appointment. Youth 

who did not use any services noted that this lack of knowledge was a large part of why 

they did not identify/access services. Some other participants identified reasons as to why 

some youth believed they were unable to identify/access mental health services: 

including, not having a parent or guardian to assist with these tasks, long wait times 

before accessing services, a lack of a promotion of existing services or supports, and 

finally, they feared stigmatization and held negative preconceived notions about the 



 131 

mental health services on Cape Breton Island. Overwhelmingly, similar to previous 

research, youth believed that, currently, there is a lack of support for youth who have 

mental health problems on the island and much improvement is needed to adequately 

address this gap in the health care system for youth (Church et al., 2020., Malla et al., 

2020, Wilson &Usher, 2015, Zayed et al., 2016) 

The second research question to be discussed that was addressed throughout this 

research study is the following: 

• From the perspective of participants, in what ways are mental 

health services and supports meeting, or not meeting, the needs of 

youth with mental health problems on Cape Breton Island? In what 

ways do these services and supports need to improve? 

Youth participants overwhelmingly reported that they believed mental health 

services were not meeting the needs of youth on Cape Breton Island. Indeed, youth 

believed that, in general, there are not enough mental health services and supports 

available on the island. In addition, this lack of services is perpetuating the long wait 

times that youth face when trying to access publicly funded services. These findings are 

similar to existing literature surrounding youth mental health (Church et al., 2020., 

Hauenstein, et al. 2006, Malla et al., 2020). Youth thought that Nova Scotia Health needs 

to engage in recruitment of more mental health care professionals who specialize in child 

and adolescent mental health care (such as psychiatrists, mental health nurses, school 

psychologists) and to focus more on promotion and prevention rather than only on 

intervention that often is offered too late. Youth also discussed the need for more school 

based mental health services and education in junior high and high school. An increase in 
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service providers, such as school health nurses could lead to ease of access to mental 

health services and education could lead to normalize mental health problems, as well as 

provide youth with information regarding where to find support and formal mental health 

services in order to assist themselves, or their friends, when needed. Finally, given that 

youth lacked information regarding available services, they noted the need for more 

promotion of local supports and services so that youth and parents/guardians could be 

more aware of available resources on the island.  

The final research question to discuss examined the overall lived experience of 

youth: 

• What are the lived experiences of youth who self-identify as having self-

identified, self- defined mental health problems for at least six months?  

This question was answered through actively listening to youth participants, 

giving youth a safe space to tell their own story regarding their mental health problems, 

and examining the factors that affect youth’s mental health experiences as a 

whole.  Youth had unique experiences with their mental health problems while living on 

the island; however, their stories had many similarities as depicted in the six common 

themes extracted from the data. While the answers to the above research questions 

provided a subjective view of youths' lived experiences and their struggle with mental 

health problems; they also expressed, through their stories, their strength and resilience. 

The youth demonstrated great determination, resilience, and courage in the face of 

hardship. Many youths lived through traumatic experiences, lacked familial support, and 

carried internalized guilt in relation to their mental health. They also felt stigmatized in 

their community as well as within their families, and had multiple challenges finding 
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relevant services and supports due to living in an under resourced area of the province; 

yet these youth persevered.  Although participants' lived experiences were not always 

positive, youth were still able to identify reasons to persevere through their mental health 

journey, from having supportive friends, co-workers and, for some, families willing to 

educate themselves to assist and grow alongside them. Some youth had found support in 

their GP, NP, and mental health professions, as well as from their teachers, professors, 

and university communities. Youth were able to identify hope within their little island; 

including hopefulness that their voices would be able to assist another youth in need and 

that speaking up about their own lived experiences would begin a conversation to 

normalize mental health issues in a community where stigmatization often keeps youth 

silent.  

Recommendations  

In an effort to bring about change and normalize conversations surrounding youth 

mental health on Cape Breton Island, the following recommendations are being made 

regarding mental health literacy, expansion and promotion of mental health services, and 

use of community-wide trauma informed care.  

Narrowing the Mental Health Literacy Gap: Youth and Parents   

Cape Breton youth have a knowledge gap when it comes to awareness of where to 

find mental health support and services and identifying the proper service to use as well 

as how to make an appointment with the service. Youth attributed this to a lack of 

education in schools about mental health and mental health services in the community, as 

well as services and supports not promoting the assistance they offer. An increase in 

school-based education programs regarding mental health and mental health services 

should be provided beginning in elementary schools when children are 4-12 years 
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old.  Elementary based learning could start off with social and emotional learning (SEL), 

which could continue to build into more advanced SEL programming in junior high and 

high schools providing a foundation for information regarding general mental health 

disorders and where and how to find services or supports in the area when youth are in 

junior high and high school.  

Social Emotional Learning is defined by the Collaborative for Academic, Social 

and Emotional learning (CASEL) as “the process through which all young people and 

adults acquire and apply the knowledge, skills and attitudes to develop healthy identities, 

manage emotions, achieve personal and collective goals, feel and show empathy for 

others, establish and maintain supportive relationships, and make responsible and caring 

decisions” (CASEL, 2020). The skills that are taught through SEL programs are not only 

applicable to a child’s school life, but are skills that are generalizable to their daily, and 

future lives (Payton et al., 2000). Social Emotional Learning empowers children and 

youth to develop patterns that positively affect social and emotional skills, providing 

them with the tools they need to manage and overcome adversity, become resilient, and 

to participate in a successful, fulfilling, and healthy lifestyle (Leary & Li, 2017). 

Evidence has found critical long-term changes with SEL including increased academic 

performance, positive social behaviours and relationships, and a decrease in behavioural 

problems and psychological distress (CASEL, 2020).  Globally, many countries have 

implemented SEL to increase academic outcomes as well as promote positive mental 

health and wellbeing (NCFLB, 2008). Countries such as the United States, United 

Kingdom, Israel, Singapore, Colombia, Australia, and the Nordic countries - such as 

Finland, Sweden, and Norway - have adopted SEL with great success. British Columbia 
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was the first Canadian province to implement SEL into the school system although it has 

not been made mandatory by the province (NCFLB, 2008). Further, a 2014 study 

introduced SEL (PATHS) into two elementary schools in Nova Scotia, one in Cape 

Breton and one in the South Shore of the province which proved to have positive impact 

on students language, reading, and math skills when compared to the control school 

(Rahbari, Jacques, Hughes, 2014). Social Emotional Learning would be an excellent 

foundation for more specific mental health education in junior high and high schools; 

therefore, it is recommended that social emotional learning be implemented using 

Positive Action, and a Social Emotional Learning program for kindergarten to grade 12 in 

the education system in CBRM.  

The Positive Action Program (Positive Action, 2021) is a SEL program for 

kindergarten to grade 12 students that uses a philosophy that is based on individuals 

feeling good about themselves when they carry out positive actions. The program 

emphasises positive thoughts and feelings which lead to positive actions within the self 

and enhance children's learning (Positive Action, 2021). This program teaches students to 

develop their own self-concept through learning to take care of their body and mind, 

teaching problem solving skills, how to manage feelings, social skills, self-honesty, and 

learn to set short and long-term goals to work towards self-improvement. These skills are 

taught in 7 units throughout the year and each grade level builds on the same units. 

Research has found that the Positive Action Program reduces absenteeism, and improves 

behaviour, conflict resolution skills, mental health, parental involvement, health 

education and students’ overall self-concept (Positive Action, 2021).  Further, the 

program has been proven to reduce bullying, violence, obesity, drug and alcohol use, and 
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school suspensions (Positive Action, 2021). A 2013 study of 14 Chicago schools, over a 

6-year period found that students in Positive Action schools had a higher life satisfaction, 

and lower depression and anxiety, when compared to students in schools without the 

Positive Action Program (Lewis et al., 2013). Additionally, research has found that the 

program has increased academic motivation, had a positive effect on reading and 

decreased absenteeism in African American male students moving from grade 7 to 8, and 

on math for female students and students from low-income homes (Bavarian et al., 

2013).  

Using SEL as a foundation at all grade levels, it is further recommended that 

Nova Scotia implement a more structured mental health program within junior high and 

high schools. Youth in my study did not think that they were being adequately educated 

about mental health and mental health problems within school curriculum. They also 

believed that this education needed to start early, specifically in junior high, at an age 

when literature suggests many mental health disorders begin (Das et al., 2016).  In 2013, 

the province of Nova Scotia, in partnership with Teen Mental Health and Sunlife 

Financial, began to implement the “Mental Health and High School Curriculum Guide” 

to increase the mental health literacy of teachers and high school students in grade 9 or 10 

(Teen Mental Health, 2013). The guide provides teachers with modules and lesson plans 

to increase mental health literacy for both educators and their students. The modules 

focus on mental health stigma, understanding mental illness, experiences of mental 

illness, seeking help and support, and the importance of positive mental health (Teen 

Mental Health, 2013).  This was originally implemented between 2012-2013 when all 

grade 9 “healthy living” teachers were trained and the guide was embedded into the 
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“healthy living” curriculum. “healthy living 9” is a compulsory course for grade 9, 

requiring 20 minutes of course work a day, focusing on mental health, sexual health, 

injury prevention, substance misuse, and healthy relationships. Unfortunately, 

participants in the current study, some of whom would have received this course based on 

their current age, reported not having enough education and conversation surrounding 

mental health in junior high and high school. With only 20 minutes per day being spent 

on these topics, it is not surprising that students reported they did not receive adequate 

mental health education. Only ten percent of a student’s day is being spent on “healthy 

living 9”, which covers a broad array of topics; therefore, much less than 10% of this 

time is being spent solely on mental health literacy (Province of Nova Scotia, 2014).  In 

addition, following this course, the province has not outlined a plan regarding how 

mental health information is presented to students in high schools. The high school 

mental health curriculum could be integrated within SEL programming, such as Positive 

Action, which has previously shown to have positive effects on youth’s mental health 

(Positive Action, 2021).  

Research suggests that school-based programing for increasing mental health 

literacy may be the most efficient way to target youth (Church et al., 2020). It is 

recommended that this guide be reviewed and expanded, to ensure that it covers all key 

topics and stakeholders identified, and that all teachers are implementing this in their 

grade 9 Healthy Living classes. It is imperative that the guide include discussions about 

anxiety and depression but also mental illnesses that are still not so commonly accepted 

in today’s society such as bipolar disorder, schizophrenia and schizoaffective disorder. 

These discussions may increase normalization surrounding illnesses that, unfortunately, 
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are often negatively portrayed in the media and broader society.  This guide should not 

only be implemented in grade 9, but also in grades 10, 11 and 12, in which students are 

facing much stress about their future studies, goals and aspirations, as recommended by 

youth participants in my study. Further, evaluation of the grade 9 Healthy Living mental 

health curriculum should be conducted to assess if students, not just teachers as 

previously evaluated, are grasping, retaining and able to make use of the mental health 

content presented. The way this material is presented is key to youth being able to 

connect what is taught in class to their own emotions. Youth should be provided with 

scenario-based learning to strengthen this link and reinforce comprehension of what is 

being taught in lectures. For example, scenarios could include a situation that the students 

are able to understand, can relate to and could instruct youth to have a discussion with 

their peers lead by a series of questions that relate to the scenario. The questions could 

have students identify support people, services and positive coping mechanisms youth 

could use in real life, if needed.  It is imperative that comprehensive mental health 

education be taught throughout junior high and high school to increase mental health 

literacy, awareness of services and support available to youth – both in-school and in the 

community - and knowledge surrounding how to access available mental health services.  

In addition to the above recommendations, youth in school should be notified of 

services and supports, both in the school and within the community, at the beginning of 

each semester to ensure that they are very aware of where to find support and formal 

mental health services for themselves, or their peers who may be in need of support. This 

information could be provided by school guidance counsellors, school health nurses, or 

mental health curriculum trained teachers. Schools should also ensure proper means of 
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mental health awareness are used, such as flyers and posters, within the school as well as 

on the school’s website. Having local supports or services come into schools and provide 

students with presentations regarding their programming, could be useful in increasing 

awareness and student understanding of what the service provides for youth, which, in 

turn, could decrease anxiety surround reaching out to participate in programing. Further, 

youth in my study suggested that peer support was very important to feeling accepted in 

physical spaces in their communities. As discussed in previous chapters, formal peer 

support has been proven to increase mental health outcomes and quality of life (Bellamy 

et al, 2017). Further, peer mentorship programming has been found to be an effective 

way to encourage positive youth development (Kuperminic et al., 2019).  Using formal 

peer mentorship programing between senior high school students (mentor) and lower 

grade high school students (grade 9/10) and junior high school students (mentees) who 

are transitioning, or about to transition, to high school could also promote positive mental 

health in schools. Mentors may be able to connect and guide younger students at a time 

that can cause much stress for youth, leading to a sense of belonging, connection, and 

support from their peers.  It also may be useful to have local public figures, who have 

lived experience with mental illness, to speak at school assemblies about the experiences 

and challenges they have faced but have been able to overcome. These presentations 

could touch on what services/supports have assisted them in managing their illness and 

what youth should do if they are feeling similarly.  This type of presentation could 

demonstrate to youth, who may be silently suffering, that they are not alone, and that 

individuals with mental illness can be successful, and lead productive, fulfilling lives.  By 

narrowing the mental health literacy gap in youth, this, in turn, could increase resilience, 
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positivity, affect self confidence levels, and increase use of mental health services earlier, 

hopefully leading to more positive mental health outcomes.  Finally, youth will take this 

knowledge into adulthood. Holding this knowledge and understanding about mental 

health and associated disorders, today's youth, in turn, will be able to support and guide 

the next generation on the island. 

Parental Education. As discussed in previous chapters, some youth in this study 

believed that their parents or guardians were not able to understand and support them as 

they believed was needed. There is a need for an increase in parental mental health 

literacy to adequately support youth on Cape Breton Island. In Cape Breton, many 

families face adversity such as addiction, unemployment, and poverty leading to low 

parental education and socioeconomic status which may affect parenting strategies 

leading to adversity within families. Adversity also is often related to low parental 

education which may affect parenting strategies that affect youth mental health. A 

supportive family in a youth's life is a strong predictor for increased physical, social, 

emotional, and intellectual health, as well as academic achievement (Positive Action, 

2021). Parents need to be aware of what supports and services are available to assist their 

child if they face mental health problems, including both publicly and privately funded 

resources such as community programs, EAP, and child and adolescent mental health 

services. Using SEL in schools to engage parents in bringing SEL into the home, as well 

as schools providing parents with education regarding mental health could increase 

mental health literacy within youths’ home environments.  

Using SEL in a program like Positive Action, has been found to increase parental 

involvement in youths' lives and leads to a more supportive environment for youth 
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(Positive Action, 2021). Positive Action gives parents the knowledge and skills to think 

creatively and critically, problem solve, be healthy, and teaches family management, 

coping, and parenting skills. Positive Action also involves families by providing “Family 

Kits” in which families can participate in 15-minute lessons at home to increase parenting 

skills, as well as positive actions, thoughts and feelings. Schools also are able to provide 

“Family Class” for at risk/high need families. Students and parents have separate classes 

at the same time, then work together on an activity together as a family. This can promote 

positive dynamics, relationships, and communication (Positive Action, 2021).  

In addition to engaging parents/guardians into SEL programming, school boards 

often use “parent portals” where parents are able to access their student’s grades, 

attendance notices, etc. To increase knowledge regarding specific mental health 

problems, and what parents can do if they believe their child needs help, schools could 

implement modules on the parent portal to provide parents with education and support. 

Modules could include general information regarding mental health and common mental 

health problems seen in the age group of their child, followed by signs and symptoms that 

may increase early identification by parents. It would also be helpful to include within the 

modules, where parents and guardians are able to find assistance for their child if needed, 

potentially leading to earlier identification of mental illness in youth.  

Spreading the Word: Increasing Local Mental Health Services and Supports  

Youth participants in this study overwhelmingly reported the need for additional 

school mental health services and community-based support as well as the need to 

promote organizations so service users are better able to self-identity, and ultimately 

better access these services. As previously discussed, most youth did not know where to 

turn when it came to mental health services, booking appointments or accessing support. 
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While there are limited formal services on the island, and long wait times especially for 

publicly funded services, the services that are available, as well as community-based 

supports, such as Caper Base and other after school programming that could provide 

youth with resources and support, need to be promoted on multiple platforms, and in 

engaging ways, directed at youth. It is important to note that some community-based 

programs in the CBRM do some forms of advertising to youth (i.e., on social media); 

however, they do not focus too much on public relations as their programming is, more 

often than not, at capacity. In personal communication with Chester Borden the director 

of the Whitney Pier Youth Club, he noted that they have used social media, public 

service announcements at the local Cineplex Theater before the beginning of movies, and 

worked with community partners; however, more than this is not needed due to limited 

number of youths being able to join based on capacity of their programing (2020). Mr. 

Borden also noted that he, himself, is not aware of every service available to youth in 

CBRM. He believes that more public relations/advertizement of available services is 

needed; however, he noted that when there is a three-year waitlist to get into a 

community-based program, this can be very discouraging to families and youth 

(2020).  This could lead to a feeling of hopelessness and lack of support in the 

community, again, making it very clear that more resources are needed in the area where 

many factors, such as unemployment, poverty, and addiction cause stressors for many 

families. It is recommended that Nova Scotia Health assesses the current situation in 

Cape Breton and consider expanding formal mental health services for youth on the 

island. Further, more government funding is needed to expand school-based and 

community-based promotion and preventative programming for youth, to decrease these 
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long wait times to join programming and making these types of programs available to all 

youth living in CBRM who wish to participate. Mr. Borden spoke of this in a 

conversation surrounding his non-profit Boys and Girls Club:  

“CBRM needs a lot more assistance. I think the key is prevention. We wait until after the 

fact and we try to provide services but it’s too late.  It’s easier to raise strong children 

than to fix broken men. We can’t wait until kids are addicted.  It’s hard getting them 

back. Why is there only one Boys and Girls club on the island?  We are the only 

one.  The closest one is in Truro (2 hours away).  As you are aware, there are issues in the 

other communities, North Sydney, Glace Bay.  I know a lot of these communities could 

benefit from a Boys and Girls Club and we are about prevention, but it seems people 

don’t want to pay for prevention.  I don’t see enough money put into prevention.” 

(personal communication, Chester Borden, 2020). 

The Government of Nova Scotia should commit to increased recruiting of mental 

health service providers for rural and under severed areas of Nova Scotia delivering 

incentives for providers to work in rural areas if needed. Further, due to the lack of 

specialized mental health providers, General Practitioners and Nurse Practitioners are 

often the first point of contact with the health care system. These professionals should be 

provided with proper support, training, and assessment skills to assist youth who are 

seeking mental health care.  Also, considering the recent global pandemic, COVID-19, 

now more than ever there is a need for health services to use e-health.  Increasing mental 

health services to online platforms and using service providers from other parts of the 

province, could fill gaps in care and increase access to mental health care for youth. Nova 

Scotia has committed to using 5.9 million of the mental health care budget for virtual 
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mental health and addictions care (CBC, 2020).  Providing funding, or allocating 

healthcare budget for services, such as virtual care, will support the expansion of 

accessible promotion/prevention and treatment-based measures, while also aiding in 

identifying mental health problems sooner, and keeping youth close to home while using 

services or receiving treatment. Such action should lead to more positive health outcomes 

for youth in Cape Breton. 

With regards to promotion of services that are currently available to youth, using 

my study as an example, youth of this age group (16-22) were very receptive to social 

media campaigns for participant recruitment. Social media is such a large part of youths’ 

everyday life. Facebook, Instagram snap chat, twitter, YouTube and Tiktok are all social 

media platforms that could be utilized to publicly advertise mental health services and 

support youth. The current study used Facebook and Instagram pages to recruit 

participants and recruitment took only one week with a waitlist produced. Sponsored 

posts were not used; however, the public, and local youth organizations did share the 

studies' social media content. It is recommended that social media be used to advertise 

formal mental health services and supports that are available to youth on Cape Breton 

Island. Currently, many youth-based organizations are using social media pages to post 

updates about programming on their page. This is an excellent use of social media for 

youth who are currently using the services; however, this does not necessarily promote 

the service to potential new users, unless service users are interacting with the post 

(liking, sharing, commenting or bookmarking). Using advertizement of services through 

sponsored posts on social media may increase retention of service users and allow 
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potential users to obtain information about the services prior to use, which could decrease 

generalized anxiety surrounding accessing new services.  

Approximately 70% of healthcare organizations in the USA use social media such 

as Facebook, Twitter or Youtube as a form of promotion, fundraising, education, and 

communication with their communities (Ventola, 2014). Further, a 2014 study found that 

57% of service users identified an organization's strong social media presence would 

influence their choice of services to use, while 81% of service users believed that social 

media presence was an indication that health services actually use new technologies 

(Peck, 2014). Taking into consideration the impact social media has on public perception 

of services, increasing mental health services social media presence, coupled with SEL 

and increased mental health education in schools, could lead to increased awareness and, 

in turn, increased use of mental health services/supports on the island. These forms of 

mental health promotion potentially could lead to more positive mental health outcomes 

for Cape Bretoners.  

Need for Community-wide Trauma and Violence Informed Approaches  

Trauma is prevalent in today's society. In Canada, 76% of Canadians report at 

least one traumatic experience throughout their lifetime and 32% of adults report 

childhood traumatic experiences (Ameringen, et al., 2008; Government of Canada, 2018). 

On a global scale, 1 in 3 women experience physical and/or sexual violence in their 

lifetime (Government of Canada, 2018). The current research has identified that youth 

have varying levels of trauma history in their short lives.  Participants identified 

circumstances of significant loss, experiencing foster care, and abusive relationships to 

name a few traumatic events discussed in their interviews. The pervasiveness of trauma 

experienced by Cape Breton youth has led to the recommendation for Trauma and 
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Violence Informed Approaches to be provided within healthcare systems, schools and, on 

a broad scale, communities, not only for youth but also for adults living with them.  

The government of Canada defines Trauma and Violence Informed Approaches 

as “policies and practices that recognize the connections between violence, trauma, 

negative health outcomes and behaviours'' (2018).  Trauma and violence informed 

approaches enable those who have trauma and violence histories and who are seeking 

care/services to do so in an environment that increases safety, resilience, and control 

(Government of Canada, 2018). The goal of trauma informed approaches is to minimize 

the risk of harming those seeking services, by decreasing the risk of re-traumatization, 

not to treat trauma. According to the Government of Canada, to implement trauma and 

violence informed approaches, system designs must be changed to include an 

understanding of how trauma and violence affects lives and behaviors, to create 

emotionally and physically safe environments, use strength based and capacity building 

approaches to support coping, and building resilience and providing opportunity for 

connection, choice, and collaboration (Government of Canada, 2018).  It is of utmost 

importance that healthcare systems, community-based supports and services and 

education systems are using trauma and violence informed approaches when engaging 

with youth on Cape Breton Island.  

Healthcare: Moving Towards Trauma and Violence Informed Care (TIC). Literature 

suggests that there is a strong link between traumatic experiences in childhood and poor 

health outcomes in adulthood (Chapman et al, 2004). Adverse Childhood Experiences 

(ACEs) are traumatic events such as abuse, violence, and growing up in a home with 

mental health and substance misuse problems present that potentially can have a negative 
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impact on one's health and mental health in adulthood (CDC, 2019). These adverse 

events can affect brain development and have an effect on how one manages stress 

(CDC, 2019). Further, one in six adults has experienced more than 4 ACE’s in their 

lifetime (CDC, 2019). In 1998, the first ACE study was conducted and found a “strong 

and cumulative” relationship between exposure to ACE’s and the risk for multiple 

leading causes of death in adulthood such as, heart, lung and liver disease, cancer, and 

skeletal fractures (Felitti, et al., 1998, p. 251).  

Since this original ACE study, much research has been conducted regarding 

lifetime traumatic experience and the link to physical health in adulthood. A 2014, a 

population-based study found that ‘injurious trauma’ was associated with all physical 

health conditions assessed in the study, such as, obesity, arthritis, diabetes, hypertension, 

cardiovascular disease, and gastrointestinal disease (Husarewycz, et al., 2014, p.30). 

Additionally, the greater number of traumatic events reported by an individual was 

related to an increased risk of multiple physical health conditions (Husarewycz, et al., 

2014). A 2016 study (Campbell, et l., 2016) also found that ACE’s are associated with 

increased odds of displaying “risky behaviour, morbidity and disability in adulthood.” 

The study further found that as exposure to adverse events increases, so do adulthood 

risky behaviours and morbidity.  

Not only does traumatic experience affect an individual’s physical health, there is 

a strong link between trauma and mental health disorders. Literature suggests that 

increased prevalence of childhood traumatic events is linked to substance use disorders 

and mental health problems in adulthood (Wu, et al., 2013).  A 2013 study found a “1.2-

1.5-fold increase” of risk of PTSD, IV drug use, tobacco use, STDs, homelessness, 
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physical health problems and poor quality of life (Wu, et al., 2013). Further, a 2011 study 

found that PTSD is associated with increased rates of mood, substance misuse, and 

anxiety disorders (Pietrazak, et al., 2011). A 2014 study, as discussed above, found that 

“assaultive trauma” and witnessing traumatic events, showed the strongest link to PTSD 

(Husarewycz, et l., 2014, p.30).   

It is abundantly clear that traumatic experiences are linked to poor physical and 

mental health problems, which often lead to the need of hospitalization, or frequent 

contact with the healthcare system and health care professionals working within the 

system. In turn, this leads to individuals with extensive trauma histories being cared for 

within healthcare systems, in a multitude of service areas. The IWK Health Science 

Center has become a national leader in TIC since 2015, educating 2500 internal and 

external partners (Lynch, 2018). Youth being seen for mental health problems at the IWK 

likely will be seen by a healthcare professional trained in TIC. While the IWK is making 

waves in this area, the rest of the province's hospitals and Nova Scotia Health (NSH) 

services, in which rural youth are likely to be seen for care, are falling behind.  NSH does 

have an existing framework to guide Trauma Informed practice in Mental Health and 

Addictions Services in the province; however, no policy exists to guide frontline 

healthcare professionals regarding TIC at this time (NSH, 2015).  Further, as an 

employee of NSH since 2018, I have received no formal education regarding TIC while 

working within NSH. Instead, much of my own knowledge regarding trauma and 

violence informed care was provided through my master's program and my own desire to 

use TIC to guide my own practice. It is imperative that healthcare systems and adjunct 

services, within hospitals and community-based programs, adopt trauma and violence 
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informed care, and train staff appropriately to be able to assess and screen patients for 

ACE’s and other forms of trauma which could potentially be affecting behaviour that 

influences individuals’ physical and mental health. Trauma informed care cannot only be 

employed within mental health and addictions services but needs to be widespread 

throughout health service systems to ensure that service users are not facing re-

traumatization when seeking any form of healthcare.  

Universities and colleges and other post-secondary education training 

organizations also have a role to play in educating future health care workers about the 

impacts of trauma informed care and beginning the training process in trauma informed 

care practices. A 2020 study found that a TIC symposium for medical students lead to 

increased knowledge of the relationship between ACE’s and outcomes of health, 

increased knowledge surrounding trauma informed care, increased understanding 

surrounding ways to incorporate TIC into patient care interactions and clinical practice 

concepts (Chokshi, et al., 2020). From a nursing perspective, a 2020 mixed methods 

study regarding the implementation of TIC curriculum in nursing programs found that 

curricula increased knowledge surrounding TIC, the students’ ability to define TIC, 

ability to identify trauma symptoms and triggers, and confidence in ability to provide TIC 

(Cannon et al., 2020). Students identified that they would use TIC as a “standard 

precaution” assuming that all patients may have experienced trauma and the importance 

of universal screening. Nursing students also identified that trauma could affect patient 

behaviours and noncompliance with treatment, leading students also to think of how 

trauma may be affecting their patients’ daily lives (Cannon et al., 2020).  Finally, nursing 

students identified that in the future, they would like to learn more from survivors of 
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trauma, recognizing the importance of learning from first voice perspectives (Cannon et 

al., 2020). From nurses and doctors, to dentists and physiotherapists, all healthcare 

workers need to begin learning about trauma informed care in their academic settings in 

preparation for a smooth transition into trauma informed systems in which they will 

work, or potentially advocate for, in their future endeavours.  

Trauma Informed Practice in Education Systems. Nova Scotia youth spend 8 

hours a day 5 days a week in classrooms in our province and, in addition, many students 

spend countless hours participating in school based extracurricular activities. With the 

prevalence of traumatic experience in childhood, as described above, it is imperative that 

not only healthcare but Nova Scotia's education systems use trauma informed approaches 

in schools, commonly called trauma informed practices. Trauma Informed Practices 

(TIPs) are support models that take into consideration the pervasiveness of traumatic 

experiences in childhood and the impact that this has on children's wellbeing. Education 

systems that use TIPs value and make commitment to the safety, choice, control and 

empowerment of their students, and are able to address the developmental impact of 

trauma such as mental health concerns, and attachment or learning disorders (Record-

Lemon and Buchanan, 2017). Further, TIPs not only can provide general support without 

the disclosure of the specifics regarding traumatic experiences, but also can provide 

trauma specific support or services such as “assessment, psychoeducational programs, 

and/ or trauma-focused interventions” (Record-Lemon and Buchanan, 2017, p. 288). 

Research suggests that TIPs increase social and emotional development, well-being, and 

academic achievement (Record-Lemon and Buchanan, 2017). 
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In the United States, 17 states have schools that have successfully adopted trauma 

informed practice in a cluster, district, or state level (Overstreet and Chafouleas, 2017). 

As of 2016, Massachusetts, Washington, and Wisconsin have state-wide trauma informed 

schools (Overstreet and Chafouleas, 2016). A 2012 study found that teachers face 

challenges when supporting students with trauma histories and found that TIPs lead to 

increased role clarity, knowledge surrounding trauma informed practice, and support that 

can decrease these challenges. Further, research suggests that, at present, social emotional 

health is not addressed in education programs for teachers, leading to teachers learning to 

manage students’ challenging behaviours on the job which increases the risk of student 

re-traumatization due to potential negative reactions, such as zero tolerance policies, to 

these challenging behaviours (Overstreet and Chafouleas, 2016; Phifer and Hull, 2016).   

Research suggests that by age 17 years, 2 of 3 school aged children/youth will 

have had a traumatic experience in their life (Perfect, et al., 2015).   The need for the 

implementation of trauma informed schools, not only in Cape Breton but throughout 

Canada, is imperative. For trauma informed approaches to be implemented effectively 

into education systems, all staff members within the school need to be provided education 

and training regarding trauma informed approaches, and must be able to realize the 

pervasiveness of trauma in youth’s lives, along with the effect that this has on student 

learning. Further, universal trauma screening must be used for early identification of 

students who may be at risk for learning, or behavioural difficulties, as well as re-

traumatization. Screening should be followed by referral to, or connection with, 

professional prevention and intervention supports or programs along with links to 

stakeholders within the community (Chafouleas, et al., 2015). Once referrals/connections 
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are made, the youth and their family (if youth would like) should be included in all care 

and treatment decisions. In addition, an excellent complement to trauma informed 

approaches in classrooms could be Positive Action, the SEL program discussed above, as 

it is aligns with trauma informed approaches and the Substance Abuse and Mental Health 

Services Administration (SAMHSA). Positive Action creates a positive and safe 

environment for students that extends to families and communities, as well as promoting 

and fostering an environment for trustworthiness, transparency, peer support, 

collaboration between school, homes, and communities, and focusing on empowerment 

of students (Positive Action, 2021). Implementation of trauma informed approaches in 

healthcare systems, education systems and community will be discussed in the following 

section.  

Implementation of Trauma Informed Approaches. Substance Abuse and Mental 

Health Services Administration (SAMHSA) is a leader in the development of trauma 

informed approaches and a framework that can be adapted for multiple service systems 

and public health agencies along with supporting communities, stakeholders, and service 

users (2014). SAMHSA has developed “the four R’s” as key assumptions for a trauma 

informed approach. The 4 R’s are as follows:  

1.  Realization- within an organization, individuals at all levels must have 

realization regarding trauma, and have an understanding of how trauma 

has an effect on individuals, as well as families, groups, organizations and 

the communities in which they exist. 

2.  Recognize- individuals working with organizations must have the skills to 

recognize signs of trauma. In addition, organizations must train employees 
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on how to identify signs of trauma as well as how to use trauma screening 

and assessment tools. 

3.  Respond- organizations and systems must be able to apply a trauma 

informed approach to all levels and areas for cohesive services/care. This 

includes changing behaviours, language, policy, and procedure to a trauma 

informed approach. 

4.  Resist Re-traumatization- Staff/health care professionals should be 

acknowledged and be trained to identify how some practices, within the 

systems they work, create an unsafe and uncomfortable environment for 

those with trauma histories leading to triggers of negative memories, re-

traumatization and interfere with recovery (i.e., use of restraints/ seclusion 

rooms).  

SAMHSA also has developed six key principles, on a trauma informed approach to use in 

conjunction with the 4 R’s, that can be applied to multiple system and organization 

settings. The six principles are as follows:  

1. Safety- physical, psychological, interpersonal safety of staff and service 

users. It is imperative that the definition of safety is understood by staff 

from the perspective of the service users.  

2. Trustworthiness and Transparency- transparency of operations 

leading to, and maintaining, trust within the organization.  

3. Peer Support- imperative to building trust, safety, hope and resilience 

in service users from first voice experience of trauma survivors.  



 154 

4. Collaboration and Mutuality- everyone within an organization or 

system has a role to play in a trauma informed approach.   

5. Empowerment, Voice and Choice- strength-based approaches must be 

used when working with service users within a program, organization, 

or system such as shared decision making and goal setting.  

6. Cultural, Historical and Gender Issues- organizations and systems 

must remove cultural biases and stereotypes held by individuals within 

the system; must be able to offer services with consideration for gender, 

cultural tradition, and historical trauma; and ensure that policy, 

procedures and organizational practices reflect the needs of clients they 

serve, racially, ethically and culturally. 

Using the guiding principles and the 4’rs of trauma informed approaches, it is 

recommended that Nova Scotia Health, centres for education, and community-based 

programing (for youth and adults alike) move toward a trauma and violence informed 

model within their organization and develop policies to guide practice within the 

organizations. As previously mentioned, at this time, Nova Scotia Health does not have a 

policy regarding trauma informed care in mental health and additions or in primary health 

care settings. The SAMHSA outlines guidance for implementing trauma informed 

approaches across service sectors and systems. The ten implementation domains are as 

follows: Governance and Leadership; Policy; Physical Environment; Engagement and 

Involvement; Cross Sector Collaboration; Screening; Assessment, and Treatment 

Services; Training and Workforce Development; Progress Monitoring and Quality 

Assurance; and Financing and Evaluation (2014). Moving towards implementation of 



 155 

trauma and violence informed care within multiple community-based supports, services, 

and organizations will lead to notable systemic changes within healthcare and education 

systems. These changes will ensure that youth and their families feel safe, supported and 

cared for in times of need, and in their everyday lives within their community. This, in 

turn, will lead to happier, healthier individuals and families for generations to come in 

Nova Scotia.  

In summary, the following is a list of the ten recommendations coming from this 

study for future youth mental health education and care on Cape Breton Island. Note that 

“youth voice” was used to depict recommendations that the ten youth participants 

believed were imperative to the delivery of youth mental health care on Cape Breton 

Island.  

1. Youth Voice: Urgent need for funding and implementation of additional 

mental health services and supports for youth on Cape Breton Island.  

2. Youth Voice: Timely implementation of additional school based mental 

health providers and services. 

3. Implementation of Social Emotional Learning in public school classrooms: 

Kindergarten- Grade 12. 

4. Youth Voice: Need for increased mental health education for junior high 

and high school students in Nova Scotia.  

5. Urgent need for review and expansion of Nova Scotia’s current high 

school mental health curriculum. 
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6. Implementation of parental mental health education through Social 

Emotional Learning programs, and school-based platforms such as parent 

portal modules. 

7. Youth Voice: Promotion of existing formal and informal mental health 

services/supports on Cape Breton Island.  

8. Youth Voice: Urgent recruitment of child and adolescent mental health 

professionals by Nova Scotia Health and the Nova Scotia Government. 

9. Implementation of province-wide use of Trauma and Violence Informed 

Approaches within the healthcare, education, and community-based 

services. 

10. Urgent need for development and implementation of policy surrounding 

Trauma Informed Care within Nova Scotia Health. 
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Chapter V: Conclusion  

The purpose of this interpretive phenomenological study was to gain a deeper 

understanding of the lived experiences of youth, ages 16-21 years, who live in Cape 

Breton Regional Municipality (CBRM) with a self-identified and self-defined, prolonged, 

mental health problem and what they do about these concerns (i.e., accessing, or not 

accessing, services or supports) while on Cape Breton Island. This research aimed to 

assist in filling the gaps in knowledge regarding youth experiences with self-identified 

and defined mental health problems and services and supports in an underserved area of 

Nova Scotia, while also identifying services that are, in the participants opinion, 

imperative to youth’s mental health care that may, or may not, exist on the island. To 

achieve this, 10 interviews were conducted with youth living in CBRM who had lived 

experience with mental health problems. From these ten interviews, thematic analysis 

was conducted, and 6 themes emerged from the data collected. The 6 themes and 

subsequent subthemes are as follows:  

1. Trauma 

2.    Familial Relationships 

a.    Familial Support 

b.  Lack of familial support 

3.    Positive Relations 

a. Social support 

b. Service support 

c. Peer Support  



 158 

4.   Negative Internalized Feelings  

a. Guilt 

b.  Fear of Stigmatization 

c.  Lack of Self-confidence 

5. Service Gaps  

a. Lack of youth specific supports 

b. Lack of trust in the health care system 

c.    Need for education (youth and parents) 

6. Personal Growth:  

a. Resilience  

b. Reciprocity 

This study has added to the knowledge base surrounding youth mental health in 

rural areas. Findings clearly note that participants believe there are shortcomings within 

our healthcare system along with a lack of mental health services in rural and 

underserved areas. Participants also felt under-supported by services and, at times, by 

their own families. They noted numerous difficulties with identifying services within 

their communities that may have been able to assist them with their mental health 

problems. This study is only the first step in identifying the need for services and 

resources that address these issues to support our youth. In the face of a global pandemic 

(Covid-19), the importance of supporting youth has never been greater. Leading into life 

post global pandemic, first and foremost, it is imperative that there is an increase in 

accessible, timely, trauma informed, mental health services for youth in Nova Scotia, 

especially in underserved and rural areas where there is a significant lack of support and 



 159 

available services. As discussed previously, the largest theme identified in this study was 

trauma. The hardships and traumatic experiences that all youth had faced played major 

roles in their mental health and, in their journey forward. Also taking into consideration 

how the global pandemic has affected youth in relation to trauma, it is imperative, as 

discussed in previous chapters, that community-wide services, supports and education use 

trauma informed approaches to foster a welcoming and safe environment for youth to 

receive care which, in turn, will lead to better health outcomes and positive recovery 

(Rousseau and Miconi, 2020). Making community-wide systemic changes towards 

trauma and violence informed care for education, healthcare services and community-

based organizations will affect youth’s lifeworlds, (relationality, spatiality, temporality 

and corporeality) by providing youth with a caring, safe and positive environment to live, 

learn, grow and excel for generations to come. 

 Youth participants called for the implementation of more youth focused mental 

health services/supports in schools and within the community on the island which, in 

turn, will lead to more timely access to care and mental health treatment. In addition, it 

has been identified that an increase in awareness regarding what services/supports 

already exist and are available to youth is needed. Youth reported facing challenges when 

attempting to identify services and support for their mental health and often needed a 

parent or guardian to assist them with this task. Public and private services and supports 

in Cape Breton must consider increasing promotion of their services to youth, specifically 

through social media, to increase awareness of where to find mental health services. 

Further, youth also must be provided with proper mental health education in school and 

must be equipped with the knowledge and tools to be able to identify and connect with 
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services if needed. Using Social Emotional Learning in conjunction with a mental health 

curriculum in schools there could be multiple positive effects not only on youths’ mental 

health, and ability to identify when they need to seek out help when they are struggling, 

but also on their academic achievement, self-concept, and resilience. Finally, parents also 

need to be educated regarding mental health problems in youth, how these problems may 

present, how to support their child who may be facing these challenges, and how to find, 

and access, the supports and services available for their child in their community. The ten 

aforementioned recommendations in combination with strong advocacy and 

collaboration, policy change, increase of necessary resources, such as funding and 

recruitment of health care workers, could, in turn, help to normalize the conversation 

surrounding mental health on Cape Breton Island. This will aid in the breakdown of 

barriers that are impeding youth from talking to a friend, or confiding in their parents, 

and seeking support from school health services, healthcare services, or community-

based supports in a time of need.  

As noted earlier, there is clear evidence that youths’ lifeworld can see great 

improvement with implementation of these recommendations. For example, an increase 

in mental health education for youth and parents, though implementation of a mental 

health curriculum and SEL, will lead to better relationships, particularly between youth 

and parents (relationality), a safe, caring, and supportive learning environment 

(spatiality), and could lead to positive growth, resilience, and improved physical and 

mental health (corporeality). In regards to temporality, these changes, if implemented 

effectively, over time could lead to happier, healthier, and more self-aware youth for 

generations to come. Commitments by relevant stakeholders such as the Department of 
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Education and the Department of Health and Wellness, are needed to ensure community 

members are given the tools they need to support, nurture, and guide today's youth, as 

they will be tomorrow's teachers, politicians, policy makers, and health care 

professionals, guiding the next generation. 

It is reasonable to assume that youth in Cape Breton are not the only youth in our 

province who may be feeling silenced, unsupported, and frustrated about the lack of 

services and supports when one needs mental health care. Many youths in Nova Scotia 

are living in rural areas, from the highlands of Cape Breton to Yarmouth County, and 

those in need are all facing long wait times for mental health services in their community. 

There must be a timely effort to increase youth community-based and school-based 

mental health services in our province. The stories told by youth in Cape Breton may be 

translated to other underserved areas of our province. Change is not only needed in Cape 

Breton, but province wide, to ensure that we are supporting youth with timely access to 

trauma and violence informed mental health care, collaborative practice, and by 

normalizing the conversation around mental health problems.  

Limitations 

While this study has many critical findings, it is important to identify the 

limitations of this study. First, the study required only a small sample and while 

participants were recruited very quickly, only one participant identified as male. This 

could be due to females more commonly engaging in seeking behaviours when compared 

to males (Wiens et al., 2020). Due to the larger number of youth participants identifying 

as female, and myself, the researcher, also identifying as female, employing a feminist 

lens could have captured other important data that were not identified in the current 

study. In addition, as mentioned, this study had a small sample size of 10 participants. A 
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larger sample size could have resulted in additional findings. It is also important to note 

that participants were all living within the community, self-identified as having a mental 

health problem, and it was not a requirement for the participants to disclose whether they 

had a formal mental health diagnosis. Many youths disclosed that they, in fact, did have a 

formal diagnosis, as discussed previously; however, not all youth were formally 

diagnosed. Finally, this study did not focus on experiences of service providers, and 

while I had one interview with a community service provider, the study lacks a full 

provider perspective regarding youth mental health on the island. 

Knowledge Translation 

As an imperative part of the research process, study findings will be disseminated 

through publication in a peer reviewed scholarly journal, presentations to local 

stakeholders and presentations at professional conferences. Publication will take place as 

soon as possible in relation to completion of the project. A plain language summary of 

results in infographic format will be sent to study participants who requested the study 

results during the informed consent process to increase attention and comprehension of 

study results. A written summary of study results also will be distributed to relevant 

stakeholders such as: The Department of Education, Department of Health and Wellness, 

Nova Scotia Health, mental health clinicians, community-based supports and services in 

Cape Breton who work with youth, and government bodies responsible for policy making 

and funding for health services. 

Future Research 

 In terms of future research, studies may wish to focus on other rural areas of our 

province/country to identify what challenges youth in other rural areas are facing in terms 

of their mental health and changes needed. Comparing rural youth perspectives to urban 
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youth perspectives in Nova Scotia/Canada may also identify where gaps exist within our 

healthcare system and where more resources are needed and what types for youth with 

mental health needs. Future researchers may be interested in using feminist theory to 

examine youths’ perspectives acknowledging that this study had more of a female 

perspective then male. This perspective could allow for more understanding surrounding 

youth mental health and its relation to factors such as power, privilege, and oppression. 

Future research also is needed that focuses on service providers to identify where they 

think there are shortcomings within the system for rural youth, where improvements can 

be made and key stakeholders needed to increase services and support, along with where 

funding should be allocated in the future.  

In conclusion, I would finally like to thank the youth participants who so bravely 

volunteered to allow me to hear their story. They have shown great courage to talk to a 

complete stranger about their own struggles with mental health problems and the 

hardships that their short life has thrown their way. I think it is important to highlight the 

extraordinary resilience that the participants have demonstrated. From all they have been 

through, the hardships, trauma and heartbreak, these youth persevered to reach their 

goals, to graduate from high school, to push through university courses, to choose to put 

their health first, and for some, to choose to live. I am honoured to have had the 

opportunity to speak with ten of Cape Breton's youth, the future leaders of our Island. I 

believe our next generation will be in good hands.  
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Appendix A 

 

Figure 1. Map of Cape Breton Island (Google Maps, nd.). 
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Figure 2. Map of Cape Breton Regional Municipality as outlined in red. Although CBRM 

does cover a large part of the island, the distances between areas within CBRM are usually 

within a 1-hour drive. For example, the distance between Sydney and Big Pond is 38.1 Km 

(33-minute drive), Sydney to Louisburg is 34.5 Km (29 minute drive), and Sydney to 

Christmas island is 59.6 Km (47 minute drive) (Google Maps, n.d).  
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Appendix C 

Semi- Structured Interview Guide  

1. Help me understand your mental health problem? 

• How long have you been experiencing these symptoms? 

2. Can you tell me about how your mental health problem has affected you as an 

individual? 

• Can you help me understand how your mental health problem has affected 

your basic needs such as sleep, your safety, how you feel emotionally (are 

you tired, sluggish foggy, hyperactive, anxious etc.) and physically 

(headache, upset stomach etc.). 

3. Can you describe how your mental health problem has affected your 

relationships with yourself?  

• Can you describe how you feel about yourself?  

• Can you describe how you feel about your self-confidence? 

4. Has your mental health affected your relationships with others? 

• Can you describe for me how your mental health problem has affected 

relationships with friends, family, coaches, teachers, etc.? 

• Has a change in your relationships with these people changed your daily 

life? 

5. Can you tell me about how your experience has affected your daily routine?  

• Can you describe a normal daily routine? 
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• How has your mental health problem affected this routine? (i.e. going to 

school, studying, participation in extra curriculars, sports, hobbies, work, 

going out or staying home?).  

6. Some people identify that they feel stigmatized/shamed by others for having a 

mental health problem. Have you ever experienced such reactions? From 

whom? 

• Can you describe for me how stigmatization has affected you personally? 

7. People who have been feeling similar to how you have been feeling often talk 

to someone about their mental health problem. Have you talked to anyone 

about your mental health problem?  

If Yes: 

o Who?  

o Can you describe why you chose this person/these people to talk to? 

o Can you describe how the situation of reaching out for help went 

and how it made you feel? 

If No:  

o Can you help me understand why you have chosen to not reach out 

for help?  

o As you reflect on your situation, do you think that talking to 

someone would be beneficial for you or not? Why? 

o Do you believe that stigmatization of mental health problems is a 

factor that has prevented you from talking to someone about your 

mental health? 
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8. Have you ever, or would you ever, seek formal health care services for your 

mental health problem?  

If yes 

Can you tell me what service/support you reached out to - Who was 

involved in this service (health care professionals, parents, guidance 

counsellors, after school program youth workers, coaches)? 

• Can you describe your experience with the service/support you 

accessed? 

• Help me understand whether that this service was beneficial for you and 

your mental health or not? 

• Has anything stopped you from accessing formal mental health 

services/supports and if so, can you tell me about it?  

9. What are your thoughts about mental health services in Cape Breton?  

• Can you help me understand your thoughts and feelings about accessing 

mental health services on Cape Breton Island – what makes it better and 

what makes it worse? 

10. Do you think there are the right kinds of services or supports available for 

your mental health needs?  Do you think that there is a need for more mental 

health supports and services in CBRM? 

• Can you tell me about the types of mental health supports or services 

that you would like to see for people your age in Cape Breton? 

 

  



 191 

Appendix D 

Consent Form for Youth Interviews 

Study Title: The Lived Experience of Youth Mental Health Care on Cape Breton Island 

 

Investigator:  Maeridith Guy, RN, BScN                   Research Supervisor: Jean Hughes, RN, 

PhD 

                      Master of Science in Nursing Student                                    Professor, School of 

Nursing 

                       Dalhousie University                                                            Dalhousie University 

                       Halifax, NS                                                                           Halifax, NS 

                      Maeridith.Guy@dal.ca                                                          Jean.Hughes@Dal.ca  

 

Introduction 

My name is Maeridith Guy and I am a Registered nurse with the Nova Scotia Health 

Authority. Currently, I am a graduate student at Dalhousie University completing my 

Master of Science in Nursing. I would like to invite you to participate in the research I am 

conducting as part of my Master’s Thesis research.  

 

Participation in this study is voluntary. You will be in no way forced, or coerced, into 

participating in this study. You are able to withdraw at any point of the interview process 

without consequence. The following document will describe the research study including 

the purpose of the research, and possible harms and benefits of participating. Any questions 

you may have can be directed to me or my thesis supervisor, Dr. Jean Hugues.  

 

Purpose of study 

The purpose of this research is to explore the lived experiences of youth (16-21) with a 

self-identified mental health problem persisting for at least 6 months and identify the 

supports and services they have, or have not, accessed on Cape Breton Island. I am asking 

your permission to interview you about your experience with a mental health problem 

while living in Cape Breton. The interview should not exceed more than 1.5 hours. I am 

looking to gain a deeper understanding of the lived experiences of youth who have a mental 

health problem and live on Cape Breton Island; identify which mental health supports, and 

services youth are using the least and most and why; and explore how Cape Breton’s youth 

feel about access and availability of mental health supports and services. I will be asking 

you to answer questions, in as much detain as possible, regarding these topics. If you would 

like a report of this study, please check yes at the bottom of this consent form and provide 

your email or mailing address to which results will be forwarded.  

 

Study Design and Participation 

The research study design involves one interview lasting 1– 1.5-hour with a Cape Breton 

youth age 16-19 years to gain deeper understanding of their experience with mental health 
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problems. Participation is voluntary. In person interviews will be scheduled for a mutually 

agreeable time and place between researcher and participant. The interview will take place 

in a private room in a public building (e.g., library, community centre). Interview questions 

will be focused on your experience with your personal mental health problem, how this 

problem has affected your daily living followed by a discussion of the services and supports 

that you have - or have not -accessed. Participants will be given $30.00 cash payment for 

their contribution to the research. If you agree to participate, written consent will be 

obtained from you before the interview process. Participants can withdraw from the 

interview at any time during the interview process. Your name, and any other personal 

identifying information, will be kept confidential. Your name will not be used within the 

written study reports.  

 

After analyzing the interviews, I would like to recontact you to ensure that I interpreted our 

conversation correctly. This process is called “Member Checking.” This is optional. If you 

would agree to be contacted again, by me, to review the interpretation of our interview, 

please check “yes” at the bottom of this consent form and provide the best way to contact 

you (e.g., phone number (text) or email address). Contact will end between you and 

Maeridith Guy after the member checking process. If you do not agree to participate in the 

member checking process, contact will end after the interview.  

 

Who can Participate in this study? 

You can participate in this research study if you:  

1. Live in the Cape Breton Regional Municipality 

2. Are between the ages of 16-21 years. 

3. Have a self-identified mental health problem that has persisted for at 

least 6 months. No formal diagnosis is necessary to participate. 

4. Able to converse in English  

5. Agree to be interviewed with audiotape for 1-1.5 hours. 

 

Who conducts this research? 

Maeridith Guy will be the primary researcher of this study. My study is approved by 

Dalhousie University Ethics Review Board and my thesis committee which includes, Jean, 

Hugues, RN, PhD (supervisor), Megan Aston, RN, PhD, and Laura Carnegy, RN, MN. 

This study is funded by the Maritime Spor Support Unit (MSSU).  

 

Possible Harms/Discomforts 

There are no anticipated harms involved with your participation. However, you may be at 

risk of phycological distress or discomfort due to the sensitivity of the research subject. 

You have the right to refuse to answer questions during the interview. If you no longer 

wish to participate in the interview, the interview will stop immediately with no 

consequence. After the interview process, you will be provided with a list of supports who 

can be contacted if needed or to keep for future use. If you decide to withdraw from the 

study at the end of the interview, all information prior to this point will be destroyed (any 

notes, and audio-tape, contact information). If you do not withdraw from the study, at the 

end of the interview, the data will be transcribed and anonymized making it impossible to 

withdraw from the study at this point.  
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Possible Benefits 

You may not directly be benefited from participating in this study; however, your 

invaluable participation and contribution may help youth your age in the future, not only 

in Cape Breton but in other areas of Nova Scotia in which youth have similar mental health 

problems. This research may help health care professionals understand youth experiences 

with mental health problems more clearly and assist with service allocation in the future 

on cape Breton Island.  

 

Confidentiality  

Your confidentially is of outmost importance. Your name, or other personally identifying 

information, will not be used in any written reports, presentations or publications of this 

study. A pseudonym (fake name) will be used to replace your real name within the written 

reports, included quotes, presentations and publications of this study. No direct quotes will 

be used that could possibly be used to identify you. Interview transcripts, research notes 

and audio recordings will be kept in a locked cabinet at Dalhousie University for 5 years, 

and then destroyed. Only myself and my supervisor will have access to this cabinet.  

 

The information obtained in this study will be strictly confidential unless required by law 

(example: if a participant discloses information that they intend to harm themselves or 

others or in cases of suspected child abuse). If the researcher requires to disclose 

information about you, I will attempt to inform you.  

 

Questions/Problems or Concerns 

If you have any questions specific to this study at any time, do not hesitate to contact me, 

or my thesis supervisor, Dr. Jean Hughes. If you have a general question about research, 

please contact the Dalhousie University Research Ethics Board at (902) 494-3423 
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Consent Form for Youth Participant Interviews 

“The Lived Experience of Youth Mental Health Care on Cape Breton Island” 

 

Please check “Yes” or “No” to the following questions. Please note, to participate in this 

interview you must Check “Yes.” A copy of this consent form will be provided to you for 

your records.  

 

Do you agree for the researcher to audio-tape the interview process? 

 

Yes ______  No_______ 

 

 

I have read the above document regarding the study “the Lived Experience of Youth 

Mental Health care on Cape Breton Island” I have been given the opportunity to discuss 

the above information. All my questions have been answered satisfactorily and I consent 

to take part in this research study. I understand that my participation is voluntary, and I 

can withdraw from the interview process at any time.  

 

________________________________  _________________________ 

Signature of Participant      Date/Time 

 

I have explained the above document and the requirements of this study including the 

consent process. I judge the above individual understands the study requirements and 

understand that this study is voluntary and that they are able to withdrawal at any time 

during the interview process.  

 

_______________________________   __________________________ 

Signature of Principal Investigator    Date/Time 

 

Do you agree to be contacted to participate in the Member Checking process? 

 

Yes_______   No_________ 

 

Phone Number or Email Address: 

______________________________________________ 

 

Would you like to receive a summary of the results of the study? 

 

If yes, provide an Email Address: ______________________________________ 
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Appendix E 

Resources for Participants 

 

Kids Help Phone- 24//7, national support service that offers confidential, professional 

counselling, information, referrals to youth in English and French.  

• Text CONNECT to 686868 to speak with a crisis responder  

• Call- 1-800-668-6868 

• Live chat with a Kids Help Phone counselor on the Kids Help Phone 

website or the Always There App available for iOs and Android 

platforms. 

https://kidshelpphone.ca/live-chat/  

• The kids help phone website has a wide range of resources on multiple 

topics, including mental health support.  

https://kidshelpphone.ca/?_ga=2.178951396.1193164206.1572446189

-656111034.1571186476 

 

811- reliable health information about general health issues and mental health problems, 

provided by a registered nurse 24/7, 365 days of the year. 811 nurses can also provide 

information about services in your area. 

• Dial 8-1-1 

• Services in English and French  

• https://811.novascotia.ca/ 

 

211- provides nova Scotians with reliable information about community and social 

services, 24/7, 365 days a year. 

• Dial 2-1-1 

• http://ns.211.ca/ 

 

Mental Health Mobile Crisis Telephone Line- a provincial service that provides Nova 

Scotians of all ages, who are experiences a mental health crisis or mental health distress, 

with crisis intervention. Services are available 24/7 356 days of the year. The crisis line 

also provides support to families and friends though education about management of 

mental health crisis.  

• Dial 1-888-429-8167 

 

Ally Centre Cape Breton- the Ally Center of Cape Breton provides a primary health 

care clinic to those who live with a stigmatized illness such as HIV, HCV, mental health 

and addition, homelessness, those who are in trouble with the law, sex trade workers, 

those escaping domestic violence, and individuals who are part of the LGBTQ+ 

community. Youth and adults can access this service.  

• Monday and Thursdays 8:30 am- 2:30 pm.  

• 150 Bentick Street, Sydney Nova Scotia.  

• General Inquires: (902) 567-1766 

https://kidshelpphone.ca/live-chat/
https://kidshelpphone.ca/?_ga=2.178951396.1193164206.1572446189-656111034.1571186476
https://kidshelpphone.ca/?_ga=2.178951396.1193164206.1572446189-656111034.1571186476
https://811.novascotia.ca/
http://ns.211.ca/
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Cape Breton University Students:  

CBU provides free and confidential personal counselling services in the Learning 

Commons on campus. CBU’s clinical social workers work with students for a variety of 

reasons including mental health concerns. Appointments can be made Monday through 

Friday during office hours as well as Monday evenings.  

• Monday -Friday 9:00 am -4:30 pm (Monday evening hours)  

• Drop in services- Wednesday 1:00pm-3:30 pm (first come first 

serve).  

 

Nova Scotia Community College Marconi Campus Students:  

Nova Scotia Community Collage provides students with counselling services to support 

student’s well-being and mental health. Student have access to confidential one-on-one 

counselling services delivered by professional counselors.  

• Call the Student Services team: 902-563-24-64 

• Email: Marconi.info@nscc.ca 

 

Cape Breton Regional Hospital Emergency Department: For emergency services 

please go to the CBRH Emergency Department. Open 24/7, 365 days a year. 

• 1482 George Street, Sydney, Nova Scotia 
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Appendix F 

Youth Participant Response Script/Screening Questions 

 

Dear Name here, 

Thank you for considering participating in this research study. My name is Maeridith 

Guy and I am a Master of Science in Nursing student at Dalhousie University. I am the 

head researcher of this study. I am conducting research that focuses on Cape Breton 

youth who have a mental health problem that you have identified, and you define, that 

you have been experiencing for at least 6 months.  

Participation would include a 1-1.5-hour conversation about your experiences with your 

mental health problem while living on Cape Breton Island. If you choose to be part of 

this research, we will meet at a mutually agreed upon time and place. The conversation 

will be held in a private room in a public building. Further, if you would like to look at 

the consent before our conversation, I am able to send the form via email at least 24 hours 

before our interview.  

Before moving forward, just a reminder that I am only able to accept youth who are 

between ages 16-21 and youth who live within the CBRM and speak English. I 

understand that talking about mental health problems is not easy and I really appreciate 

youth taking time to share their experience. If you have any questions or feel that you 

want to be part of this study, do not hesitate to contact me.  

 

I look forward to hearing from you, 

 

Maeridith Guy, RN 
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Appendix G 

Letter of Interest Youth Community Supports/Services 

 

Dear______, 

 

My name is Maeridith Guy and I am a Master of Science in Nursing student at 

Dalhousie University. I am completing my masters research which focuses on the lived 

experience of youth mental health in Cape Breton. The objectives of my study are to:  

a) Gain a deeper understanding of the lived experiences of youth, ages 16-21 living on 

Cape Breton Island who have a self-identified, self-defined, prolonged (at least six 

months) mental health problem;  

(b) Identify which mental health supports and services youth are using - or not using – 

and why;  

(c) Explore the experiences resulting from their decision to use, or not use, supports 

and/or services; and  

(d) Explore how Cape Breton youth perceive mental health services and supports are 

meeting the needs of youth and how these services and supports can improve? 

  I have identified that I need to know more about prominent youth support/services 

within the community. I am writing to you today to ask for your participation in my 

research study. I am asking to have an up to 1 hour conversation with the 

director/coordinator of your support/service in which answers will be given to general 

questions such as: the ages of youth that are using your service, information about your 

programming, and how your service is able to meet the needs of youth etc. I am able to 

meet in person, or hold the interview via phone. I will have to ask you to sign a consent 

form prior to answering the interview questions.  

If you are interested in participating in my research, or have any questions, do not 

hesitate to contact me at this email or at (902)- 317-2705.  

Your time is greatly appreciated.  

Kind regards,  

Maeridith Guy, BScN, RN.  
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Appendix H 

Consent Form for Service Provider Interviews 

Study Title: The Lived Experience of Youth Mental Health Care on Cape Breton Island 

Investigator:  Maeridith Guy, RN, BScN                   Research Supervisor: Jean Hughes, RN, 

PhD 

                      Master of Science in Nursing Student                                    Professor, School of 

Nursing 

                       Dalhousie University                                                            Dalhousie University 

                       Halifax, NS                                                                           Halifax, NS 

                      Maeridith.Guy@dal.ca                                                          Jean.Hughes@Dal.ca  

Introduction 

My name is Maeridith Guy and I am a Registered nurse with the Nova Scotia Health 

Authority. Currently, I am a graduate student at Dalhousie University completing my 

Master of Science in Nursing. I would like to invite you to participate in the study I am 

conducting as part of my Graduate studies.   

Participation in this study is completely voluntary. You will in no way be forced into 

participating in this study. You are able to withdraw at any point of the interview. The 

following document will describe the research study including the purpose of the research, 

and possible harms and benefits of participating. Any questions you may have can be 

directed to me or my thesis supervisor, Dr. Jean Hughes (jean.hughes@dal.ca).  

Purpose of study 

The purpose of this research is to explore the lived experiences of youth (16-21) with a 

self-identified mental health problem that has continues for at least 6 months and identify 

the supports and services they have, or have not, used on Cape Breton Island. I have 

identified the need to interview community-based youth service/support providers to 

further my understanding surrounding your program/organization.  I am asking your 

permission to interview you about your community-based youth service/support. My 

objectives include: 
1. Gaining a deeper understanding of which mental health supports, and services youth are using 

the least and most and why;  
2. In what ways are mental health services and supports meeting, or not meeting, the 

needs of youth with mental health problems on Cape Breton Island  

3. In what ways do these services and supports need to improve?  

I will be asking you to answer questions, in as much detain as possible, regarding these 

topics. If you would like a report of this study, please check yes at the bottom of this 

consent form and provide your email address to which results will be forwarded.  

Study Design and Participation 

The research study design involves 10 one-hour interviews with a Cape Breton youth age 

16-21 years. Data analysis of these interviews has begun. The research team as identified 

a need for an up to 1-hour interview with the director/coordinator of 4-5 community-based 

youth mental health service/ supports in Cape Breton. Participation is voluntary. Interviews 

will be scheduled for a mutually agreeable time and place between researcher and 

participant. In person interviews will take place in public building (e.g., library, community 

center). Interview questions will include general questions about your community-based 

mailto:Jean.Hughes@Dal.ca
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service or support, the youth who attend your programming, and questions regarding how 

your support is meeting needs of youth and if you believe your support/service can 

improve. If you agree to participate, I will ask you for written consent before the interview 

begins (face to face interviews) or verbal consent (over the phone interviews). Contact will 

end between you and Maeridith Guy after the interview.  

Who conducts this research? 

Maeridith Guy will be the primary researcher of this study. My study is approved by 

Dalhousie University Ethics Review Board and my thesis committee which includes, Dr. 

Jean, Hugues, RN, PhD (supervisor), Dr. Megan Aston, RN, PhD, and Laura Carnegy, RN, 

MN. This study is funded by the Maritime Spor Support Unit (MSSU) GMS: 2476. 

Possible Harms/Discomforts 

There are no anticipated harms involved with your participation. If you feel discomfort, 

you may pause and take a break before proceeding with the interview. You have the right 

to refuse to answer any questions during the interview. If you no longer wish to participate 

in the interview, the interview will stop immediately with no consequence.  

Possible Benefits 

You may not directly be benefited from participating in this study; however, your 

invaluable participation and contribution may help youth in the future, not only in Cape 

Breton but in other areas of Nova Scotia in which youth have mental health problems. This 

research also may help health care professionals understand youth experiences with mental 

health problems more clearly and assist with service allocation in the future on Cape Breton 

Island.  

Confidentiality  

Your confidentially is of outmost importance. Your name, or other personally identifying 

information, will not be used in any written reports, presentations or publications of this 

study. A pseudonym (fake name) will be used to replace your real name within the written 

reports, presentations and publications of this study. The name of the organization you 

represent will not be used in any written reports of this study, however, due to the limited 

services that exist of the island for youth, your service may be identifiable based on answers 

to interview questions or description of services. Interview transcripts, research notes and 

audio recordings will be kept in a locked cabinet at Dalhousie University for 5 years, and 

then destroyed. Only myself and my supervisor will have access to this cabinet. 

The information obtained in this study will be strictly confidential unless required by law 

or our professional obligations. If you inform us about abuse or neglect of anyone age 18 

or younger, we are required by law to contact authorities.  If we notice that you are at an 

immediate risk of harming yourself or other people, we are required by our professional code 

of ethics to seek assistance. If I am required to disclose information about you, I will 

attempt to inform you.  

 

 

Questions/Problems or Concerns 

If you have any questions specific to this study at any time, do not hesitate to contact me 

Maeridith.guy@dal.ca or my thesis supervisor, Dr. Jean Hughes Jean.hughes@dal.ca. If 

you have a general question about research, please contact the Dalhousie University 

Research Ethics Board at (902) 494-3423. 
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Consent Form for community-based youth Supports/Services 

“The Lived Experience of Youth Mental Health Care on Cape Breton Island” 

 

Please check “Yes” or “No” to the following questions. Please note, to participate in this 

interview you must Check “Yes.” A copy of this consent form will be provided to you for 

your records.  

Do you agree for the researcher to audio-tape the interview process? 

Yes ______  No_______ 

Do you agree for the researcher to use your direct quotes from the interview process, 

knowing that only fake names will be used (no real names of participants) in written 

reports of this study?  

Yes_______  No_______ 

I have read the above document regarding the study “The Lived Experience of Youth 

Mental Health Care on Cape Breton Island.” I have been given the opportunity to discuss 

the above information. All my questions have been answered satisfactorily and I consent 

to take part in this research study. I understand that my participation is voluntary, and I 

can withdraw from the interview process at any time.  

________________________________  

 _________________________ 

Signature of Participant      Date/Time 

I have explained the above document and the requirements of this study including the 

consent process. I judge the above individual understands the study requirements and 

understands that this study is voluntary and that they are able to withdrawal at any time 

during the interview process.  

_______________________________   

 __________________________ 

Signature of Principal Investigator    Date/Time 

 

Do you agree to be contacted to participate in the Member Checking process? 

 

Yes_______   No_________ 

 

Would you like to receive a summary of the results of the study? 

If yes, provide an Email Address: ______________________________________ 
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Appendix I 

Verbal Consent Signature Page 

 

The date is _______________________. I have verbally reviewed the consent form with 

the participant and believe that they understand the consent process. They have been 

given the opportunity to discuss the consent process and their questions have been 

answered. They have been informed that participation is voluntary and that they have the 

freedom to not answer any question and/or withdraw from the interview at any time 

during the interview. I have explained that this interview will be audio-recorded for ease 

of data analysis and the participant is in agreement with this. They understand that the 

information will be kept confidential within the limits of the law. They also understand 

that direct quotes may be used, knowing that no personally identifiable information will 

be used. They understand that their organization may be able to be identified based on 

answers to interview questions and descriptions of organization, however the name of the 

organization will not be used in any written reports.  They understand that they may 

receive a copy of this signed and dated verbal consent form via email, if they request one. 

I have informed them about the Member Checking process, and they can leave contact 

information if they agree to participate in it, knowing that it is completely voluntary and 

that they do not have to participate in Member Checking to participate in the interview. I 

have told them that there will be a summary report available to them at the end of the 

study, if they would like one.  Furthermore, they understand they can contact me or the 

research ethics boards with questions or concerns. 

 

Participant # _________________  

 

                    

____________________           ___________________           ____________________ 

Researcher name                                  Signature                                      Date 

 

Contact information if participant agrees to participate in “Member Checking” 

process:  

____________________________________ 

 

Email address if participant would like summary of the results of the study: 

 

_____________________________________________________________ 
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Appendix J 

Youth Community-Based Services Questions 

1. Can you describe your community-based youth support/service? 

 

2. Can you explain some of the activities/programming offered by your 

service/support? 

 

3. Can you describe how the program started and why?  

 

4. Can you explain what type of staff work within your support or service? What are 

their roles?  

 

5. Do youth need a referral to access your service and if so from who? 

 

6. What are the requirements of youth to use the support/service? Call all youth use 

your service? If not, for whom is your support/service designed? 

 

7. Who is using your support/service the most (age groups, gender etc.)? 

 

8. Do you notice any differences within age groups – which ages use the service, 

why they use the service, how they interreact within the program etc.? 

 

9. In general, how do youth find out about your program?  

 

10. What ways do your service or support recruit youth to take part in programing? 

Which ways work best? 

 

11. Has social media affected the way you connect with youth? For example, how 

youth find out about your program?  

 

12. How involved are parents within your program?  

 

13. In general, how are youth transported to your program?  

 

14. How does your support of service affect/assist youth with mental health 

problems?  

 

15. Do you feel that your support/ service are meeting the needs of youth with mental 

health problems in CBRM? 

 

16. How can your service or support improve to better support youth with mental 

health problems in CBRM? 
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Appendix K 

Member Checking Email  

Hello, 

  

I hope you are well, and you are staying safe in these uncertain times.  This email is 

regarding a study you participated in between January and February 2020, titled: The 

Lived Experience of Youth Mental Health Care on Cape Breton Island.  I am emailing 

you today as you consented to the member checking process. If you no longer wish to 

participate in the member checking process, please feel free to ignore this email. 

  

I have obtained data from 10 interviews with youth for this study. Common topics and 

sub-topics were generated from the 10 interviews. As discussed during our meeting, the 

member checking process allows participants to review a brief description of the topics 

and sub-topics to make sure that they can see their story represented in my findings. You 

may not identify with all topics/subtopics as all participants had a different experience, 

but I do hope you are able to see yourself represented in some. 

  

Please read through the attached document and let me know, by replying to this email, if 

you think the topics are representative of your experience with your mental health 

problem while living in Cape Breton.  I would be happy to discuss or clarify any 

questions or concerns you may have.   

  

I truly appreciate you sharing your experiences with me, your courage certainly did not 

go unnoticed. 

  

All the best, 

Maeridith Guy BScN, RN 

Master of Science in Nursing Program  

Dalhousie University  
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Topics 

 

The following topics have been found as common among 10 participants for the 

study “The Lived Experience of Youth Mental Health Care on Cape Breton Island.” 

Again, you may not see yourself reflected in every topic, but I do hope you are able to see 

yourself represented in some of the topics listed below. Please note that some topics are 

divided into “sub topics” and are listed as a., b., c. etc.  

1. Trauma- this topic focuses on the experience of a past negative life event. For 

example: parents’ separation or death of family/friend. 

2.    Familial Relationships-this topic focuses on participants family (parents’ 

guardians/siblings/ grandparents). It has been divided into two “sub-topics” (see below).  

a.    Familial Support- some families supported participants and their mental 

health problem, for example, by helping with finding treatment, paying for therapy, 

checking in on participants. 

b.  Lack of familial support- some families did not support participants and their 

mental health problem. For example, family members felt uncomfortable talking about 

the participant’s mental health problem/ignored the mental health problem, did not think 

the mental health problem was real, or did not help the participant to find support for 

mental health problem.  

3.    Social Relationships- this topic focuses on supportive relationships between 

participants and people within the community such as friends, co-workers, teachers, 

professors, teammates, or service providers. This was divided into two sub-topics as seen 

below.  
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a. Social support- participants identified friends, co-workers, teachers etc. who 

provided support and made them feel comfortable being around and talking about their 

mental health.  

b. Service support- participants feeling supported and comfortable with their 

doctor, nurse practitioner, therapist, social worker, community program worker or other 

formal service provider/support workers when talking about their mental health problem.  

4.   Guilt- negative emotions that some participants had about their mental health 

problems. This could include feeling worried that their mental health problem was 

negatively affecting others (their family/friends), or feeling worried that their family felt 

their mental health problem was the family’s fault.  

5.    Fear of Stigmatization- some participants felt stigma (negative attitudes and beliefs) 

from people or environments such as school, or activities/organizations, within their 

communities. This stigma may have caused participants to hide their mental health 

problem(s) from others.  

6.   Lack of Self-confidence- for many participants their mental health problem caused a 

decrease in their confidence levels or their self-esteem (beliefs in one’s self-worth). In 

addition, their mental health problems caused changes in their daily life. For example, 

some changes included a decline in grades, or their ability to hang out with friends which, 

in turn, affected their confidence within themselves.  

7. Peer Support - some participants were able to connect with, and feel supported by, 

others who also have a mental health problem. This peer support could come from co-

workers, teammates, or friends who the participant was able to relate to as they also have 
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a mental health problem. This connection with another person often made someone feel 

accepted, safe, and comfortable.  

8. Service Gaps- a number of common service issues were identified by participants 

during interviews and were divided into 3 sub-topics as seen below: 

a. Lack of youth specific supports- participants believed that there are very few 

mental health services or supports for people in jr. high and high schools in Cape Breton 

(community programs or specific mental health services for youth). Participants noted 

that wait times for services are too long, private services are too expensive, and that there 

are more services for adults than for youth.  

b. Lack of trust in the health care system- participants felt uncomfortable using 

mental health services on the island due to negative ideas about services, past negative 

experiences with services, or fear of a health care professional having negative reactions 

to their mental health problem. This lack of trust made some participants not want to use 

health services for their mental health problems.  

c.    Need for education (youth and parents)- Many participants noted that they 

did not know where to get help for their mental health problem and believed that they did 

not get education about mental health problems in school. They also believed that their 

parents needed information about mental health problems to be able to understand/ help 

them with their mental health. This led to the need for more education surrounding 

mental health problems for youth and for parents/guardians.  

9. Personal Growth- Participants’ stories reflected their internal growth of throughout 

their journey with their mental health problem(s) 
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a. Resilience- resilience is a person’s ability to overcome obstacles in life. This 

sub-topic noted participants being able to reach goals and overcome hardships even 

though they have a mental health problem. Some examples included: graduating from 

high school, being accepted into university, having a job etc.  

b. Reciprocity- reciprocity means giving back to others and, in turn, making 

yourself feel good about what you have done. This sub-topic noted participants wanting 

to give back to, or help, people who feel like them/have a mental health problem. Some 

examples included: speaking about their own mental health problems with others to make 

them feel comfortable or being involved/volunteering for organizations/ groups for 

mental health awareness  

 


