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Abstract

Adolescence and young adulthood can be particularly daunting for those with mental health concerns. In one Canadian city, a
community-based drop-in psychosocial mental health center (Center) was designed specifically for youth who self-identified
as struggling with mental health issues. The purpose of this study was to identify the features of the program that promoted
or discouraged engagement. Narrative inquiry was used to guide the project. One-on-one interviews were conducted
with 10 Center users. Four major categories were identified: (a) Reasons for Coming: Motivated to Work on Goals; (b)
Facilitators of Engagement and Beyond; (c) Challenges to Engagement; and (d) Benefits of Engaging: Finding My Way. These
categories were further delineated into themes. All participants had experienced trauma, and the Center assisted them
in their coping. The researchers believe that to aid recovery, agencies working with this population need to use trauma-

informed and healing-centered engagement.
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The World Health Organization (WHO, 2015) estimates
that 10% to 20% of children and adolescents worldwide
experience mental disorders, and three quarters of all men-
tal illnesses develop by their mid-20s. Furthermore, in a
study of Canadians aged 15 years or older who reported
having a mental health care need within the past year, one
third stated that their needs were not fully met (Sunderland
& Findlay, 2013). Without appropriate supports and ser-
vices, young adults in particular will struggle to accomplish
their developmental tasks that include thinking and behav-
ing autonomously, negotiating relationships and adapting
to physical and sexual changes, as well as defining and
achieving their life goals (Shlafer et al., 2014). Furthermore,
research has shown that the mental health of young adults
is closely linked with the nature and pattern of adverse
childhood experiences (Ho et al., 2019). Yet, young adults
frequently do not seek services in a timely fashion
(Salaheddin & Mason, 2016) and, even when they do, there
are often service gaps that contribute to further delays and
with time, problems may worsen (WHO, 2018). For the
purpose of this article, the term “young adult” will be used
to identify our study population.

Literature Review

Although a number of studies have examined the multiple
struggles experienced by young adults seeking community
mental health services (Barczyk et al., 2014; Ferguson, 2009;
Hartley, 2017; Narendorf et al., 2018; Petersen et al., 2015),
there is also a need to examine ways of promoting engage-
ment with these supports. In consulting the literature, there
was a dearth of information pertaining to young adult
engagement with drop-in mental health services or programs.
One study by Eklund and Tjornstrand (2013) explored moti-
vation in a cross section of adults aged 18 to 65 years (mean
age = 46 years) participating in community mental health
rehabilitation day centers in Sweden. These individuals
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indicated that the opportunities for “social interaction and
meaningful activity” as well as having some structure to
one’s day (p. 442) were of great importance. The participants
also noted that the opportunities to learn new skills and
knowledge to increase one’s employability were incentives
to attend. While the results of younger and older adult par-
ticipants were not separated, a review of literature pertaining
to young adults accessing community mental health services
yielded similar evidence to that of older adults. Both Barczyk
and colleagues (2014) and Hartley (2017) found that social
support, in various forms and from various sources, proved
to be an important factor in increasing the resilience of indi-
viduals addressing mental health and social challenges. In
addition, others have found that the presence of non-judg-
mental and caring staff increased the propensity for service
use (Garett et al., 2008; Hartley, 2017; Hudson et al., 2008;
Kozloff et al., 2013; Thompson et al., 2006). For example, in
Hartley’s (2017) study, participants described this as staff
being approachable for conversations, and being “warm,
friendly and down to earth” (p. 845). Also worthy of consid-
eration was the presence of a home-like comfortable physi-
cal environment, which was found to assist some participants
with a mental health concern to feel “normal” (Petersen
et al., 2015). Other key considerations to engagement have
been found to include flexibility and less formal service
environments along with a high level of confidentiality
(Thompson et al., 2006). Individuals want to have open
communication with their mental health workers. In addi-
tion, having relevant information and a sense of control
have been found to foster a more positive view of the future
(Hartley, 2017).

Factors that reduce engagement with drop-in services
include services that are located in inconvenient locations,
have limited opening hours, have long waitlists, and have
age restrictions (Garett et al., 2008), while participant factors
include current substance use (Bantchevska etal., 2011;
Garett et al., 2008; Shim et al., 2017).

Center Background

In 2012, a strengths-based intervention for young adults,
aged 16 to 29 years, struggling with mental health needs was
established in a small Atlantic Canadian city having close to
12,000 individuals within the age group (Statistics Canada,
2016). A community-based psychosocial mental health cen-
ter was designed specifically for this population, to help
address this service need. Developed by a handful of “on the
ground” healthcare providers, community stakeholders,
young adults, and their families, the program was designed
as a walk-in service for young adults with a self-identified
and self-defined mental health problem; yet, participants also
could be formally referred. The Center focused on recovery
through learning, engagement, goal setting, and enhancing
positive social relationships to improve emotional, social,
and psychological well-being. The Center included a team of

mental health, clerical, and peer mentor staff. Peer mentor-
ing—involving people with lived experience of mental
health problems—was chosen, given that it is a “system of
giving and receiving help founded on key principles of
respect, shared responsibility, and mutual agreement of what
is helpful” (Pelletier, 2019). Staff also provided assistance
with issues such as housing, education, health, employment,
and social opportunities. Set in an older building in the city
hub, the Center provided a comfortable, nonclinical space
with a kitchen, fireplaces, and various formal and informal
meeting rooms that allowed for a range of activities includ-
ing art, music, games, cooking groups, and office space.
Other activities included volunteering (e.g., walking animals
at the SPCA and serving supper at a local church), in-house
education programs (such as GED courses, mental health
and addiction talks), as well as social gatherings (e.g., bowl-
ing) and opportunities to practice social communication. In
addition, volunteers provided opportunities for members,
defined as those young adults who attend, to engage in sports
activities.

The Center shared the building with a dental clinic—a
purposely chosen location to reduce stigma among partici-
pants who feared being seen accessing a mental health facil-
ity. It was close to the bus route, and within close walking
distance of two high schools. Although in a separate location,
it is also a component of the local community mental health
program. The Center was designed to be an innovative com-
munity model for expansion across the province as part of
the Transformational Research in Adolescent Mental Health
(TRAM) initiative. Its aim is to improve services to this pop-
ulation through “innovation in early identification, rapid and
flexible access, and appropriate care that is engaging, com-
passionate, sensitive and evidence-informed” (Canadian
Institutes of Health Research, 2014, p. 9).

Purpose

The Center had been operating for 7 years when we began
our study but little was known about the perspectives of
young adults who had engaged in the program or which fac-
tors they found most, or least, helpful in promoting their
engagement. [t was important to understand these factors and
the impact that they have on promoting young adult mental
health. Therefore, the purpose of this study was to answer the
questions: What are the features of the program that promote,
or discourage, engagement among young adults? Second, we
wanted to explore the participants’ perspectives on these pro-
moters and discouragers.

Method

Narrative inquiry (Duffy, 2007) was used to gather partici-
pants’ stories, and the meanings they derived from their
experiences. The stories that people build about their experi-
ences and the choices they make explain the “why” of how
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they live their lives (Berger & Quinney, 2005). Narrative
inquiry provides a means for researchers to develop an
understanding of the context in which each participant’s
story is rooted (Clandinin, 2013). By engaging in this reflex-
ive practice, individuals telling the story can consider their
past in a meaningful manner (Berger & Quinney, 2005) and
build an understanding of themselves which, in turn, has
more influence than a verifiable truth.

Narrative inquiry was ideally suited to understanding why
people engaged, or not, in the Center because research par-
ticipants were allotted control over the creation of meaning
(Riley & Hawe, 2005). Using this approach, the researchers
posed broad, open-ended questions to begin the development
of a comprehensive narrative.

Ethics

This study received approval from the regional health net-
work’s Research Ethics Board and ethical integrity was
maintained throughout. Written informed consent was
obtained. The research team members all have mental health
clinical experience. We proceeded with this research from a
place that acknowledged the ethical considerations of indi-
viduals who have mental health problems. We also recog-
nized the obligation to conduct this work while balancing the
need to be respectful and to do no harm (Smith, 2008).

Recruitment

Posters regarding the study were placed in the Center, the
local mental health clinic and addiction centers, on the pro-
gram’s Facebook site, and the local Community Health
Center (CHC). Center members could make contact with
the researcher on their own, and Center staff also identified
potential participants and provided them with a summary of
the study containing an invitation to contact the researcher
to learn more. Furthermore, all members, including those
who had attended previously but then stopped coming were
contacted by text and/or e-mail, if available, on at least
three separate occasions, at a minimum of 2-week intervals.
In conducting narrative inquiry, the process can be slow
and not amenable to a large number of participants
(Clandinin, 2013). As a result, the plan was to conduct in-
depth interviews with 16 to 20 purposefully selected indi-
viduals, with approximately one half of the participants
(8-10) to be recruited among those who were currently
engaged in programming at the Center. The other partici-
pants were to be those who had visited, but did not return,
after a maximum of three visits. Attempts were made to
ensure a diverse sample in terms of gender and age range.
Inclusion criteria involved young adults who spoke English
and were able to provide informed consent. Because one of
the investigators was also a mental health clinician, her
patients were not included in the study. If the interviewer
suspected that the participant was unable to understand the

study to provide consent, and/or was intoxicated on sub-
stances, the interview would be canceled or rescheduled.

Participants

Ten participants who engaged with the program regularly
were recruited and interviewed. They included six males and
four females aged 19 to 29 years. While the study also
intended to interview participants who attended with the
Center fewer than 4 times, only one potential participant
communicated interest in participating but did not leave a
method of contact.

Data Collection

Interviews were conducted at the local CHC in a private
meeting space. The researcher informed participants before
beginning the interview that (a) the interview would be
audio-recorded, then transcribed and identifiers removed;
(b) all information would remain confidential unless it
involved harm to self or others, in which case a report
would be made to the appropriate mental health service;
and (c) they could stop the interview at any time. If a par-
ticipant became distressed, the researcher planned to offer
assistance in the form of a referral, or if desired, the
researcher would provide a list of relevant services that the
participant could contact on their own.

The initial interview proceeded after the consent form
was signed. Participants were asked to tell their stories about
(a) how they came to the program, (b) their experiences
while there, (c) the impact that being a part of the program
had on their life, and (d) what their life would have been like
if they had not come. If we had recruited participants who
left the program, we intended to ask (a) why they left and (b)
what they thought it would have been like if they had contin-
ued to engage.

Detailed, specific descriptions and meanings of partici-
pants’ stories were elicited, beginning with the questions
mentioned above. Interviews ranged in length from 23 min-
utes to almost 2 hours 40 minutes. Participants were invited
for a second interview with a plan to review, clarify, and add
any new information since the first interview. Seven of the
10 participants returned for a second interview. The time
between the first and second interviews ranged from about 6
weeks to 9 months. Of the three participants who did not
return, one declined a second interview, and another agreed
to return but did not attend either of two scheduled meetings.
The remaining participant who came for one interview
became a patient of one of the investigators shortly after and,
therefore, as per the study admission criteria, became ineli-
gible for the second interview. Participants were remuner-
ated for each of the two interviews.

The length of time between the first and second interviews
with participants ranged from about 6 weeks to 9 months for
a number of logistical reasons, including challenges in
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contacting the participants. Of the 10 study participants, four
of the seven who returned for a second interview reported that
they currently were engaging with the Center.

Data Analysis

Each interview was transcribed and initial analysis started.
Thematic analysis was conducted, in keeping with narrative
inquiry. The interviews were transcribed following each
interview, read and then re-read, looking for the everyday
stories in the participants’ lives (Parse, 2001). Interesting
features in the data were manually coded in a systematic
fashion and collated into potential themes that were named
and defined. Once analysis revealed no new information or
emerging categories in the stories, recruitment ceased. All
three investigators independently coded each interview, and
the analyses then were reviewed together and compared by at
least two, and in many cases, all three investigators. Member
checks were requested once data analysis was completed to
ensure that the themes accurately captured the participants’
perspectives and to guide consideration of future practice
(Brit et al., 2016). Unfortunately, only two participants com-
pleted the member check; the other participants were unavail-
able or they declined to meet.

Findings

During the thematic analyses, four main categories about
engagement were identified (see Table 1). These included (a)
Reasons for Coming: Motivated to Work on Goals; (b)
Facilitators of Engagement and Beyond; (c) Challenges to
Engagement; and (d) Benefits of Engaging With the Program:
Finding My Way. In addition, in telling their stories, partici-
pants had common experiences in being traumatized and
isolated.

Without being asked, all but one of the research partici-
pants disclosed having at least one self-reported or clinician-
determined psychiatric  disorder, including learning
disabilities, substance abuse and dependence, post-traumatic
stress disorder, schizophrenia, hypersexuality, brain injury,
Asperger’s disorder, difficulty with comprehension, depres-
sion, anxiety, obsessive compulsive disorder, attention defi-
cit hyperactivity disorder, oppositional defiant disorder, and
borderline personality disorder. Eight of the 10 participants
were referred to the program by their mental health worker,
and two were encouraged to attend by another Center mem-
ber. In addition to being unemployed and/or living in pov-
erty, all identified a history of severe physical and/or
emotional trauma, including witnessing an unexpected
parental death as a child, being homeless and witnessing, or
being the victim of, violence.

Several had been involved with mental health services
when they were younger and some revealed a chaotic life-
style, including insecure housing and substance use. For
example, Participant 9 described the trauma of being a young

Table I. Engagement Categories and Themes.

|. Reasons for Coming: Motivated to Work on Goals
Pushing themselves to meet their goals
II. Facilitators of Engagement and Beyond
|. Creating a Safe Space
A comfortable place to be
2. Building Trust
| feel safe, secure, and not judged
3. Encouraging Growth
Helping to push my boundaries
4. Helping to Connect
Making new friends
5. Helping to Transition Forward
I’'m working on my goals now
Ill. Challenges to Engagement
I. Center Focused: Staff Overlooked Their Responsibilities to
the Members
a. Concerns about confidentiality
Feeling exposed
b. Feeling judged
Am | being rejected? Why do | deserve that?
c. Importance of staff engagement
Being prepared for change
2. Participant-Centered Challenges
a. Challenges of member dynamics
Who and how many members engage make a
difference
b. Personal struggles
My own stuff affects my going to the Center
3. External Factors: Weather, Finances, and Physical Space
Things beyond my control get in the way of my going
there
IV. Benefits of Engaging: Finding My Way
|. Feeling Safe and Developing Trust
The Center is there for me
2. Building Community
a. Enhancing interpersonal and life skills
Feeling more positive and confident with people
b. Finding someone like me
Realizing that | am not the only one with a mental
health issue
3. Process of Building a Way Forward: A Purposeful Life
a. Building a truer understanding of me
Growing to like myself
b. Finding purpose and giving back
Doing something positive for myself and others
c. Feeling hope and setting goals for the future
Looking forward to a more positive future
d. Taking control/feeling empowered
| am able to do things differently
e. Developing insight into the effects of engagement
If | hadn’t gone, | think I'd be in a really bad place

child and alone with her mother when she suddenly died. The
participant did not know how to use a cell phone and “had to
climb over her (mother’s) body to use the washroom. . .. And
it was pretty traumatic . . . I was a really messed up kid.”
Another individual (Participant 8) described being raped by
a cousin and an uncle. This individual also witnessed his
mother being beaten by a man who was known to be
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dangerous: “He started breaking into my house. He tried to
burn down my house” (P8). Another participant (P2) told of
having gasoline splashed on him while someone threw rocks
at his head when he was a child. He was not safe even in his
family unit:

[A family relative] slammed this great big metal horse swing . . .
into the back of my head and . . . my dad told me stories about him
and this other buddy, head butting me as a game when they were
drinking as if to cause brain damage [when I was 2 years old].

These histories are an integral part of participants’ personal
stories and, for many, the experiences powerfully influenced
how they interact with the world. Many expressed concerns
about being able to meet and trust others, and were often
very sensitive about how interactions transpired between
Center staff and members.

Eight of the research participants also described feeling
alone and/or unprotected a lot of the time. For some, isolat-
ing oneself from others had become a coping strategy to
manage distrust. For example, Participant 9 said that when
she was out on the street she would avoid people while walk-
ing. Participant 10 talked about having agoraphobia and how,
coupled with surviving an abusive relationship, it affected
her functioning in daily life: “if it weren’t for school and
work I wouldn’t go out . . . I lost all my independence and I
was slowly isolated from the friends that I did have because
of how abusive my ex was” (P10). Others also described
feeling alone as not having a social group, or something to do
with their days.

Between interviews, circumstances had changed for some
participants; in some cases, life had become more positive
and for others, life had become more challenging. Some con-
tinued to attend and be active at the Center while others
stopped attending for a number of reasons. One participant
had planned to move to a lower level of home care but did
not follow through, while another had a drug relapse, was in
a methadone program, and did not engage with the Center
because of transportation issues. Two participants had gotten
married, but their financial situations did not allow them to
live with their spouses. Another had to alter her education
plans because of emotional struggles, but was still motivated
to progress. These changes and struggles highlight the vari-
able nature of young adulthood and the need to ensure that
mental health support continues to be available to members
when they become older (i.e., “age out”) and no longer qual-
ify to attend the Center.

The researchers did not explore specific demographic
details (such as gender identity, sexual orientation, and eth-
nicity, nationality, religion, culture, education, or specific
trauma history) unless the participant raised the topic. The
Center itself collects only basic demographic data from its
users. The researchers approached the interviews and data
collection process from a place of individuals having control
in telling their story, as they wanted it to be told.

Reasons for Coming: Motivated to Work on
Goals

Participants described being motivated to work on goals as
the impetus for attending the Center and beginning the
engagement process. One participant explained,

Like the reason I came here is [Mental Health workers] told me
I should come here for my anger and ah, they said ok, we have
other people here that are here for the same reason. Ah, this is
some of the things we do for anger management. . . . And she
went over a couple of strategies . . . she went over that one right
away with me. She was like, if you ever feel angry, this is one of
the quickest ways to relieve it. And to this day I still use that. . . .
And, I calm right down, I don’t know why it works, I’'m amazed
by that. (P8)

However, for some, even attending the Center in the begin-
ning was a challenging process. Some were very anxious
going in the building for the first time, and it took significant
motivation to attend.

Other participants attended the Center as it simply offered
a place to go and to live for oneself.

... it helped me in a way to just be, live for myself and like do
things on my own and like. . . . And just independently go there
to make myself better rather than have all these people above me
direct me and make me go to all these places. . . . Like I wanted
to get better and I wanted something, I needed all the resources
I could get. (P9)

Facilitators of Engagement and Beyond

Once participants made the decision to attend the Center,
they described practices that promoted their engagement in
the recovery process. These were grouped into five themes:
Creating a safe space, Building trust, Encouraging growth,
Helping to connect, and Helping to transition forward. Staff
members played an integral role in this process.

Creating a safe space. Given the participants’ traumatic per-
sonal histories, as well as the precarious and sometimes dan-
gerous situations in which they were occasionally living, the
Center needed to build a dependably safe environment. Sev-
eral features contributed to this feeling of safety. Participants
described the physical environment as being comfortable,
like a home, given its noninstitutional setting where they
could not be identified as mental health consumers and,
therefore, they felt less likely to be stigmatized. Furthermore,
the participants stated that staff modeled positive interac-
tions and addressed tough interactions in constructive ways.

I needed it because I didn’t have work to go to, you know what
I mean, I had nowheres else to go that was positive, you know
what I mean? . . . . The people, like the guests there, can really
bump up my self-esteem a lot. I find I get a lot of compliments
there from the staff too, you know what [ mean, that I don’t. . .
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that I never really got at work when I had that mental breakdown
... (P4

Building trust. Trust was a key element of engagement for the
members as noted by a participant who said, “don’t, don’t
trust anybody until they, they prove to you that they can be
trusted” (P6). For most participants, trust only began to
develop when participants felt they were in a “safe” space in
which staff and fellow members were supportive, nonjudg-
mental, and open to each other:

She’s a good woman [staff member], you know like, just that
instant . . .when you are there you feel really safe and secure and
you know it’s confidential, you know, she’s really trustworthy
... . She’s helped me out through a lot of stuff. Helped me kind
of see the bigger picture. She’s like your personal shrink. It’s
really cool . . . I find the past 2 years, I’ve really grown a lot
when it comes to really seeing the bigger picture. (P6)

Encouraging growth. Participants stated the staff supported
their personal growth and pushed their boundaries in many
ways. They helped the participants with job applications, and
transported them to medical appointments and job inter-
views. Participants had opportunities to participate in healthy
social gatherings or in learning groups and were provided
opportunities to volunteer at community events (such as
serving at a seniors’ supper) and agencies (such as dog walk-
ing at the SPCA), and to develop artistic abilities. They
viewed the staff’s individual skill sets as vitally important
because, as noted above by Participant 6, many of the partici-
pants identified specific staff who played critical roles in
their recovery journey. In addition, participants supported
each other’s growth, regardless of the individual’s past. For
example, a participant who had experience with drug use dis-
cussed how Center attendance helped with his cravings:

So when [ was going to [the Center], you know the cravings
went away. The drugs are no longer in my life now, I just want
to turn my life around . . . then when I started doing better, like
where [ am at right now, at the group home, when I started going
to [the Center] and I enjoyed it, I stopped hanging around with
those friends. (P1)

This participant also reported that his ability to live more
independently had improved with Center attendance:

To tell you the truth, I am going to be moving because the group
home [ am at is a level 4 group home . . . they say [ am doing so
good that I am going to a level 2 group home, where there is
hardly any supervision and you can do more stuff freely. . . . So
tomorrow, I am going to be looking at houses, seeing which
house would be good to go to. (P1)

Helping to connect. Having a safe place to grow and make
healthy friendships countered the isolation that many partici-
pants felt. Several activities promoted healthy connections

including a monthly social get together, eating a sit-down
meal together, participating in scheduled discussion time by
choosing a submitted topic from a sombrero, and volunteer-
ing to walk dogs at the local SPCA, or serve dinner to seniors.
One participant shared pictures she had taken of paintings
she did with another Center member on piles of snow behind
the building (P5). Another spoke of art activities that helped
her connect with others.

Yeah, just, hmm, just really vibes from, ’cause . . . if [in the art
room] someone was drawing there and I was drawing here and
we had our right side of our brains working, you’d stop for a
second, be “oh, hi, I’'m [name].” And you’d start conversation
and make a new friend. . . . your energies kind of collide a little
bit and you make a friend. (P9)

Helping to transition forward. Almost all participants reported
that they had met, or were in the process of meeting, their
goals. Some reported not attending regularly for positive rea-
sons such as finding a job, returning to school, and feeling
that they had met their personal goals. However, the recovery
journey was not a linear process. And while some partici-
pants described returning to the Center when they had a set-
back, another participant reported having a drug relapse and
feeling too embarrassed to return. Furthermore, participants
reported that staff did not call Center members if they did not
come regularly, and instead left it to the member to inform
them if and why they stopped attending; however, they noted
that staff were always available to encourage members to
take the next step forward:

[The staff were] trying to nudge me, ’cause I more often than
not, kind of just, like, see something on the resume or something
like that and worry. And they’ll be like, “it’s probably nothing.
Try it anyways.” So it’s like, ok, so it’s a little confidence boost,
while, while giving me a push [chuckles] off the diving board
that I need sometimes. . . . ’Cause I get nervous, well and a bit of
a procrastinator at the same time. So, it’s good for that, that
they’re good to kind of give me a nudge . . . (P7)

Challenges to Engagement

The participants provided some insight into the challenges
they experienced in maintaining their engagement with the
Center. These challenges were divided into three themes:
Center-focused, Participant-focused, and External. These
themes were further subdivided and organized into various
groupings of experiences and contextual considerations that
contributed to the difficulties that participants encountered
while attending.

Center-focused challenges. The Center-focused challenges
often related to the staff, some of whom (according to par-
ticipants), in their actions and responses, appeared to be
overlooking their responsibility to recognize and acknowl-
edge the participants’ vulnerability. There was no indication
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given by participants that this staff behavior was intentional
or routine. Instead, it was more so evident in staff oversights
and misunderstanding of the context and challenges that
members experienced and, in the opinions of some partici-
pants, failing to consider these in their interactions and poli-
cies, which resulted in a negative impact on participants.
Some participants described feeling exposed and con-
cerned about their confidentiality being breached while at the
Center. One individual noted that some staff at the Center
were “blabber mouths. . . . They don’t know how to keep
their mouths shut” (P5). Another participant noted an occa-
sion when the Center had given permission to a specific
group to tour the facility—without notifying Center mem-
bers—and how uncomfortable it was when she realized that
she knew some of the touring group. The participant noted,

I was there one time and then [they] walked in and I am like,
“hey there, how’s it going?” . . . . It was awkward [laughs]. They
[the visitors] were like, “oh what are you doing here?” and I’'m
like, “just chillin.” (P10)

It was clear throughout the study that mental health con-
tinues to carry great stigma. Indeed, even during the study
interviews many participants expressed a deep concern for
maintaining confidentiality, possibly reinforced by the fact
they all signed confidentiality agreements when they
became members of the Center. They also stated that they
did not want to provide any unnecessary information that
would identify other Center members while participating in
the study.

Some participants described feeling judged while attend-
ing the Center. This often left people wondering what they
had done to deserve such a negative response. One partici-
pant noted feeling judged when he told a Center staff person
that he had been on “homicide watch”:

They [the staff person] put it on my form and underlined it. Like
[they] wrote it in all uppercase and underlined it like 3 times.
Was like homicide watch, like um, which I kind of took offence
to. It’s like, “I’m not going to come in here and kill you all.” Or
something like that, you know what I mean? (P8)

Another participant described how he had issues with
engaging in appropriate social behavior. However, this indi-
vidual stated, rather than working with him, staff simply did
not invite him to many Center activities because of this:

I felt left out cuz, like, when they weren’t going to let me come
at times when there wasn’t something scheduled for me . . . well
there was at one time I would only come for like the SPCA or
something because that was scheduled and I was part of it, but
they didn’t want me coming for a while for anything besides that
... it hasn’t happened that much now, but I have been watching
what I say a lot more. ’Cause sometimes I say a lot of jokes with
sexual innuendo behind them . . . I just would wonder why the
hell don’t they want me around? What’s wrong with them? (P2)

Participants stated that the staff at the Center played an
integral part of their lives. Any changes in the staff, or
their performance, ultimately affected what the partici-
pants experienced at the Center, many of whom found it
difficult to adapt. For example, participants stated that
they were given no warning of multiple and sudden staff-
ing changes at one time in the Center, which left them
feeling challenged in adapting to staff turnover. Participant
7 recounted fears of building trust with someone new. He
described some of the Center members feeling “lost”
when the staff changes occurred. However, he stated that
he, “[got] over it a little more quickly . . . once the few
days went by, I just kind of reintegrated myself, . . . like it
doesn’t have to exactly change everything about [the
Center]” (P7). At the same time, Participant 9 noted that,
because of the staff changes, “People stopped coming for
some reason. . . . That’s what we used to say outside
[members talking privately among themselves]. [The
Center] is changing . . . it stopped being enjoyable, certain
staff left and things started changing.” This participant
further elaborated on how the changes had affected the
Center milieu:

But then I go there now and there’s staff that I don’t know they
don’t necessarily know me and everyone I find there, they’re not
talking to each other. They’re in their own shells . . . . So we had
a couple of [Center] support workers . . . and they would play
guitar and kind of teach some of the people to play guitar. That
would also give you a bigger opportunity to, like for one, to ask
questions and then mingle and then connect but you don’t see a
lot of that now. [The new Center] support workers just walk
around I guess. And they just sit there. They’re there if you need
their help. They’ll talk to you but it’s not like, let’s go do an
activity. (P9)

According to participants, fluctuations in staffing lev-
els also affected the delivery of supports and activities at
the Center. For example, if there were too many staff off
work at any given time, this could affect outings as the
staff “just can’t leave like one person there [at the Center]”
(P7). This participant expressed no ill will against people
taking time off, acknowledging that “sometimes things
can come up.” However, there was also a concern with the
level of services provided after the staff changes occurred.
One participant described the Center as “gone downhill a
lot” (P6). Some participants noted that some staff did not
deal with requests or issues as quickly as they had experi-
enced in the past, and questioned if this could be related to
the changes, or shortages, in the Center staff. Two partici-
pants recounted issues when requesting assistance with
resume printing and described how staff stated that the file
could not be found, or the staff member took longer than
expected to respond to the request. Participants also noted
that staff needed to be more prepared and responsive when
planning events to give members time to prepare to attend:
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They’re very slack and when we get them, the program or
something, is the day after and we already have plans. I’d like it
at least a week earlier, like, that’s not too much to ask. I don’t
think, a week. That way we can get stuff we need, make plans,
organize stuff. It’d be nice. And they don’t. Their internet, they
have a web page, they don’t even update it. You go on it right
now and it’s last year . . . (P5)

Participant-centered challenges. Participants identified chal-
lenges that they themselves experienced that affected their
engagement with the Center.

Member-centered challenges related to the individual’s
issues or the Center’s milieu, which were affected by those
who engaged with the Center. As stated above, participants
noted that at one point, people stopped coming to the Center
with the same frequency as before and, as a result, there were
fewer familiar faces and the Center felt less engaging:

It’s not the same. I’ll probably walk in there now, go to the art
room, say “hi” to maybe two faces that [ know and just draw for
5 minutes and just get bored "cause there’s nobody there and just
leave. Yeah [laughs] which is crappy, ’cause in the beginning it
was so awesome and it helped people. Helped them get friends
who were dealing with problems and also, I don’t know, just
have a place to go for a little bit. (P9)

The reduced member attendance also affected the
nature and variety of activities planned for members.
Participants 5 and 6 reported having waited “for weeks” to
attend bowling, only to hear that it had been canceled due
to a low number of interested members. Another partici-
pant revealed feeling uncomfortable about possibly
encountering a person at the Center with whom they had
had a previous relationship.

One of the people I got in a relationship did go to [the Center] as
well, so, I felt kind of awkward, during that, did not really want
to be around that place as much, for fear of bumping into them,
and being out of shape about it, so that might have. Yeah, I think
that was part of what impacted my going there aside from the
mood, well intertwined with the mood. Oh, it got better with that
person, so that was nice. (P7)

Participants discussed a variety of personal challenges
and issues that they believed affected their ability to engage
with Center activities. For one participant, who had a history
of substance dependence and experienced a relapse, attend-
ing the Center became very awkward. While the participant
felt supported by staff during recovery, she feared facing
members and staff during relapse.

I didn’t want them to see me like that, I was embarrassed, like
you guys seen how much I did then I, I just ruined it in one day.
... That and the mind of a drug addict, I just want to be high and
do my little thing over here ’cause my mind was not staying
[clear] I guess. (P9)

Participant 7 described how he struggled with experiencing a
number of personal losses that staff at the Center would not
have predicted:

[nothing they] could have foreseen, or they could have helped
... but, now I think I was just shocked, reclusive state of mind
that I just didn’t really reach out for help as much as I should
. . .parents split, girlfriend left, few family members passed
away . . . just little by little bit, like brick by brick stuff, that
just . .. I don’t know, affected me deeply at the time.

External factors—Weather, finances, and physical space. Par-
ticipants described a number of factors affecting their ability
to attend the Center that could only be considered as outside
of their personal control. For many, the weather and trans-
portation played key roles. One participant did not like the
winter, so enjoyed engaging in group activities in the sum-
mer (P1). Others did not have personal transportation and
took public transit; however, their ability to regularly attend
the Center depended on purchasing a monthly bus pass (P5).
For another participant, “I haven’t been going for a while
because I lived at [place] with Mom and Dad.” If this person
did not have a ride, it would have been a “4'2 hour walk” to
get to the Center (P6). While he did not do this, he did walk
several hours to the Center from another residence.

The physical space of the Center itself was another factor
that affected engagement for some of the participants. While
one participant noted that he only felt comfortable in the
smaller spaces (P7), another mentioned how having a larger
kitchen would be helpful for members to eat together, as this
practice is “almost beneficial for mental health” (P10).
Similarly, another participant noted his challenges in feeling
comfortable and safe in some of the smaller rooms as he had
been physically restrained in the past. He believed the home-
like atmosphere of the Center increased his comfort level:

Ah, like, first, when I first walked in, I was like, ok, I’'m in an
office, and then I went in the actual door to go into the building,
like there’s the area with the Xbox and the computers and that,
and that was like, I felt like I was in someone’s living room.
Right? I was just hanging out with some friends in someone’s
living room. Their kitchen, same idea, it was just, looked like a
normal kitchen, right? I mean it was a big kitchen, but, it just
looked like a normal kitchen. (P8)

Benefits of Engaging With the Program: Finding
My Way

Participants described many benefits of engaging with the
Center. Their stories revealed a pattern of personal growth
and, while not a linear path, many positive developments
occurred as a result of engaging. Three major themes were
identified: Feeling safe and developing trust, Building com-
munity, and Process of building a way forward. These were
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further broken down into subthemes that captured the expe-
riential nuances of each theme.

Feeling safe and developing trust. The development of trust
was a gradual process, with participants testing and observ-
ing those with whom they worked. Participant 3 stated, “I
make friends at [the Center], and I actually feel safe at
[there].” However, another participant had developed trust
with some but not all:

I gave a little information, like very little, to see if I can trust
them . . . I just stopped talking to certain people. A couple people
I really liked ’cause they, they were trusting, they were
trustworthy, they earned it . . . [ don’t trust anyone. That’s me
personally, that’s how I grew up. (P5)

Building community. As participants developed trust, their
sense of community grew. Participants identified strategies
that helped them build a community.

The Center provided a safe environment for participants
to enhance their communication skills. Because they did not
feel judged, they could express themselves and challenge
each other’s communication if they felt the need. Individuals
needed this opportunity to develop more confidence and feel
more positive about themselves.

Just talking, talking to people, jumping over those little barriers
that my, my mind kind of set for myself. Like. Don’t talk to
people, don’t look people in the eyes. Um, little, little worries
that you have with anxiety well, would jump right over them and
just trial and error, try something and I wouldn’t get negative
feedback from it so then I would do it more often and then just
apply it to my job too after I stopped going. Yeah. (P9)

As they met and shared with other members of the Center,
participants began to realize, and often were very surprised
to find, that they were not alone in their troubles and mental
health concerns.

I was really timid and a little bit scared and hesitant and just
anxiety ridden really . . . trying to meet all the people, get their
names, but [ was excited to be in like, a room full of people with
other mental illnesses and stuff and even some had opiate
addictions and I’ve never met anybody with an opiate addiction
before . . . it was always oh, [her name] is the junkie and this and
that so I never could really talk with people and you know, have
them understand where I’'m coming from. (laughs). (P9)

Process of building a way forward. In moving forward, research
participants described their journey in creating a more pur-
poseful life.

Some participants described feeling very negative about
themselves, but when they saw that they were not alone and
were accepted, even liked by others, their view of themselves
began to change and they grew to like themselves:

Well, it used to get pretty bad, that . . . well even having a mental
disorder, I used to call myself a monster. . . . *Cause I, even using
words like that in my own head, monster, freak or something
like that, it used to come up a lot. (P7)

The participants described how engaging in Center activi-
ties added to their sense of doing something positive for
themselves and others. Participant 3 talked about a video that
he made, with the help of another Center member, regarding
mental health promotion and posted it on the internet. The
purpose of the video was to “inspire others to live in the here
and now, the present moment.” Another participant reported,

[1] usually tried to do a bit of volunteering even through churches
or any crowded events, I’m not big on that sort of thing, so I had
to, it also helps me kind of break me out of that shell so I could
be a productive member of society and stand being in large
groups. (P7)

As the participants grew and began to feel more positive
about themselves, their hopes and dreams began to grow.
Occasionally, there were relapses, but having the Center
available as a support helped maintain the feelings of hope
for a more positive future:

Yeah. I mean it gives me a sense of hope for my own future. And
a lot of times we talk about goals at [the Center], like, just goals
for life, you know. It’s really fun to get to talk about your life
goals. And it’s really neat to see how things actually pan out.
Right now I’d say, if you asked me like years ago what I expect
for my life at this age, my life looks completely different from
what I would have expected . . . I never would have imagined
that [ would have been working . . . being in [education]. . . . But
look where I am now [laughs]. (P10)

Participants described a sense of empowerment with their
enhanced life skills, feeling more positive about themselves
and feeling supported in their personal growth, . . . it hasn’t
happened that much now, but I have been watching what I
say a lot more. Cause sometimes I say a lot of jokes with
sexual innuendo behind them, or talking about [conspiracy
theories] . . .” (P2). Another participant talked about over-
coming anxiety and supporting a co-worker, using skills
learned at the Center:

It helped . . . a lot of just beating, jumping over that anxiety to
talk to people [who] came from [Center] and it helped me with
my job (laughs) . .. when I worked at [store] one of my coworkers
were dealing with a really sketchy, creepy customer. I walked
right up to them, what’s going on? (Laughs) Need any help? No?
Ok, I’ll be, I'll just be standing here. (P10)

Participants described a number of ways in which they
had come to understand the importance of the Center in their
lives. One individual believed that the services offered
“impacted [them] in a good way” (P1). Participant 6 stated



10

Global Qualitative Nursing Research

that the Center helped him through a low point in his life
when he was feeling “pessimistic” and “angry, very verbally
aggressive, very snappy, very moody.” The Center “helped
out with a lot of that among other things, so I’m very grate-
ful” (P6). Another participant had a previous view that the
world was a “scary place.” He attributed a change in perspec-
tive to the Center, as he now sees the world with “uncer-
tainty”; it has “shades of grey” and is no longer “black and
white” (P3).

Participants also discussed what they thought life would
be like without their experience at the Center. There were a
variety of responses, all negative in nature. Some individuals
believed that they would be “in jail” (P1 and P8) or “dead”
(P1, P7, and P8) because “drugs can do that to you” (P1).
Others believed that they would be a “drug addict” (P9),
“drinking” (P10), into “heavy meds” (P7), or “wouldn’t have
recovered as well” (P4). For still others, life would be “bor-
ing and isolated” (P5), or with “poor relationships” (P4),
“worsening depression” (P7), or “PTSD” (P2), leaving some
feeling “rejected” (P8), or with nothing to do but “stay in bed
all the time” (P4).

Discussion and Future Directions

Our study findings highlight some of the mental health chal-
lenges experienced by a number of young adults who
engaged in a community-based drop-in psychosocial recov-
ery center. The study revealed factors that both promoted and
discouraged engagement in the Center as well as the benefits
that resulted from engagement in this program. Unfortunately,
we did not discover why some did not return after they were
introduced to the Center. However, those who did attend
regularly disclosed struggles they experienced even though
they continued to attend.

All Center members who participated in the study dis-
closed a history of trauma, for some, quite horrific stories.
More recent research is highlighting the links between many
mental health problems and traumatic life experiences
(Bombay & Austin, 2019; Els & Kunyk, 2019; McCay, 2019).
In addition, the participants were isolated, whether as a self-
imposed attempt to cope with how they perceived the world,
or as a result of life events, such as a job loss and having few
supportive connections. They engaged with the Center
because they were motivated to work on goals, and while
there were challenges to engagement (in the form of Center-
focused, participant-focused, and external factors), partici-
pants also identified many benefits of engaging. They felt
safe there and began to develop a sense of trust in people. In
addition, they became part of a community which resulted in
their enhanced interpersonal and life skills as well as finding
people like themselves. They were no longer alone. At the
same time, participants also realized that life often includes
changes and struggles but many learned ways to persevere.

A number of mental health service models for youth and
young adults have evolved in the literature since we began

our study. For example, specific features that promote
engagement are described in the Orygen, Australia’s National
Centre of Excellence in Youth Mental Health literature (B.
Cole, 2018). The key principles of youth mental health mod-
els to enhance service access include (a) a self-referred,
drop-in access point; (b) including youth and family partici-
pation in developing, planning, implementing, and evaluat-
ing the service; (c) focusing on early intervention, including
timely treatment, mental health promotion, and prevention;
(d) using evidence-based care; and (e) ensuring that the men-
tal health workforce has a specific set of attitudes, skills,
training, and education. Similarly, a Canadian survey of
patients, family, and staff from primary care clinics and men-
tal health clinics including four clinics for youth mental
health (N = 455; of whom 185 were between the ages of 16
and 35 years) examined design attributes of an early inter-
vention service (EIS) that people with psychiatric illness
would be most likely to contact (Becker etal., 2016).
Participants identified that people would contact an EIS if (a)
there were no wait times, (b) the service had been endorsed
by others who had experienced mental health problems, (c) it
incorporated direct contact with mental health professionals,
and (d) provided information about psychological treatment.
More recently, another Canadian research team (Ramey
et al., 2019) has generated a number of evidence-based prac-
tices when working with youth and young adults (aged 15—
29 years) to promote engagement in health systems and
program planning. These include (a) providing a consistent
platform for youth input; (b) appreciating different forms of
knowledge, expertise, and communication methods; (c)
investing in relationships and building mutual understanding
among youth and adults; (d) adult allies being patient and
comfortable with the ambiguity and unpredictability of
working with youth; and (e) continually revisiting and rene-
gotiating structure and flexibility.

Taken together, the above research identifies critical fea-
tures of a holistic service approach. Participants in our study
also commented positively on many of these features.
Positive Center design features included a member drop-in
and self-referral process, mental health professional and peer
support workers on staff, member involvement in activity
planning, and serving as an access to formal mental health
services. In addition, while participants identified a few neg-
ative Center features around staff challenges, for the large
majority of time participants noted that staff focused on
engagement, building relationships, and mutual understand-
ing with members.

The participants in this study engaged with the Center
because they were motivated to work on their goals and iden-
tified many positive outcomes as a result of their engage-
ment. Similarly, Watsford and Rickwood (2014) surveyed
228 young people between 12 and 28 years of age and found
that those who wanted to be more committed and involved in
therapy were more likely to have higher psychological func-
tioning as an outcome. In addition, it was believed that the
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young person’s first experiences of therapy were critical and
that taking an optimistic approach to one’s future gives
strength to this endeavor (Barczyk et al., 2014). One might
hypothesize that the initial experiences of those young adults
walking into the Center and the positive interactions they
described affected engagement. Indeed, many of the partici-
pants spoke positively about their initial impressions, includ-
ing feeling safe.

Many other features that promoted engagement were
identified in this study. For example, participants identified
feeling positive about the effect that Center attendance had
on reducing their drug use. Guo and Slesnick (2017) also
noted that increased attendance correlated with decreased
drug use in their study and speculated that attendance was
connected to the “low demands” and “few restrictions” (p.
913) for which many drop-in centers are known.

Activities that took place at the Center promoted engage-
ment, friendship development, and personal growth. Many
of the participants talked about the art and music rooms and
opportunities to share their work. Creative arts have been
found to aid in promoting engagement (A. Cole et al., 2018).
When given the opportunity to share their art, individuals
can better process grief, be understood, and connect with
other group members. It also has positive effects on stress
and mental illness symptom management, aids in recovery
from trauma, and improves self-awareness and self-esteem
(Schwan et al., 2018).

Having a sense of not being alone and having access to
others for socialization is helpful for the recovery process
(Petersen et al., 2015) and is associated with lower levels of
self-stigmatization (Denenny et al., 2015). Similarly, com-
munity-oriented participation—such as volunteering at the
SPCA and serving at a local church supper—helped partici-
pants believe that they were contributing to their community.
In addition, participating in group activities, such as those
offered at the Center, can help build a greater sense of pur-
pose and life goals (Kaplan et al., 2012).

Several barriers that young adults face when accessing
mental health care have been described in the literature.
These include environmental barriers (such as lack of family
support, transportation difficulties, service location), struc-
tural barriers (such as waitlists and resource deficits), soci-
etal barriers (such as stigma), and personal barriers (such as
lack of awareness about treatment benefits and a poor rela-
tionship between the mental health clinician and the patient)
(Sylwestrzak et al., 2015). Participants in this study described
some of these same barriers. Of note, the relationships that
participants had with the staff affected their engagement with
the Center. Some participants were concerned about several
confidentiality breaks (e.g., inviting a tour group into Center
without notifying members) and feeling judged at times
(e.g., being excluded from events due to sexual comments),
although they did not believe that the staff errors were inten-
tional. Participants described other factors about which staff
could be more sensitive, such as the interpersonal dynamics

between Center members. These points reinforce principles
identified by Orygen (B. Cole, 2018) and Ramey and col-
leagues (2019) that promote engagement. Staff need to have
positive attitudes as well as aptitude and be trained specifi-
cally to work with this population. Furthermore, their roles
and work expectations must be clearly defined to support the
member’s need (Kemp & Henderson, 2012).

In addition, staff need to consider how the members’ per-
sonal stories interact with the Center’s policies and program-
ming, including how the Center space itself affects some
members, both negatively and positively. From reviewing
the data, the glaring impact of the participants’ histories
filled with significant trauma was most disturbing. Given the
propensity for documented rates of trauma experienced by
youth (Ferguson, 2009) and young adults (Devi et al., 2019;
Sonu et al., 2019), our findings underscore the need for staff,
policies, and programming at the Center to integrate
approaches to care that involve both trauma-informed and
healing-centered engagement (Ginwright, 2018).

A trauma-informed approach is considered essential to
the context of care and is grounded in a set of assumptions:

realizing the widespread impact of trauma and understanding
potential paths for recovery; recognizing the signs and symptoms
of trauma in clients, families, staff, and others involved with the
system; and responding by fully integrating knowledge about
trauma into policies, procedures, and practices, and seeking to
actively resist re-traumatization. (Substance Abuse and Mental
Health Services Administration, 2014, p. 8)

In addition, the Government of Canada has created Trauma
and Violence-Informed Approaches to Policy and Practice
(Government of Canada, 2018) that are considered essential
to the context of care by (a) increasing attention on the
impact of violence on people’s lives and well-being, (b)
reducing harm, and (c¢) improving system responses for
everyone. Trauma and violence-informed approaches require
fundamental changes in how systems are designed, organiza-
tions function, and practitioners engage with people. In addi-
tion to a trauma and violence-informed approach, Ginwright
(2018) calls for healing-centered engagement that “offers an
asset driven approach aimed at the holistic restoration of
young peoples’ well-being . . . and also advances the move to
‘strengths-based’ care” (p. 11).

If the Center formally adopted consistent trauma and vio-
lence-informed and healing-centered engagement approaches,
staff would be alerted to the need to partner with members to
level power differences and engage in transparency by pro-
actively informing members of anticipated actions/changes.
In addition, staff also would be aware of the need to collab-
oratively discuss with members about how they were react-
ing (e.g., through regular staff and member debriefing chats),
to foster opportunities for choice (e.g., providing a private
room for members if they did not want to engage with a tour
group), and to invite members to suggest ways to assist with
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change (e.g., members creating a group coffee time to meet
new staff; opportunities for private chats with member-cho-
sen staff or peer supports). Such actions would reinforce to
members that they are the creators of their own well-being
and reinforce strengths-based approaches. Clearly, the abil-
ity to develop trusting relationships between members and
staff, as well as among staff, is a key component of success
in integrating a trauma and violence-informed approach and
healing-centered engagement (Bowen & Murshid, 2016;
Brown et al., 2017). However, it requires a shift in culture,
formal adoption of policy, and staff training to be regularly
integrated into practice.

Limitations

While limitations in recruitment and retention exist in any
study, there are specific concerns when conducting mental
health research (Woodall et al., 2010). Some of these were
evident in our study. Individuals with a history of adverse
encounters with health providers and trauma might have
been hesitant to speak with a researcher about their past, or
current, lives. It is also possible that individuals who were
current members of the Center might have been hesitant to
discuss their experiences with a service in which they contin-
ued to participate. This is despite being informed that their
participation would be confidential and in no way affect their
standing with the Center. Some of the research participants
expressed their desire to move to different housing locations
and might not have been reachable by their previous contact
information. The original intent of the study was also to
recruit participants who had not returned after a maximum of
three visits. Unfortunately, we were unable to recruit from
this group and, as a result, we were unable to ascertain fac-
tors that contributed to their disengagement from the pro-
gram. Although qualitative findings are not generalizable,
findings here raised issues of critical concern that deserve
close reflection by Center staff and could help those who
provide similar services and encounter similar challenges.

Conclusion

The purpose of this study was to identify facilitators and
challenges to engagement with a community-based drop-in
psychosocial mental health program for young adults. Four
major categories were identified: (a) Reasons for Engaging:
Motivated to Work on Goals; (b) Facilitators of Engagement
and Beyond; (c) Challenges to Engagement; and (d) Benefits
of Engaging: Finding My Way. Each of these needs to be
understood within the contextual challenges the participants
had to overcome. As a result of their engagement, partici-
pants were able to grow. In moving forward, the Center and
other community-based organizations like it need to be more
mindful as to how policies and practices can be interpreted
by individuals affected by trauma. They must also meaning-
fully incorporate healing-centered engagement practices

wherever possible and work from a position of a strengths-
based approach to care.
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