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Abstract

This article builds from young people’s experiences navigating health system organizations to identify con-
crete institutional and policy processes that pose problems for youth experiencing or at risk of homeless-
ness, as well as those that show promise in terms of health promotion. Our participatory youth research
team explored homeless youth’s health-seeking practices, the specific barriers they face, and relations
between their health-seeking efforts and their homelessness. Youth and adult co-researchers interviewed
38 individual youth (aged 16–29) who completed 64 qualitative institutional history interviews. Their
accounts illuminate a systemic lack of capacity to address the mental health needs of homeless youth.
Unable to secure access to timely, sufficient, and suitable programs and services, youth navigate patchwork
of crisis and emergency supports that undermine their autonomy, their health, and their housing stability.
Finally, youth without stable housing—particularly those who are Trans* and non-binary youth and/or who
use drugs—report discrimination in health care settings. Our results suggest that access to timely, appro-
priate, de-stigmatizing, and consistent (mental) health services is one way to prevent youth homelessness.
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In Canada, youth comprise 20 percent of the

homeless population with between 35,000 and

40,000 young people experiencing homelessness

each year (Gaetz et al. 2016). Youth homelessness

is a multidimensional problem with intersecting

interindividual, structural, and systemic roots

(Crosby et al. 2018). Homelessness also produces

intersecting effects in young lives: homeless youth

experience higher rates of physical and sexual vic-

timization and have greater exposure to trauma

and stress—all of which can undermine a young

person’s physical health, emotional well-being,

and access to work and/or school (Crosby et al.

2018). Overwhelmingly, research confirms that

access to safe and adequate housing is health-

promoting. Homelessness erodes people’s health

(Hwang 2001; Tyler, Akinyemi, and Kort-Butler

2012). This is as true for youth as it is for other

groups (e.g., older veterans or women with chil-

dren), and the pattern is consistent across high-

income countries (Fazel, Geddes, and Kushel

2014). People without access to safe and adequate

housing experience higher rates of disease, mental
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health, and substance use issues—all of which

shorten their lives (Fazel et al. 2014).

The Youth Action Research Revolution (YARR)

project was designed to improve knowledge of spe-

cific structural factors that undermine and enable

housing stability for youth. The project is an institu-

tional ethnography (IE) of public institutions that

directly and indirectly shape youth housing

precarity: child welfare, health, education, cor-

rections/policing, and shelters/social housing.

Drawing on young people’s experiential knowl-

edge of the public sector organizations and pro-

cesses that punctuate and give shape to their

lives, our objective was to identify specific inter-

institutional and policy junctures—in provincial

or federal education, child welfare, (mental) health

care, criminal-legal, and housing systems—which

shape conditions of housing precarity for youth.

Our research sought to address the following

questions:

Research Question 1: What have been/are

young people’s experiences with State

systems—public (K-12 and post-secondary)

education, the criminal-legal system, child

welfare, health and social welfare

systems—and how have these experiences

shaped/been shaped by conditions of hous-

ing instability?

Research Question 2: What institutional and

social junctures (service interactions, poli-

cies, programs, interventions, processes)

do young people identify in their histories,

as points of system promise and/or points

of system failure?

Research Question 3: What are the policy and

legislative contexts which shape the practi-

ces, discourses, and programs young people

describe? To address these questions,

a team of youth and adult co-researchers

interviewed 38 individual youth (aged 16–

29) who participated in up to three inter-

views about their historical and present-

day interactions with public institutions.

Access to health care emerged as an important

topic for members of our participatory youth

research team during research training, when

youth researchers disclosed ongoing problematic

experiences in health organizations (e.g., unsafe

hospital discharge practices and difficulties get-

ting mental health needs met). Later as part of

the institutional history interview process, youth

and adult co-researchers invited homeless and pre-

cariously housed youth to tell them about their

experiences seeking and/or receiving health serv-

ices, broadly defined to include mental, physical,

and sexual health. Because we are attentive to peo-

ple’s embodied experiences of health, we paid

attention to the ways one’s mental and physical

health needs interact with one another and are

shaped by intersecting social determinants of

health (SDoH), including people’s efforts to con-

nect to services. This article focuses on the inter-

sections of (mental) health and homelessness.

Young people’s own accounts of their health

work complicate and extend what is known about

the social processes through which people experi-

ence inequitable access to housing, health-

promoting services, and other SDoH (Jenkinson

et al. 2021). By oscillating between young peo-

ple’s individual accounts and descriptions of gen-

eral policy, operational, and discursive structures,

our analysis illuminates institutional and policy

processes that produce general effects (e.g., the

unilateral use of sex-segregated facilities). Analyt-

ically, we employed an expansive conceptualiza-

tion of health work that includes all the things

young people do to take care of their health,

even where this work does not align with clinical

expectations regarding health promotion or treat-

ment adherence (Mykhalovskiy and McCoy

2002; Mykhalovskiy, McCoy, and Bresalier

2004). Anchored in youth experiences, our aim

for this article is to identify concrete institutional

and policy processes across health organizations

that pose problems for youth experiencing home-

lessness (e.g., access and quality deficits), as

well as those that show promise in terms of health

promotion (e.g., housing-led health care; service

continuity; destigmatized care). Our research sug-

gests that access to nondiscriminatory, timely, and

appropriate health services represents a viable

avenue for preventing youth homelessness.

BACKGROUND AND SIGNIFI-
CANCE: HEALTH, MENTAL
HEALTH, SUBSTANCE USE, AND
HOMELESSNESS

An international systematic review (Medlow, Kli-

neberg, and Steinbeck 2014) of mental and physi-

cal health diagnoses among homeless adolescents
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indicates that unhoused youth have higher rates of

diagnosed substance use disorders, sexually trans-

mitted infections (STIs), and mental health disor-

ders than housed youth—with much higher rates

of diagnosed mental health disorders among Les-

bian, Gay, Bisexual, Trans*, Queer, and Two-

Spirit (LGBTQ2S) homeless youth. Mental health

challenges are particularly pronounced among

youth experiencing homelessness.

Among homeless youth, a history of childhood

abuse is associated with higher levels of anxiety

and depression, as well as victimization on the

streets, suggesting that early trauma casts a long

shadow (Tyler and Schmitz 2018; Tyler, Schmitz,

and Ray 2018). In exploring whether stigmatized

social statuses exacerbate mental health concerns

among homeless youth, K. A. Tyler et al. (2018)

found that young women experiencing homeless-

ness experience higher rates of anxiety then young

men, but that youth who identify as Lesbian, Gay

or Bisexual do not—a finding that differs from

other research, perhaps reflecting differences in

how sexual minority status was defined in this

study (e.g., it does not include Trans or Two-Spirit

youth). For instance, H. Rhoades et al. (2018)

found youth experiencing homelessness report

higher rates of suicidality (i.e., thinking about or

seeking to end one’s own life) than housed youth,

and LGBTQ2S youth who have experienced

homelessness report higher rates of self-harm

(including suicidality) and more symptoms of

mental health disorders (e.g., depression, posttrau-

matic stress disorder, and anxiety) compared with

straight, cis-gendered youth experiencing home-

lessness and accessing crisis services. Comorbid-

ity rates among youth experiencing homelessness

were nearly twice as high as rates for housed

youth, particularly for comorbid substance use

and psychiatric disorders (Hodgson, Shelton, van

den Bree and Los 2013). Housing precarity and

homelessness is a powerful determinant of mental

health distress. According to a systematic review

of mental illness prevalence in homeless children

in the United States, 10 to 26 percent of homeless

preschoolers and 24 to 40 percent school-age chil-

dren were found to have mental health issues,

requiring clinical evaluation—a rate that is 2 to

4 times higher than housed children living in pov-

erty (Bassuk, Richard, and Tsertsvadze 2015).

Canadian research finds similar patterns. Pre-

cariously housed and homeless youth experience

high rates of nutritional inadequacy (Tarasuk,

Dachner, and Li 2005) as well as chronic medical

conditions associated with food insecurity, congregate

living, sleep deprivation, and inconsistent access to

hygiene facilities (Kulik et al. 2011). Homeless

youth experience higher rates of STIs than housed

youth, as well as greater prevalence of mental ill-

ness (Kulik et al. 2011). 85.4 percent of homeless-

ness youth in Canada report experiencing mental

health difficulties, and 35.2 percent have experi-

enced at least one drug overdose requiring hospital-

ization (Gaetz et al. 2016). Canadian research also

suggests a strong predictive relationship between

the use of drugs or alcohol as a coping strategy

and suicidal ideation, feeling trapped, and suicide

attempts among housing precarious youth (Kidd

and Carroll 2007).

The health effects of homelessness have been

well documented. Less scholarship has focused

on how health care organizations could better

meet the health needs of precariously housed

individuals—particularly youth. In Canada, adults

experiencing homelessness have significantly

higher rates of hospital and emergency health ser-

vice use, compared to age-matched adults in the

general population due to barriers accessing pri-

mary and preventative health care (Hwang et al.

2013). A lack of affordable and supportive hous-

ing means that once acute care issues are deemed

resolved by hospital staff, people without stable

housing may be discharged from hospitals directly

onto the streets or into homeless shelters

without access to hygiene or follow-up care

(Jenkinson et al. 2021). For young people experi-

encing homelessness in Canada, research reports

“nonanticipatory [and] inconsistent” health care

delivery, which youth “perceived as discrimi-

natory” (Kulik et al. 2011: e43). Despite a clear

indication that precariously housed youth may

face barriers that undermine their health status,

very little research synthesizes young people’s

experiential knowledge of health systems to sug-

gest how to better meet their health needs.

Using a participatory research approach, our

team1 designed and implemented a project to doc-

ument young people’s experiential knowledge of

housing precarity and homelessness, as well as

their lived knowledge of various intersecting

public sector organizations and processes. The

project allowed us to specify interinstitutional and

policy junctures—in education, child welfare,

(mental) health care, criminal-legal, and housing

systems—that shape conditions of housing precar-

ity for youth growing up in the province of

Quebec, Canada. The aim of our research was to
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identify concrete places where changes in public

institutions—policing and criminal-legal institu-

tions, health care, education, child welfare, and

housing—could be leveraged to better serve the

expressed needs of homeless youth and ultimately

prevent young people from experiencing home-

lessness at all.

STUDY DESIGN

The authors of this article are members of a partic-

ipatory youth research team working together

between 2018 and 2021. The project was co-led

by a university professor and a doctoral student,

who had experienced homelessness and housing

precarity in her youth and included a team of

four youth researchers who had also experienced

homelessness. Co-leadership of this project

allowed us to share resources, be more available

to our youth co-researchers, and benefit from the

different strengths we brought to the team.

We met in person to work and have lunch

together each week from the fall of 2018 until

the spring of 2020. The first six months of the

project were spent getting to know one another,

developing research and legal skills, and creating

our research design. We did not rush. In an IE,

people’s experiences serve as entry points for

empirical investigations of the institutions, orga-

nizational structures, policies, legislation, dis-

course, and knowledges that mediate how people

relate to one another and the world. Given IE’s

insistence that experience be the starting place

for research, we spent time each week sharing

experiences and mobilizing expertise within the

group.

For example, during the 2018/19 academic

year, our team worked with two legal students

who were completing internships at the youth

homelessness agency where we met each week.

Based on shared experiences among members of

our team, we posed a series of legal questions to

the interns—sending them on legal research mis-

sions to teach us about the municipal, provincial,

and federal laws that govern the institutions with

which homeless youth interact. During legal edu-

cation sessions, our team shared experiences and

observations that allowed us to compare and con-

trast the law as written with the laws as youth

experience them. These discussions were thus as

educative for the interns as they were for the mem-

bers of our team, explicitly seeking to improve

their legal knowledge. All research training and

team-building opportunities were paid. To enable

paid participation in the study design, the remain-

ing funds from one of Author 1’s research grants

were redirected to cover the training and project

design phase. Once the study was designed, we

secured federal research funding to cover its

implementation.

Methods

For this project, we adapted a three-stage institu-

tional history interviewing approach (Prasad,

Hall, and Thummuru 2006). Not unlike an oral

history approach, where a small group of people

are invited to participate in multiple interviews

in an effort to build an historical account of

some aspect of their life, our institutional history

interview structure included up to three one-hour

interviews, where youth were asked to trace for-

ward and backward (temporally and sequentially)

from particular interactions with public and

community-based institutions and organizations

that directly and indirectly shaped their experien-

ces of homelessness, housing precarity, and hous-

ing stability. Interviews always began with the

same question: based on the recruitment materials,

you knew this was a research project about how

government systems could prevent youth home-

lessness, what did you come here to tell us?

From this single prompt, youth were able to self-

determine the public systems they wanted to

address in each interview (e.g., if a first interview

focused on a young person’s history of interac-

tions with health care institutions, the next inter-

view focused on their interactions with the police

and the judicial system). This approach allowed us

to work with youth participants to identify general

institutional and policy processes that shape the

trajectories they described (e.g., school codes of

conduct; placement options for youth in youth pro-

tection). Given our interest in assessing key points

of system failure/potential, we needed an inter-

view strategy that allowed people to construct

and add to historical accounts, specifying points

of intervention (across different developmental

stages and social contexts) that undermined/con-

tributed to housing stability.

Based on a preliminary analysis of the inter-

views to identify problematic and promising insti-

tutional junctures in young people’s narratives,

we identified the policy and legislation that shape
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or mandate the institutional practices and/or

responses young people described. Our aim was

to analyze how policy and legislation is organized

and implemented across institutional domains

(e.g., mental health and community policing) to

produce the institutional patterns that young peo-

ple described. Analyzing the institutional history

interviews and relevant policy, practice, and inter-

vention protocol materials, we produced institu-

tional timelines for each youth for each institu-

tional sector (e.g., health, education) they saw as

relevant to their experiences of homelessness. Sys-

tematically assembling the data in this fashion

allowed us to deduce key “points of institutional

failure and points of possibility” (Sauvé et al.

2018), as well as the specific policies, legislation,

processes, and programs that mediate the points of

failure and possibility young people described to

us.

Participants

Using a youth/adult co-interviewing approach, we

conducted up to three in-depth confidential institu-

tional history interviews with 38 individual youth,

aged 16 to 29 (64 interviews in total) in Montreal,

Quebec, Canada. To recruit participants, our team

designed a poster, which we hung up at the orga-

nization for street-involved youth where we met

each week to work and have lunch. The poster

included Author 1’s cellphone information, and

people texted to set up interviews at the youth-

agency or at the university. Because we ate lunch

together at the organization each week, people

were curious about what we were doing together.

Some interviews were set up with young people

who sat down to eat lunch and talk with us and

ask questions about the project. We also recruited

people directly through the social networks of our

team. People were compensated $20 for each

interview they did with a youth and adult-

researcher on our team, and youth participated in

a formal written informed consent process for

each interview. Participants were compensated

monetarily (rather than through a grocery card,

for example) because we are committed to honor-

ing young people’s bodily and intellectual auton-

omy. The research design was approved by McGill

university’s Research Ethics Board, where Author

1 was a professor and Author 2 a doctoral student

at the time of this research. To protect the identi-

ties of participants, all names used in this article

are pseudonyms.

At the start of their first interview, we asked

each participant to self-identify using demo-

graphic indicators that they determined were

important. The use of self-determined identifiers

reflects our team’s respect for lived knowledge,

but this approach makes it difficult to summarize

the demographic characteristics of our interview

sample because it would require us to re-

categorize people using a single system of classi-

fication, which we have chosen not to do. Instead,

we include identifiers people used to describe

themselves as we introduce their stories later in

this document and reference the results of the

most recent Without a Home (WAH) survey sam-

ple for a general breakdown of demographic char-

acteristics among youth experiencing housing

Table 1. Without a Home Participant Demographics.

Gender identity
Sexual

orientation Race
Language of survey

completion

Cis-male 51% Straight 55% White 65% English 16%
Cis-female 29% LGBTQ+a 45% Mixed/multiple

races
13% French 84%

Two-spirit (2%),
Trans-gender (3%),
gender-queer (3%),
and unsure (4%)a

12% Black 7%

Other 7% Brown 7%
Choose not to answer 1% Indigenous 5%

Other 3%

aNumbers in each category were too low to report separately.
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precarity in Quebec (The Canadian Observatory

on Homelessness 2019). Our research team admin-

istered the WAH survey to 117 youth at the street-

youth serving agency where we worked each

week—as such, there is overlap between the sur-

vey sample and our interview sample. Of the

174 surveys completed in the province of Quebec,

our team administered 117 to people using serv-

ices at the agency where our project was carried

out.

Analytic Resources: Key Concepts and
Theories

The concept of work grounded how we

approached study design and analysis. In develop-

ing IE, Dorothy Smith (2005) introduced an

expansive notion of work as any activity that takes

time and energy. In an earlier study, Author 1

(2014) used the concept of youth work to show

how the activities of people, differently oriented

to and within youth-serving institutions, are co-

ordered in ways that shape the outcomes of young

people’s institutional encounters. Analytically,

a focus on the things that young people describe

as their everyday work helps a researcher avoid

judgments or trivializations of young people’s

actions and ideas (Author 1 2014). Whether their

actions are deemed institutionally effective or

not, young people are actively participating in

institutional relations that link their work to one

another and to the adults who are paid promote

and enable protective health outcomes for youth.

The (dis)organization of young people’s health

work (Mykhalovskiy and McCoy 2002) is shaped

by many of the same institutional and policy pro-

cesses that also make health care practitioners’

work challenging (e.g., insufficient institutional

capacity to meet service demands).

Our analysis is also shaped by and contributes

to scholarship on structural stigma and the SDoH

(Hatzenbuehler and Link 2014). Research on

stigma in health care settings often focuses on

interindividual relations; in contrast, the concept

of structural stigma invites scholars to consider

how macrosocial processes and/or policy struc-

tures shape patterns of health disadvantage (Hat-

zenbuehler and Link 2014). The concept of struc-

tural stigma is an effective conceptual resource for

SDoH researchers, seeking to illuminate social,

cultural, and institutional practices, discourses,

policies, and procedures that undermine the health

and well-being of particular groups. For example,

policy and law often reflect and reproduce norma-

tive assumptions and stigmatizing constructions of

particular groups (Clair, Daniel, and Lamont

2016). For our study, the concept of structural

stigma sensitized us toward policies, eligibility

requirements, and/or laws that are based on nor-

mative constructions of youth as housed and in

the custody of parents/guardians or drug users as

untrustworthy, which shape the patterns of exclu-

sion and neglect that homeless youth describe.

RESULTS

Among the youth who participated in this study,

people’s health care interactions focused primarily

on the diagnosis and treatment of mental health,

substance use, and/or neurodevelopmental disor-

ders (e.g., attention-deficit hyperactivity disorder

[ADHD]). People’s accounts also illuminate how

mental illness and/or substance use destabilized

their access to housing and complicated their

efforts to engage health services more broadly

(e.g., being denied pain relief for a physical injury

because they were drug users or being removed

from emergency departments because they were

high and/or deemed disorderly). For youth without

stable housing, the work of getting access to and

sustaining health, mental health, and/or addictions

treatment is unremitting. Additionally, youth with-

out stable housing often lack access to surplus eco-

nomic resources, personal identification (includ-

ing the provincial health card that is required to

access health public services), family physicians,

self-entitled and institutionally savvy parental

advocates, and relentless energy in the face of

numerous institutional barriers—factors which

ameliorate the conditions for accessing health

services.

Our results elaborate key points of failure in the

health system that young people identify as contrib-

uting to intersecting housing instability and health

struggles. To illuminate the relentless character of

young people’s health work, we have deliberately

sought to keep young people’s narratives largely

intact. Even though we assembled institutional his-

tories of health work for 26 of our 38 participants,2

we could not do justice to their stories by dis-

assembling them to illuminate general trends.

Indeed, the objects of our analysis are not young

people, but the institutions and institutional pro-

cesses that structure the challenges youth face.
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Young people’s accounts serve as openings from

which to view institutional and policy processes

that have stigmatizing and exclusionary effects.

Insufficient, Inadequate, and
Inappropriate Health Service
Pathways

When asked about their experiences seeking

health or mental health services, youth (n = 23

of 26 who recounted health histories) described

struggles to identify and access appropriate, effec-

tive, high-quality, and timely diagnostic and treat-

ment services for mental health, substance use,

and/or neurodevelopmental conditions. For exam-

ple, Sandra (a white francophone, nonbinary trans-

person), first sought to access mental health serv-

ices through the publicly funded, preuniversity

college they attended. Unable to get adequate

mental health care or access to harm reduction

services through the school-based counseling pro-

gram, Sandra was unable to get these needs met at

all. From this point forward, Sandra explained that

they spent four or five years of their life, trying to

get access to substance use and mental health serv-

ices: “So as soon as I started to use [drugs], from

16 onward, it really went south. It took four years

of my life before I could get services . . . it took me

like four, five years.”

Part of the problem is services available

through institutions like schools are often based

on unspoken normative assumptions about young

lives and development (e.g., that young people

have family doctors, parents, and homes; their

mental health challenges are minor and can be

addressed with minimal intervention; and the pri-

mary purpose of the service access is to ensure

a young person’s continued participation in

school). On the contrary, most of the young people

who we interviewed did not have family physi-

cians, parents who were able or willing to advo-

cate for them, nor consistent access to housing.

Schools served as the primary site of institutional

participation for youth and thus a potential referral

gateway for other services; unfortunately, this

potential was seldom realized. The service deliv-

ery threshold was inadequate, and the referral

pathways structurally excluded young people

seeking support for substance use and mental

health challenges, youth without advocates, and/

or family doctors.

For example, the mental health services Sandra

was able to access through her college were lim-

ited to five appointments, and the focus of these

sessions was on “cheering Sandra up,” rather

than helping them identify and navigate symptoms

of anxiety and depression:

R2: In the end, why were you going to see that

person at that point in time?

S: For my anxiety and depression.

R2: Ok, and how did it go?

S: It got better but like, after that I relapsed

because I didn’t have any more help.

R2: Yeah, because you only had five sessions

S: . . . it wasn’t really effective. They—I think

they just wanted to cheer me up and that’s

it. They said, “It’s your studies that are

stressing you out. Take it easy.”

A number of normative assumptions held by the

school psychologist come into view in the above

passage. Sandra’s problems with anxiety, depres-

sion, and experiences of being “very disorganized

at this time” could not be sufficiently addressed in

five appointments. Furthermore, when the psy-

chologist sought to refer Sandra to additional serv-

ices, the referral process, which was organized

around the assumption that Sandra had access to

a family doctor, was ineffective:

They said, “Can’t you go to a psychiatrist?”

And I was like, I don’t have a family doctor.

They’re like, “Okay, you need to get one.”

And then I didn’t have any resources.

Like, I didn’t have someone to coach me

to find a family doctor, to find a psychiatrist.

They just told me, “You have to find one.”

Standard service delivery models, designed by and

normed for one group (e.g., housed youth with

parental advocates), do not work well for other

groups of people whose lives and experiences

are shaped by drastically different social and cul-

tural conditions. In this example, a universal pol-

icy of providing a maximum of five counseling

sessions and a failure to anticipate and attend to

co-occurring challenges (e.g., problematic sub-

stance use and deteriorating mental health) meant

Sandra received inadequate care. Structural stigma

results from institutional processes that other and

disenfranchise those whose dispositions and mate-

rial circumstances are unlike the imagined service-
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user the process was designed to work for. In sit-

uations where there is a large gap between the

standard model of service delivery and people’s

actual lives and experiences, the outcomes can

be life-threatening. Without an effective referral

to a psychiatrist who is empowered to diagnose

and prescribe pharmaceutical interventions, San-

dra initially sought to navigate their mental health

challenges without professional support. As Sand-

ra’s life became less stable, they lost their housing;

without housing, Sandra’s substance use and men-

tal health challenges increased.

Across our interviews, we found evidence that

the public system’s capacity to address service

needs falls well short of the needs people express.

For example, Olivier, a white francophone, hetero-

sexual, cis-gendered man, explained that his

family doctor prescreened him for ADHD and pre-

scribed Vyvanse, a dextroamphetamine commonly

used to treat this neurodevelopmental disorder, but

she was unable to refer him—in a timely way—to

a psychiatrist for a full assessment through the

public system. When Olivier asked his doctor for

a waitlist update, she advised him it would be

one-to-two years before he would receive a psychi-

atric assessment. She suggested that Olivier secure

the assessment through the private sector, a service

that costs thousands of dollars: “You can’t get

a psychiatric assessment. It’s something that’s

a year to two years wait for the public . . . I asked

several times . . . She put me on a list then they

never called me.”

The suggestion that people supplement the

inadequacies of the publicly funded health care

system via the private system illuminates both

a failure to take seriously the SDoH—that is, the

ways that material circumstances influence

health outcomes—and a normalization of the

downloading of health care to the private system.

Furthermore, if a diagnosis serves as a means of

accessing services, the service pathway is broken

for those who are unable to pay to secure this diag-

nosis. Without a referral to a psychiatrist who can

make a diagnosis, which is connected to a treat-

ment plan, it is extremely difficult to address

one’s mental health symptoms through the pub-

licly funded system. Like Olivier, many people

spoke of year- or months-long waitlists for indi-

vidual or group-based treatment programs. People

also explained that if they missed an appointment,

they would have to start the entire process again.

An expectation that people have a permanent

number where they can be reached for a service

call-back (and where one loses one’s spot “in line”

when communication proves challenging) repre-

sents a further barrier youth encountered. As San-

dra observed, “you have to get on a waiting list. If

they call you and you’re not available for the

meeting, well they come by and then they put

you back on the waiting list.” The obvious gap

between mental health service needs and the

capacity for the public system to effectively

respond to people’s needs shapes youth’s lengthy

and arduous struggles to navigate distress every

day. This absence of appropriate and accessible

services also leads people to adopt coping patterns

(e.g., self-medication), which can exacerbate

existing barriers to service use as well as barriers

to housing stability.

For instance, although it proved challenging

for Olivier to get access to psychiatric services

and treatment, he found it quite simple to get doc-

tors to refill scripts for his ADHD medication, and

he began taking more than the prescribed dosage.

At the time of our interview, Olivier was seeking

treatment for a substance use disorder:

I call her [my doctor] and then they give me

an appointment, but I have a different doc-

tor all the time because she’s never there . . .

I thought it was going to be difficult. [But]

they take anybody; they prescribe every-

thing. Yo, it doesn’t matter. The doctor

sees you got it once, they’ll refill it, it’s

not a problem.

Despite reporting no difficulty accessing

ADHD medication, Olivier was never able to

secure a diagnosis and comprehensive treatment

plan, including a pharmaceutical regime that

includes regular medical monitoring of his phar-

maceutical use. A health care system that is

over-taxed and where securing timely access to

medical appointments often requires one meet

with a walk-in clinic physician who does not

know one’s medical history, creates conditions

where the misuse of pharmaceuticals goes unno-

ticed. The difficulties young people faced securing

access to high-quality and timely health services

was (1) exacerbated by their drug use (in so far

as many intensive mental health treatment pro-

grams required that youth are sober) and (2)

mirrored in their efforts to secure access to

evidence-based treatment for substance use.
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For example, Joelle, a white, cis-gendered,

bilingual francophone woman, describes little dif-

ficulty accessing struggled to find follow-up treat-

ment and outpatient care for an opioid use disorder

after exiting a detoxification program. In what fol-

lows, she recounts her own experiences in detox

and then later trying to participate in support

groups for people who use drugs:

You get all the symptoms of dying, but you

don’t die. It’s awful . . . you’re still sick all

the time, and you’re still so depressed

because your endorphins, what secretes

happiness, you don’t have it anymore, so

you’re super depressed all the time, and

you’re hurt all the time, because your bones

feel like they’re mouldy, and then you’re

just sweaty, you get fevers all the time . .

. Because you feel so sick, like you have

no taste in life after . . . You’re on your

own and like, the only service you get is

like, talking about your addiction, but is

that really helping you? Like, when you’re

clean, hearing about drugs every day,

when you just want to forget about it, like

you’re already sick—like you don’t really

want to hear that. Like, if these groups

were like, I don’t know, like, doing art, or

like, visiting places, like, take your mind

off of your misery for a second, [this would

be better].

Withdrawal made Joelle feel like dying. When she

discovered that the only substance use programs

she could access entailed talking about one’s

addictions, rather than enabling opportunities to

pursue collective projects that “take your mind

off your misery for a second” or reinvigorate

your “taste in life,” Joelle lost hope that she would

ever recover.

Olivier expressed a similar concern about his

own fragile sobriety at the time of our interview

with him, noting what many others also observed,

that detoxification programs, alone, will do little

to support a person to manage a substance use dis-

order, particularly if youth discharge from the pro-

gram into homelessness: “You eat really well. You

are treated really well. But then again, the relapse

rate must be 100 percent. It’s 10 days, everyone

thinks they’ve changed, or you come out and

that’s all. You’re bound to relapse.”

Like Olivier, Benny (a white, bisexual, anglo-

phone man) observed that detox was an

opportunity to “get away” from a situation where

everyone around him was using drugs and recover

from a two-year “speed bender, but recognized

that detox was not going to lead to sobriety”.

Benny had no intention of quitting drugs; rather,

he needed a safe and quiet place to sleep and

gain peace of mind. But in the end he left detox,

dismayed by the program’s religious focus and

staff’s stigmatizing comments.

Everywhere around me, people are on

speed. And a horrible dealer living across

from me and my buddy Todd, and then

our lease ended, so I left. And I went to

detox, just to like, get away. I wasn’t trying

to like, “quit” quit drugs and join some AA

cult. I just wanted some peace of mind in

a new location. And I did get that. Oh my

god, like, my first week at detox I was

just like, in a coma. I slept all the time . . .

And by the second week, I’m up and like,

I’m fit enough to do chores and things, and

be active in the groups . . . But like, counsel-

lors that were there were rather religious,

and they were, you know, I was getting

off-comments . . . like, “Have you ever

sucked dick to get drugs?”

Across our interviews people expressed concerns

that many treatment programs were poorly regu-

lated, poorly aligned with clinical evidence, and

failed to effectively support social and economic

integration upon discharge—that is, if a parent or

friend was not willing or able to provide a person

with housing when they exit treatment, a person

would exit a treatment center into homelessness.

Asked to reflect on the importance of reintegration

programs for people in recovery, Olivier explained

that without a reintegration program, he would be

on the streets because most residential treatment

programs are outside of Montreal, presuppose peo-

ple have a home to return to, and do not include

transitional supports (e.g., support finding work,

re-establishing a social network, and securing

housing) as a necessary intervention component.

Emergency Services, Shelter Use, and
Non-voluntary Hospital Admissions

Unable to secure access to timely, sufficient, and

suitable programs and services, youth (n = 16 of

26) often found themselves navigating a patchwork

of crisis and emergency supports that did little to
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improve their stability. Youth like Varen and Mar-

tin describe spending five or more years of their

lives toggling between emergency shelter and hos-

pital services. Varen, an immigrant from Sri

Lanka, who describes himself as a Tamil and

Hindu man, recalled his first attempt to seek men-

tal health services as a secondary school student.

He walked to a hospital Emergency Department

and told the triage staff, “I’m going to kill myself.”

When Author 2 asked Varen to explain what

happened next, he recalls: “The doctor is like,

‘You don’t have any problem. Just get out of

here’ . . . He’s a doctor. He knows.” But Varen

was struggling with a problem and was eventually

admitted to the hospital against his will:

I have a psychological problem. Yeah, I

was in stress, I got in depression a lot, I

went to the hospital. And, it’s not an easy

thing, you know? Getting injections. Getting

injections and—a lot of things, you know?

Being around psychos, around—because I

don’t have any psycho problems.

I: Right, in like, a psychiatric ward?

P: Yeah, like, oh my god, it’s not easy.

I: . . . are you ever in positions where you’re

not allowed to leave?

P: Yeah, I have to be there for like, 2-3 months

. . . I have bipolar.

At the time of the interview, Varen was staying in

a transitional housing program. He continued to

“walk by [him]self to the hospital” when he felt

suicidal. And he continued to be turned away:

“They’re like, you don’t need this treatment.

And I’m like, ‘Why?’ And they’re like, ‘He’s per-

fect. You have no problems.’” On one hand, Varen

described being turned away from the hospital

because the doctor declared he “had no problems”;

on the other hand, he describes receiving a bipolar

diagnosis, a period of inpatient treatment, and regu-

larly walking to the hospital to receive injections.

VW’s health care history covered a lengthy period

of his emerging adulthood, with his first attempt to

seek mental health care occurring when he was in sec-

ondary school and the interview taking place when he

was 25 years old. It is difficult to assemble the details

of Varen’s story in a linear timeline; indeed, this sec-

tion illuminates a circularity of service use that makes

the relationship between housing precarity and mental

health instability challenging to disentangle.

For Martin, a white, francophone trans-man,

difficulties getting access to services kept him

caught in a destabilizing loop of inaccessibility

for five years. Although he had managed to

receive a psychiatric diagnosis (Borderline Per-

sonality Disorder), he was deemed ineligible for

treatment because of his homelessness and drug

use. The experience made him feel like he was

caught in a fruitless cycle, where he had to prove

he was stabilized to get services but couldn’t sta-

bilize without access to services. Unable to access

consistent, high-quality mental health services,

youth like Martin and Sandra get caught in emer-

gency service loops that further destabilize their

housing and health:

It’s hard to have services at that level—

when you are homeless, whether at the hos-

pital or CLSC [Local Community Service

Centre] level—because most will tell you,

you have to have a home. In any case, for

the BPD [Bipolar Personality Disorder] it

was very long. I have been diagnosed with

BPD for at least five years. And I should

have services in a few months. I’ve been going

around like this for a good five years and

they’re like, “Well, we can’t help you because

you’re not stable.” The fact that I’m not stable,

it’s because of mental health issues, [so] it’s

a bit of an endless cycle.

Instead of receiving consistent psychiatric super-

vision and participating in treatment, Martin has

relied on emergency health services, receiving

pharmaceutical interventions that kept him alive,

but exacerbated the mental health challenges

(self-harm, suicide, dissociation) that brought

him to the hospital in the first place:

I have done all the hospitals in Montreal.

Because there was a time when I got sent

to the hospital at least three times a week

for various reasons. Dissociation, which is

like a kind of mini-psychosis where you

go out of your body, self-harm, suicidal

thoughts . . . but they’re going to give you

medication except without any follow-

up. So, I ended up with a lot of drugs that

didn’t go together at all. Until I go to a hos-

pital and then they tell me “Ah well, basi-

cally your anxiety problem is because you

have been given so much medication, it
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creates stress for your body . . . we gave you

too many sedatives.”

Because Martin was regularly accessing emer-

gency services at several different hospitals, he

was not receiving pharmacologically compatible

interventions, follow-up care, or ongoing monitor-

ing. Without access to consistent and appropriate

treatment, the discontinuous and crisis-based

health care interventions undermined his mental

health, even as they achieved the aim of keeping

him alive.

Unable to secure access to preventative or

responsive mental health care, homeless young

people are also vulnerable to interventions that

undermine their autonomy, such as the use of the

provincial Act Respecting the Protection of Per-

sons whose Mental State Presents a Danger to

Themselves or Others to involuntarily admit

a youth to the hospital. The Act’s preliminary pro-

vision specifies that it compliments:

the provisions of the Civil Code concerning

the confinement in a health and social serv-

ices institution of persons whose mental

state presents a danger to themselves or to

others, and the provisions concerning the

psychiatric assessment carried out to deter-

mine the necessity for such confinement.

(Government of Quebec, n.d., chapter P-

38.001, Preliminary Provision)

Martin’s experience is that shelter staff some-

times used this legal provision as a means of man-

aging a busy homeless shelter by threatening to

initiate a nonvoluntary hospital admission, or

a P-38 process, on behalf of a resident:

Well, in fact, I have—you know, I’ve had

P38s but I often cooperated precisely

because often, I was in an emergency shel-

ter and then I was told “Well, we can’t keep

you. This is not okay.” So I was like,

“Alright well, in the hospital I’m going to

have a place to sleep” . . . I think it should

be a right to actually be told that [a P38 has

been initiated]. Because there are a lot of

situations that I can remember that I have

no idea if it was a P38 or not.

The conflation of the P38 with the shelter eviction

made it difficult for Martin to understand what

was happening or self-advocate. When emergency

shelter staff assessed Martin as posing a danger to

himself or others, they evicted him from the shel-

ter. If Martin refused to leave, they threatened to

initiate the process for temporary involuntary admis-

sion to a hospital for the purposes of psychiatric

examination3 (i.e., the purpose of the provision

afforded by the Act). At this point, Martin would often

go directly to the hospital—hoping to avoid having

the police transport himself there against his will.

Shelter staff are not, themselves, able to mandate an

involuntary admission; they can simply initiate the

process as a person having parental authority or as

a member of a crisis unit, who “considers that the

mental state of the person presents a grave and imme-

diate danger to himself or to others” (Government of

Quebec, n.d., chapter P-38.001, Ch. II, Div. 1, Part 8).

Legally, they may request the police take a young

person against their will to an institution, where a psy-

chiatric evaluation can be made. But if a youth shows

up at the hospital unaccompanied and willingly seek-

ing services, there are no grounds for confinement

under the Act. Hoping to avoid an encounter with

the police and in need of a safe place to sleep, Martin

often voluntarily went to the hospital when staff

threatened to initiate the P38. As such, he was not

admitted to the hospital:

They gave me a P38. And then, they were

looking for me, so I introduced myself to

the hospital and said to myself, “Well, I

have a P38, can I come see the psychiatrist

and just explain that I’m okay?” Then they

kinda took me and said, “Well, we don’t

know what a P38 is.” I was like, “Well,

I’m wanted by the police. It’s like—I’m in

a suicidal emergency . . .” so I just want

to come and explain myself and then have

the psychiatrist see me and then say that I

am ok, that I am no longer wanted. Then

they just didn’t take me in, and then they

went, “We don’t know what this is.”

Because he was not in police custody when he

arrived at the hospital, staff there had little reason

place Martin “under preventive confinement or

temporary confinement for psychiatric exam-

ination,” (Government of Quebec, n.d., chapter

P-38.001, Ch. II, Div. 1, Part 6). The very fact

that Martin arrived at the hospital unaccompanied,

voluntarily seeking psychiatric assessment, under-

mined the use of the Act as a legal provision for
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nonvoluntary confinement. In Martin’s case, these

trips to the emergency room also failed to result in

voluntary admission to either inpatient or outpa-

tient treatment.

This section illuminates a problematic cycle

whereby a lack of access to appropriate health

services undermines young people’s mental and

physical health; deteriorating mental health exac-

erbates housing instability; and, ultimately, home-

lessness and social instability undermine access to

health services, creating the “endless cycle” that

Martin references. We also point to potential pat-

terns of systemic discrimination, whereby youth

are led to believe they are ineligible for treatment

because they are homeless. In the next section, we

focus explicitly on young people’s experiences of

discrimination during health care encounters.

Experiences of Discrimination and
Exclusion in Health Care Settings

As the previous section began to reveal, young

people without stable housing struggle to get

access to appropriate treatment programs, leaving

them dependent on emergency or crisis services.

Martin’s assessment is that people who are home-

less and in mental health distress are less likely to

be admitted to hospital than those with housing.

Instead, they are redirected to crisis services,

which are also unable to accommodate emergency

service requests:

When you are homeless, what I see is that

[medical staff] are going to keep people

[overnight] a lot less frequently because

they are going to really suspect that they’re

looking to have a roof over their head . . .

They will refer you to the crisis service.

Then that is another issue. I applied for cri-

sis services again lately and it didn’t work

out at all. He had to talk to the hospital first.

Basically, it was almost like a two-week

process just to get access to the crisis ser-

vice. That’s the crisis.

Here, Martin hypothesizes that people without

housing are less likely to be admitted to the hospi-

tal when seeking treatment for mental health dis-

tress. He asserts that hospital staff suspect people

are seeking hospital admission in the absence of

appropriate housing resources, and instead choose

to redirect people to crisis services. Martin’s

assertions are shared by other youth we inter-

viewed (n = 8 out of 26) who report experiencing

and observing discrimination in health organiza-

tions. This is a problem because perceptions of

stigma can exacerbate health inequalities (Schmitz

et al. 2020) arising from time spent on the street.

Lucas, a white, straight, (formerly) middle-class,

anarchist punk observes:

We don’t fit in, so a lot of us live super trau-

matic lives, and then we get thrown into

drugs and stuff, and we don’t get good

help because they know we don’t like

them . . . [Health care professionals] don’t

want to help us because we can end this

era [of capitalist oppression], you know?

In addition to young people’s beliefs that they not

being treated fairly, across our interviews, young

people’s accounts suggest that health service

access and delivery processes are set up to system-

atically exclude and thus structurally stigmatize

youth without stable housing (or phone numbers),

Trans* and nonbinary youth, and those who use

drugs.

For example, when their street drug use began

causing blackouts and disturbing dreams, Sandra

requested a supervised bed at a crisis center, so

they could be well-rested for a scheduled medical

appointment to discuss their drug use and sleep

issues. Unfortunately, the crisis center denied

Sandra’s request for a supervised bed, stating

that the only bed available would require Sandra

to share a room with a man:

I call them around eleven o’clock in the

evening and asked, can I come and sleep

at your place because I have an appointment

with a doctor in the morning? . . . And then

they told me, “Listen, there’s a place avail-

able. Just a free bed but I can’t give it to

you.” And I’m like, “Can you explain

why?” And then she tells me it’s because

there’s a guy in the room and we can’t

mix the sexes together. And I’m like “Well,

1., I’m trans, so it doesn’t matter. 2., you

don’t watch the place?” Because she was

like, “We don’t want there to be any rape

cases.” . . . I was like, “But I thought you

were guarding the place. I thought I would

be watched while I was sleeping.” And

then they’re like, “Yeah, but we don’t

have enough staff for that.” So I was like,
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“OK,” I said, “so basically you’ve denied

me medical services because of my gen-

der.” And she was like, “Basically, yeah”

As A. Travers (2018) notes in The Trans

Generation,

All children do gender work, but the gender

work that trans kids do to resist the sex/gen-

der identity assigned to them is particularly

powerful in its ability to make the social

construction and imposition of binary sex

and gender systems more visible. (P. 3)

Although no longer a child, Sandra’s gender work

reveals some of the disabling effects when poverty

and mental illness bump up against an institution-

alized sex and gender binary. In their service

request, Sandra clearly stated their acute need

for overnight supervision, their comfort in sharing

a room with a man, and confirmed that their inel-

igibility for services was as the result of gender

discrimination. They were still denied access to

a bed. Sex-segregated institutional facilities are

key sites for the reproduction of structural stigma,

undermining the safety and self-determined identi-

ties of Trans* youth (In Travers 2018:4). The ser-

vice delivery model was informed by and reprodu-

ces a sex and gender binary and cis-gendered

assumptions about safety and exposure to sexual

violence. Sandra’s experience is emblematic of

the types of exclusionary encounters young people

described observing and participating in across the

health system.

For instance, Olivier observed differential ser-

vice delivery practices (e.g., segregated waiting

rooms) in health care settings, which appear to

be reserved for people who are visibly homeless,

visibly in distress, and/or known to be drug users.

Many other young people we interviewed echoed

Olivier’s observation. People talked about being

ushered into special waiting rooms, segregated

from the general public, and staffed by security

guards or physically removed by security guards

from the hospital premises. Olivier linked his dif-

ferential access to care to his drug use:

When you’re young and using dope, the

hospital is a shitshow. When you go to the

hospital, you’re immediately a “red flag.”

As soon as you say you are a drug user

(or drug addict), whether you’re young or

old or whoever you are, as soon as you

say you’re using, that’s it. It’s in your file

for the rest of your life.

Just like Olivier, other people who used drugs

expressed a concern that honesty about one’s

drug use leads a person to be flagged in the med-

ical system and thus receive compromised care,

including limiting people’s access to pain medica-

tion for surgeries and injuries. Joelle explained,

It’s better not to say it to the doctor that

you’re addicted to heroin, because like,

you know girls that get abortions, they do

like, special treatment for like, girls like

me who use. Like they won’t give you the

same medication as everybody else, so

you actually feel the pain . . . this happened

to one of my best friends, and now she can’t

even have sex because it fucked her up . . .

Or like, my teeth are all fucked up, and they

won’t give me any pain killers.

Similarly, Benny recalls being denied treatment

for a staph infection, noting that when he disclosed

his drug use to staff, they refused to test him for

a staph infection and sent him home:

I had a horrible staph infection, and I went

to the hospital, and I thought because

they’re medical professionals, I should tell

the hospital that hey, these are the drugs I

do. This is why my immune system is really

low. And so I got flagged. I didn’t get trea-

ted for my staph infection until I went back

to a different hospital much later when it

was pretty much healing on its own. I

don’t get painkillers when I go to the den-

tist. You see this? I had horrible abscesses

and half my face rotted out, and they had

to remove it. Guess what I got for it? Tyle-

nol . . . when I tell the doctors that I do

speed, I get very limited fucking healthcare.

Fortunately, I haven’t really broken bones

or anything. But every time I’ve been in

the hospital, I don’t get anything. And I’ll

ask for it and they’ll just be, like, “we can’t”

and they go away . . . [When I had the staph

infection], I actually got berated and made

fun of, not treated, and sent awy from two

different hospitals.

In addition to the stigma people like Benny,

Joelle, and Olivier describe facing as people who
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use drugs, these encounters undermine their timely

access to treatment and ultimately erode young

people’s health. Other Canadian research affirms

people who use drugs face stigma and receive

inadequate pain management when seeking health

care services (Carusone et al. 2019). Olivier

observed that hospital staff were not adequately

prepared to support people who use drugs and

are in crisis:

In hospitals they are theoretically trained to

deal with problematic drug use, but in real-

ity, fuck all dude. They’re really not. In the

emergency room, when there are people

experiencing homelessness, in situations

where they’re using, who become a little

bit verbally violent or whatever, they throw

them out. I don’t have the impression that

they know how to manage crisis situations

at all.

Olivier does not deny that the situations he

has observed are complex and potentially danger-

ous (e.g., a person grabbing a pair of scissors in a

busy emergency department); rather, he expresses

a concern that hospital staff are unequipped to

respond to people who are high, disorderly, ver-

bally aggressive, and/or are unable to sit quietly

and wait their turn. Instead of equipping emer-

gency departments with staff trained in non-

stigmatizing de-escalation and crisis intervention

or creating a system where non-medical mental

health emergencies (for example) are redirected

at the point of triage, people are denied services,

forcibly removed (e.g., by security personnel or

police), and/or discharged to the streets.

The use of private security firms to police

emergency departments was seen as particularly

stigmatizing, escalating, and inappropriate by

youth we interviewed. Interactions with security

guards in health care settings mirror young peo-

ple’s interactions with the police on the streets

and security guards in youth centers and shelters.

As a team, we heard and shared many stories about

police interventions that escalated people’s dis-

tress and contributed to their further marginaliza-

tion and criminalization. Some people described

police interventions that did no harm (e.g., a safe

ride home in a warm patrol car). Others

talked about calling 9-11 after overdosing, only

to have the police lay charges or threaten to lay

charges for the possession of drugs and drug

paraphernalia—a violation of Canada’s Good

Samaritan Drug Overdose Act. Still others

described active harassment (e.g., ticketing, ver-

bal, and physical abuse) by the police on the

streets and in parks, as well as during the imple-

mentation of a P-38 procedure. Criminalizing

interactions with police and security guards over-

lap in problematic ways with exclusionary treat-

ment in health care settings.

In addition to problematic and stigmatizing

interactions with health care providers and secu-

rity staff, homeless youth seeking health care serv-

ices also explained that they were made to wait in

segregated rooms with other homeless people,

drug users, and/or those deemed disorderly. They

reported being discharged to the streets at 4 am,

unsteady and full of medication, administered to

counter-act an overdose. For the youth we inter-

viewed, encounters with the health care system

may have kept them alive, but they were not expe-

rienced as health-promoting in a broader sense.

For instance, after using drugs and crashing his

bike, Olivier waited for more than eight hours at

the hospital to get 64 stitches in his face:

P: I had a big bike accident . . . it was really

a serious emergency, my face was split-

open and nobody was answering me. I was

high, they said in front of me “The individual

is giving us a real speech.” When they say

that you’re giving a big speech, it means

that they think you’re rambling or you’re

talking shit . . . everybody ignored me . . .

they sent me to the floor where it’s the

drug addicts and homeless there. Fuck man,

everybody was shouting. The wait was end-

less. There were people shouting “Need

medicine!” I’ve never seen that. It was

incredible. I’ve never been treated so badly

in my life, man . . . You asked for painkillers,

they wouldn’t give them to you. Even asking

for water, they wouldn’t give it to you . . .

R1: You say there was a floor for homeless peo-

ple and then for other people?

P: Yes, for people more at risk. Yes, they put

you in a corridor there and then we were

maybe around ten beds, twelve beds. Next

to me there was an Inuk man who had his

face smashed in. Then there were some

transgender people on my right. They were

just people who were in a situation

of—people who were in a precarious situa-

tion, so to speak. Then there were three secu-

rity guards. There were several doctors and
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then nurses, but everyone—everyone had

needs and then they screamed or shouted.

And they were never answered.

A quiet place to de-escalate when a person is in

a crisis is one way to reduce the possibility of peo-

ple harming themself or others. But what Olivier

describes above—a description that was echoed

by others in our study and confirmed by a mental

health worker we spoke with—suggests there is an

emergency department for people and another

point of access for people deemed during the tri-

age process to be more at risk. One line of inquiry

for institutional ethnographers is to trace out how

people come to know what they know—that is,

how what we know is socially (including discur-

sively), textually, and institutionally mediated.

Homeless young people come to know they, and

their health, are not public priorities as they seek

to engage public health care processes that Other

them, exclude them, and otherwise do not work

for them. As others have argued, this is a form

of structural stigma (Schmitz et al. 2020).

A triage process that is designed to determine

and rank people’s physical health needs may not

work well for people experiencing mental health

distress (Lahey 2009). Furthermore, if, as the

young people we interviewed suggest, the ranking

of people’s physical health needs is influenced by

social (rather than medical) determinations (e.g.,

apparent homelessness and/or verbal aggression),

the triage process may perpetuate patterns of sys-

temic discrimination in health care settings. Oliv-

ier’s observation that people who use drugs, those

who are homeless, Trans*, Indigenous and/or

experiencing a mental health crisis are lumped

into a special category of service users and placed

in a segregated waiting room is certainly indica-

tive of systemic patterns of exclusion and neglect,

with respect to health care access. Whether Oliv-

ier’s interpretation is born out statistically or not

matters less than the fact that he and other youth

understand their struggles as resulting from dis-

crimination. This shared understanding is shaped

by their experiences trying to use health care serv-

ices that exclude them, dehumanize them, and/or

fail to meet their needs.

Other research (e.g., Arbaud 2021) suggests that

the issues raised in this section are further compli-

cated by language. As this section suggests, mental

health and addictions services for the francophone

majority are difficult to navigate—particularly for

people without access to stable housing and those

who are seeking to address substance use prob-

lems and mental health concerns. For people

who cannot competently communicate in French,

service delivery barriers are considerably more

pronounced. The youth in our study echo

Arbaud’s (2021) findings, suggesting that many

sheltering supports as well as specialized health

and social services for particular groups (e.g.,

Trans* people) were only offered in French. Fur-

thermore, across Montreal, only those health and

social service organizations officially designated

bilingual (e.g., English and French) have an obli-

gation to serve people in both language—and no

organization is obligated to serve people in other

languages with which they are more comfortable

(e.g., Inuktitut). As experiences of discrimination

and lack of access accumulate and as youth share

their experiences with one another, their trust in

public systems and their willingness to partici-

pate in institutionally defined interventions is

eroded.

DISCUSSION AND CONCLUSION

Access to safe and adequate housing is a funda-

mentally health-promoting intervention (Fazel

et al. 2014; Hwang 2001; Tyler et al. 2012). Build-

ing from young people’s descriptions of their

health work, in this article we have sought to iden-

tify specific interinstitutional structures, normative

assumptions, and policy mechanisms that under-

mine people’s work to be well as well as their

efforts to secure stable housing. Our aim was to

add details that flesh out what is known about

the general social processes through which people

experience inequitable access to housing, health-

promoting services, and other SDoH (Jenkinson

et al. 2021).

Our findings illuminate specific ways that

a lack of housing weathers people physically and

emotionally, thus undermining their health. The

findings also show how a lack of sufficient, timely

and appropriate access to health services for young

people and/or family members during childhood

and adolescence also undermined people’s access

to housing (e.g., where untreated substance use

issues in the family prompt a youth to leave

home). Young people’s accounts confirm the

need for resources that address their basic material

needs (e.g., medication, sanitation, food, and hous-

ing), as well as highlighting other things that they

see as health-promoting: nonjudgmental and non-
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stigmatizing service provision; feelings of connec-

tion to others; and a sense of self-efficacy in their

health care interactions. Health care interventions

that institutionalize discrimination (e.g., by reify-

ing binary sex differences or by stigmatizing

homelessness or drug use) may address an imme-

diate physiological need, but often at the expense

of long-term psychological and physical suffering.

People will continue to struggle to meet their

material needs (e.g., lose their housing) when their

mental and physical health is compromised; on the

other hand, a loss of housing compromises peo-

ple’s mental and physical health. Indeed, our

research suggests that an inability to access high-

quality and effective mental health and addictions

treatment can cause a person’s homelessness (e.g.,

when they are unable to maintain employment and

pay rent, get kicked out of school, and/or are asked

to leave family homes). Furthermore, a failure to

include access to safe and appropriate housing as

an integral component of a successful health inter-

vention for young people who are homeless or

housing unstable undermines the efficacy of

what might otherwise be an effective treatment

option (e.g., where a young person exits a rehabil-

itation program to the streets).

When providing mental health care to youth

experiencing homelessness, we need to pursue

housing-led interventions that address clinical

symptoms as well as disrupted support networks,

past trauma, and young people’s potential involve-

ment in multiple intervention systems (Narendorf

2017). Only one youth in our study—a gender-

fluid, Métis person named, Jaide—received hous-

ing supports as part of a mental health treatment

plan. Serving as an effective systems navigator,

a school social worker recognized that Jaide was

experiencing distress and took them to a psychosis

prevention and early intervention program at a uni-

versity hospital. By securing a timely and appro-

priate diagnosis, Jaide was connected to a multidis-

ciplinary intervention for young adults

experiencing a first psychosis. After two months

of intensive inpatient treatment, the program

arranged for Jaide to receive two years of subsi-

dized housing, while they continue to receive out-

patient treatment and stabilize their life. Research

highlights the need for accessible outpatient men-

tal health services that attend to young people’s

concurrent need for safe and adequate housing

(Narendorf 2017). Housing First for Youth, cou-

pled with intensive or assertive case management,

is one model that shows promising results for youth

experiencing homelessness and mental illness

(Kozloff et al. 2016). Our findings align with and

add to existing research recommendations.

In pinpointing the aforementioned points of

failure in young people’s engagements with

health, mental health, and addiction services, our

project team also identified several ways to

improve the delivery and organization of health

services (i.e., points of possibility) so that they

better meet the needs and attend to the experiences

of young people experiencing housing precarity.

They are as follows:

1. Youth autonomy and choice matter. Per-

sonal control mediates the risk of home-

lessness for youth and improves service

utilization (Narendorf 2017).

2. A single point of access, service delivery

context, and treatment model is not

going to work for a differentiated popu-

lation of young people (Wang et al.

2019). Begin with differentiation of

experience and needs as the starting

place, not the afterthought. Ensure that

health intervention designs attend to dif-

ferential values, material circumstances,

needs and desires that reflect Indigenous

identities, gendered, racial, linguistic,

sexual, and social differences (e.g., by

refusing to normalize institutional prac-

tices of sex-segregation in emergency

shelters and health care setting; Travers

2018:165).

3. Ensure people have access to peer navi-

gators and social workers who are

trained in de-escalation, crisis interven-

tion, and anti-oppressive social work

practices that will enable effective refer-

rals to additional stabilizing supports.

Crisis supports should not be delivered

by people who have the capacity to

detain, lay criminal legal charges, or

use force.

4. People also need access to safe, clean,

and non-stigmatizing spaces to de-

escalate when they are experiencing dis-

tress in highly public spaces, such as

hospital emergency departments or ser-

vice organizations.

5. Housing-led mental health and sub-

stance use treatment interventions,
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coupled with coordination of service

delivery and continuity of care, are key

to a person’s ability to navigate what

would otherwise be insurmountable bar-

riers seeking health services.

In order to design and deliver stable and effec-

tive health and mental health supports for youth

experiencing homelessness, it is imperative to

understand how youth actually access, or are

unable to access, the system as it is currently orga-

nized. A failure to prioritize housing as a primary

social determinant of health contributes both to

health inequities and to people’s ongoing struggles

to maintain their housing.

Future research should address a limitation of

this study. We did not interview health care pro-

fessionals who work with young people experienc-

ing homelessness, nor did we observe health care

interactions directly. Future research should seek

to understand how policy and institutional con-

straints faced by service providers also shape the

health care encounters young people describe in

this study. Additionally, many of the recommen-

dations offered at the end of this article are sugges-

tive of interventions that could promote health and

housing stability for youth. Future intervention

design research, employing participatory design

and evaluation strategies, would benefit local

efforts to prevent youth homelessness.
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NOTES

1. Our team is composed of the authors of this article,

including four youth researchers and two professors

(one of whom was a doctoral at the time of data

collection).

2. Because youth could choose which public system they

wanted to discuss in interviews, not every young per-

son chose to speak about their health care histories.

3. Only “an institution operating a local community ser-

vice centre equipped with the necessary facilities or

a hospital centre may be required to place a person

under preventive confinement or temporary confine-

ment for psychiatric examination” (Government of

Quebec, n.d., Part 6).
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