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Abstract 

Despite research suggesting 15-25-year-olds require mental health care, they are 

challenging to reach. Attachment patterns impact adults' narratives, thoughts, beliefs, and 

behavioural expectations. Narrative-type development influences subjective experiences 

and one's willingness to seek help for struggles. Secure attachment predicts narrative 

type and help-seeking. Adverse childhood experiences influence identity and mental 

health help-seeking. Adversity in childhood influences attachment development 

throughout adulthood. The following study examined how narrative types affect mental 

health help-seeking among 19-30-year-olds. Attachment patterns and ACEs were also 

tested for MHHS prediction. One hundred and seventy emerging adults recruited from 

UNB and social media completed mental health help-seeking, attachment, and adverse 

childhood experiences measures. Adverse childhood experiences, narrative types 

(progressive, tragic, or redemptive), and attachment avoidance predicted mental health 

support avoidance. Applications, implications, and future directions are discussed.  

Keywords: emerging adult, narrative, types of narratives, mental health, help-seeking 
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Attachment, Emerging Adult Narratives and Seeking Mental Health 

Care 

Introduction 

For over three decades, researchers have struggled to explain why youth are less 

likely than children or adults to seek mental health treatment (Garland & Zigler, 1994; 

Office of New Brunswick Child and Youth Advocate, 2020). Youth are consistently 

among the most challenging demographics to reach, despite research indicating that 

youth aged 15-30 have a distinct need for mental health resources (Lee & Murphy, 2013; 

Office of New Brunswick Child and Youth Advocate, 2020). Struggles with mental 

health impact every area of life and understanding the experiences of youth can offer 

insight into their mental health needs. The steady decline of the reported mental health of 

Canadian youth has reached alarming lows whereby most youth currently self-report 

struggles with mental illness (Statistics Canada, February 2021). Additionally, the 

number of mood disorders in youth increased from 11% in 2020 to 12% in 2021 

(Statistics Canada, 2022). Males (48.7%) in this age group tend to fare better than their 

female (32%) peers and are less likely to report experiencing suicidal thoughts (19.6% of 

females compared to 15.5% of males; Statistics Canada, February 2021). Notably, the 

prevalence of suicidal ideation in Canadian youth rose from 5% in 2019 to 8% in 2020 

(Liu et al., 2022). This is especially concerning given that suicide is the second leading 

cause of death amongst youth in Canada (Office of the NB Child and Youth Advocate, 

2020). As a result, many parents and advocates have lobbied to improve access to mental 

health services for youth in NB (Brown, 2021; Office of the NB Child and Youth 

Advocate, 2020).  



 

2 

This study evaluated emerging adults' narratives using narrative inquiry 

methodology. Narrative inquiry is a valuable tool for understanding the underlying 

attitudes and beliefs that guide behaviour (Clandinin & Connelly, 2000; Miller, 2011). A 

narrative is an internalized story connecting experiences and events. Narratives facilitate 

the transmission and maintenance of culture and contain thoughts, beliefs, goals, 

attitudes, and values (Granqvist, 2021; McLean et al., 2013; Miller, 2011; Pennbaker & 

Seagal, 1999). The following study examined the link between the narrative types that 

emerging adults develop and their subsequent mental health help-seeking behaviours. 

Furthermore, attachment patterns and adverse childhood experiences (ACEs1) were 

examined for their ability to predict mental health help-seeking (MHHS2).  

Youth and Mental Health 

Youth mental health is a topic of interest in studies exploring relationships 

between general help-seeking (Planey et al., 2019; Rickwood et al., 2005), psychological 

disorders (Planey et al., 2019), resilience-based interventions (Ross et al., 2020), and 

identity development (Kawamoto, 2016; Pennbaker & Seagal., 1999). Rates of self-

reported mental wellness have steadily declined in those aged 15-30. For example, in 

2003, 76% of Canadian youth reported excellent or very good mental health (Statistics 

Canada, February 2021). The report rate dropped to 73% in 2013-2014 and to 56% in 

2019 (Statistics Canada, February 2021). This number increased slightly to 57% in 2020 

(Statistics Canada, September 2021). In 2003, only 4% reported fair or poor mental 

 

 

1 ACEs = Adverse Childhood Experiences 
2 MHHS = Mental Health Help-Seeking 
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health which has increased to 14% in both 2019 and 2020 (Statistics Canada, September 

2021; St. Pierre & Beland, 2004). In 2020, 25% of Canadian youth aged 18-34 reported 

the need for mental health support in the previous year (Statistics Canada, September 

2021). However, this age group was the largest demographic to report seeking mental 

health support unsuccessfully (Statistics Canada, September 2021). Fifty-three percent of 

those who engaged in seeking mental health support, reported feeling their mental health 

needs had been partially unmet or unmet (Statistics Canada, September 2021). In Canada, 

the negative impact of the pandemic on mental health was highest among youth 

(Statistics Canada, September 2021). Youth were the group most likely to report negative 

impacts on their mental health following social distancing implementation, whereas 

seniors were the least likely to do so (Statistics Canada, September 2021). For example, 

during the summer of 2020, only 40% of youth reported very good to excellent mental 

health (Statistics Canada, February 2021). Another report found 42% of Canadian youth 

thought their mental health had deteriorated since the onset of the pandemic (Office of 

the New Brunswick Child and Youth Advocate, 2020).  

Youth struggling with mental health tend to have comorbid mental health and 

substance use conditions/disorders, which lead to negative health outcomes and can 

impact willingness to seek support for their mental health. In 2019, rates of substance 

abuse showed that cannabis and alcohol use was higher amongst youth aged 15-34 than 

in older cohorts (Statistics Canada, February 2021). Individuals reporting fair or poor 

mental health were also more likely to report increases of cannabis and alcohol use 

during the pandemic (i.e., 11.6% and 18.7% reported increased use respectively; 

Statistics Canada, September 2021).  
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People expect a person to seek help or support when they are struggling, yet for 

many youths, this is not the case (Planey et al., 2019). The earlier an individual 

experiences symptoms of mental illness, the less likely they are to seek help; however, 

the longer they wait, the more likely symptom severity will increase, and symptoms will 

be harder to treat (Wang et al., 2007). In Switzerland, only 13% of youth in need of 

mental health services seek them out (Mauerhofer et al., 2009). The US National 

Comorbidity Survey of adolescents (aged 13-18) found that half of the adolescents never 

received services for mental disorders that caused severe impairment (Merikangas et al., 

2011). Of those, less than one in five adolescents received services for eating disorders, 

anxiety, or substance use disorders (Merikangas et al., 2011). Service utilization was 

most prevalently reported in youth experiencing concurrent or severe disorders 

(Merikangas et al., 2011).  

Current preventative measures to improve mental health in children and youth 

focus on resilience-building initiatives and require youths' participation (Khanlou & 

Wray, 2014). Each time youth engage in these programs, these experiences shape their 

view and, subsequently, their narrative about that experience and how it translates to 

other situations. Factors associated with narrative development and MHHS behaviours in 

youth include adverse life experiences (Filetti et al., 2019), satisfaction with life (Diener 

et al., 2017), parental influence (Hagstrom & Forinder, 2019; McLean et al., 2010), 

community involvement (Hasford et al., 2017), and social connection (Lee & Robbins, 

1995). 

MHHS could be considered a prosocial behaviour that promotes community well-

being (Hasford et al., 2017). However, MHHS can be an intimidating and anxiety-
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provoking experience for many youths or emerging adults due to the stigma associated 

with needing help (Community Stakeholder, Personal communication, March 5, 2021). 

Stigma is a commonly reported barrier to seeking mental health support (Corrigan, 2000; 

Hetrick et al., 2017; Mason-Jones et al., 2012). For example, in a systematic review, 92% 

of participants across 53 studies rated social stigma and embarrassment as a primary 

barrier to seeking help (Radez et al., 2021). Stigma is perceiving aspects of an individual 

as bad or unusual and using that perception to make generalized judgments about the 

individual's character (Goffman, 1963). Unsurprisingly internalized stigma about MHHS 

can contribute to feelings of shame and, therefore, hesitancy to seek professional support 

(Courtney & Makinen, 2016; Miller, 2011; Planey et al., 2019; Rickwood et al., 2005). It 

is possible to reduce the stigma by understanding the narrative types that youth have 

regarding MHHS and developing interventions to shift attitudes about MHHS (Miller, 

2011; Rickwood et al., 2005).  

Facilitators of Help-Seeking 

Research suggests several facilitators for seeking mental health support that can 

offset common barriers. Psychoeducation about the MHHS process, improving mental 

health literacy, trust, familiarity, and therapeutic rapport promoted help-seeking 

behaviours (Rickwood et al., 2005, 2015; Stevens et al., 2006). A systematic review 

identified that facilitators to general help-seeking included activities away from unhelpful 

environments, availability of mentors, youth-friendly settings, support group options, 

community-based familiar settings, transport assistance, and provision of housing for 

those experiencing homelessness (Brown et al., 2015). Additionally, youth would benefit 

from opportunities to voice their needs, desired programming, and decision-making 
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involvement (Office of the New Brunswick Child and Youth Advocate, June 2022; May 

2022; Ross et al., 2020). Following this thinking, it will be beneficial to ask emerging 

adults why they either do or do not access mental health care. 

There are four types of MHHS that include instrumental help for direct problem-

solving, tangible support for acquisition of necessities, informational support for 

knowledge and advice, and finally emotional support for reassurance, comfort, and 

emotion regulation (Corrigan, 2000). Support may come from formal (i.e., professionals) 

or informal supports (i.e., family and friends). If youth feel unsupported in their lives, 

they may adopt a negative view of the MHHS process (Rickwood et al., 2005). This 

attitude about MHHS is facilitated in part through developing the individual’s life story, 

otherwise referred to as a narrative. Therefore, positive attitudes about MHHS, positive 

overall well-being and mental health in youth is important for reducing negative health 

outcomes in adulthood.  

Barriers to Mental Health Help-Seeking 

Common barriers to general help-seeking behaviours for youth from early grade 

school to emerging adulthood involve a lack of emotional competence, such as an 

inability to identify, describe, or understand emotions (Brown et al., 2015; Rickwood et 

al., 2005). Often, efforts to exercise autonomy lead to youth self-reliance and reliance on 

their peers for informal emotional support (Hetrick et al., 2017; Lee & Murphy, 2013; 

Norris et al., 2016; Sears, 2020). Their reliance on peers can be problematic as youth 

often cannot recognize when a mental health issue requires professional help (Planey et 

al., 2019). Second, youth may need help finding accessible services (Saunders et al., 

1994; Srebnik et al., 1996). For example, 72.6% of youth in New Brunswick reported 



 

7 

they do not know where to access help in their community (Office of New Brunswick 

Child and Youth Advocate, June 2022).  

Promoting the development of mental health literacy can address these commonly 

reported barriers. Mental health literacy encompasses emotional competence, awareness 

of mental illness, and knowing where to seek help. Individuals without this ability are 

more likely to lack access to sources of help or have been unsuccessful in help-seeking 

previously (Rickwood et al., 2005). Mental health literacy is an essential life skill due to 

growing service gaps (Office of the New Brunswick Child and Youth Advocate, 

September 2021, May 2022, June 2022; Planey et al., 2019; Rickwood et al., 2015; Ross 

et al., 2020). For example, recently identified gaps include long wait times, lack of 

transportation to attend appointments, or delayed referrals to mental health professionals 

and have contributed to youth suicide in New Brunswick (Brown, 2021; Office of the 

New Brunswick Child and Youth Advocate, September 2021, June 2022). Moreover, 

experiencing hopelessness predicts intentions not to seek help in general, which begins a 

cycle known as the help-negation effect (Rickwood et al., 2005). Additionally, attitudes 

relating to general help-seeking, particularly a sense of helplessness or invalidation 

during previous attempts, are predictors of failure to seek future help (Brown et al., 2015; 

Rickwood et al., 2005).  

Adverse Childhood Experiences  

One plausible reason youth may not seek help could be related to the influence of 

ACEs in their lives. Throughout general development, adversity is plausible and likely to 

occur at some point (Mate & Perry, 2022). ACEs, a determinant of health, are events 

occurring in childhood with lasting effects across the lifespan (Filetti et al., 2019; Mate & 



 

8 

Perry, 2022; Matlin et al., 2019). ACEs are painful or distressing to the individual, drain 

coping resources, and may disrupt attachment patterns (Sarma & Thomas, 2020). In their 

initial model of ACEs, Filetti and colleagues (2019) included physical abuse, emotional 

abuse, a mentally ill household member, witnessing domestic violence, a substance-using 

household member, an incarcerated household member, presence of one or no parents in 

the home, and emotional and physical neglect. Taylor and Weems (2009) expanded these 

to include witnessing violence in the community, subjective feelings of discrimination, 

unsafe neighborhoods, living in foster care, and experiences of bullying. These 

experiences and the presence or absence of mitigating influences can result in any 

number of outcomes because resilience may be present in some life areas but not others 

(Weems et al., 2021). What these experiences have in common is that most of them 

involve family members in the home. These experiences leave their mark on the 

individual as they progress into adulthood through developing attachment patterns. As a 

result, ACEs disrupt narrative construction (Bohn & Berntsen, 2008) and hinder 

individuals from seeking mental health support (Lee & Murphy, 2013; Turner et al., 

2020).  

ACEs impact families generationally through the behaviours parents acquire to 

cope with their own ACEs and the parenting practices they learn and continue using 

(Mate & Perry, 2022; Weems et al., 2019). Therefore, parents' behaviour also influences 

narrative development of youth (Weems et al., 2019). Regardless of the best parenting 

practices, youth are likely to experience adversity (Hays-Grudo & Morris, 2020; Mate & 

Perry, 2022). ACEs are strongly associated with behaviours or events related to negative 

health outcomes (Filetti et al., 2019). These outcomes include early initiation of sexual 
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activity, teenage pregnancy, later development of psychopathology, disrupted 

neurocognitive development, disease, disability, and potentially early death (Cronholm et 

al., 2015; Filetti et al., 2019; Weems et al., 2021). Each time the individual experiences 

trauma, beliefs are formed and reinforced by filtering the experience through the existing 

narrative to aid in interpretation and ascribing some meaning to the event (McAdams & 

Jones, 2017). By the time they graduate from high school, emerging adults are often 

capable of assessing their skills for employment and planning for further education or 

training (McAdams 2001b, 2008; Penuel & Wertsch, 1995). They also participate in 

groups and organizations and make decisions about their beliefs, and which causes they 

support (McAdams 2001b, 2008; Penuel & Wertsch, 1995). This review of life objectives 

and beliefs can be challenging for a youth in need of more guidance (Erikson, 1968). 

Adverse Childhood Experiences and Mental Health Help-Seeking 

The effects of ACEs over the lifespan are profoundly concerning, and seeking 

mental health support could enhance the overall quality of life in emerging adults. ACEs 

can deter MHHS or contribute to the lack of awareness of available professional support 

(Mate & Perry, 2022). If youth have supportive adults encouraging MHHS, youth are 

more likely to consider this coping strategy an option (Hays-Grudo et al., 2021). 

However, as new information integrates, negative experiences can impact perceived 

capabilities and self-worth (Hagstrom & Forinder, 2019). Some individuals no longer 

trust adults because adults abuse their trust (Hagstrom & Forinder, 2019; Mate & Perry, 

2022). If ACEs occur at home, parents may be unable to offer healthy support. 

Realistically, the family unit serves as a primary means of support to individuals facing 

adversity (Saltzman et al., 2020); Meaning this could be an important reason for not 
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engaging in MHHS behaviour. Additional barriers to MHHS may include dropping out of 

school to work and help with household bills or the dread of confronting caregivers about 

substance abuse (Hagstrom & Forinder, 2019). Impressions of adults as uncaring and 

reliable (i.e., a negative view of others), together with subjective feelings of 

insignificance, fosters a narrative whereby seeking mental health support may appear 

futile (Hagstrom & Forinder, 2019).  

MHHS is a suitable and desirable coping mechanism for individuals who are 

struggling. However, youth with ACEs may not have positive coping strategies, and they 

will use whatever strategies are available to them. Attempts to cope with ACEs can lead 

to smoking, a greater prevalence of STIs due to risky sexual behaviours, depression, drug 

use, alcoholism, and suicide attempts (Felitti et al., 2019), all of which are behaviours 

associated with unfavorable long-term health effects (Erikson, 1968). Individuals with 

ACEs may be more likely to engage in risky behaviour for the immediate satisfaction of 

needs and reduction of distress experienced (Hays-Grudo & Morris, 2020). Risky 

behaviour is an unhealthy coping mechanism linked to youth's underdeveloped problem-

solving and decision-making brain regions (Filetti et al., 2019; McMahan & Thompson, 

2015). 

Additionally, for every subsequent ACE experience, youth are at risk of suicide 

rates of up to 1220% compared to the general population (Filetti et al., 2019). ACEs 

contribute to 80 percent of youth suicide attempts (Filetti et al., 2019). This finding 

means identifying strategies to mitigate adverse effects of ACEs, such as seeking mental 

health support, critical in improving emerging adults' quality of life. For instance, one 

key strategy is building a supportive social network, which is a primary feature of 
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attachment security (Bowlby, 1969). Another important consideration are the internalized 

views and expectations held within an individual’s narrative or life story.  

The Narrative 

Cognitive scripts are schemas or shortcuts our brain uses to make decisions about 

future experiences faster (Reisberg, 2019). Interpersonal schemas are the internal 

working models or narratives people use to navigate circumstances in efforts to minimize 

harm and distress (Beckes et al., 2015). People are only sometimes aware that they use 

schemas (Reisberg, 2019). In this context, schemas are the stories or narratives that 

express who people are, where they came from, personal conflicts they have encountered, 

and their resolution (Clandinin & Connelly, 2000; Rosenthal, 1993). The act of 

storytelling is a fundamental part of the human experience (Pennbaker & Seagal, 1999) 

and is a theme in identity research (McAdams, 2001a; Rosenthal, 1993). A narrative is a 

conscious cognitive schema formed through event appraisal and reflection (McAdams, 

2008). Narratives provide “explanation, justification, and rationalization” of experiences 

that normalize thoughts and habits necessary to derive meaning from our lives (Mate, 

2022, p.417). Narratives are constructed to develop a sense of the meaning of past events 

by linking them to current events and the present self and are used to predict the 

expectations the individual has for the future (Erikson, 1968; Habermas & Bluck, 2000; 

McAdams, 2001a, 2008; McLean et al., 2010; Pennbaker & Seagal, 1999). Life 

narratives begin with explanatory themes in childhood and evolve through to integration 

of the meaning associated with the experience of a given event (Berntsen & Rubin, 2004; 

McLean et al., 2013; Schnitker et al., 2019). For example, when examining play 
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scenarios of childbirth, Day, and colleagues (2018) found that young females narrated 

experiences related to gender-specific roles of the mother, doctor, and nurses.  

The motives and traits of an individual become internally organized within the 

self through the iterative use of the life narrative. For instance, cognitive abilities to solve 

problems, prioritize importance, and use working memory develop in concert with the 

narrative aiding decision-making (Beckes et al., 2015; Reisberg, 2019; Sarma & Thomas, 

2020). Emotional interpretations of memories shape attitudes and opinions (Reisberg, 

2019). For example, attachment theorists have shown that when children do not have 

someone to nurture their needs and provide comfort, they develop a lack of confidence in 

their caregiver to meet those needs and, subsequently, a preoccupation with getting their 

needs met (Bowlby, 1969, 1982). During the iterative process of integrating new 

experiences into existing narratives in any given life area, the individual learns to express 

and identify with the self (Day et al., 2018; Habermas & de Silveira, 2008; Hammack & 

Cohler, 2011; McLean et al., 2013). An integrated and logically connected narrative is 

associated with a strong sense of self and contributes to well-being (Habermas & de 

Silveira, 2008).  

As emerging adults progress into adulthood, those who have found a sense of 

identity and have gained confidence in their beliefs and chosen causes to support will, in 

turn, gain fidelity (Erikson, 1968). Fidelity is a sense of faithfulness or loyalty to their 

beliefs, allowing them to build a sense of identity amongst the social expectations in their 

environment (Erikson, 1968). Fidelity prevents self-doubt and affords rebellion against 

authorities or societal norms (Erikson, 1968). This developmental progression is evidence 

of well-being and provides the individual with the emotional and social resources 
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necessary to progress to later stages of psychosocial development (Erikson, 1968; 

McAdams et al., 2001b). Narrative development is an iterative process resulting in a 

more coherent sense of identity with each iteration.  

During personality development, narrative progression has three stages 

(McAdams, 1995). Individual traits first become attributed to generic individual 

temperament. Second, personal goals, life objectives, psychological defense mechanisms, 

coping methods, and values develop and integrate into temperament in childhood. The 

narrative, or inner story of self is the third tier. The first two tiers logically connect in an 

expressive language leading to a complete understanding of the inner story of the self. 

Narratives bridge the inner world with the external aiding the connection of self to 

events, thereby supporting a developing integrated sense of self (Hammack & Cohler, 

2011; McLean & Pratt, 2006; Pasupathi et al., 2007).  

Narrative revisions entail reflection, and behaviours, such as journaling, that 

integrate experiences from many life events into a pattern that leads to an individual's 

sense of meaning and purpose (Berntsen & Bohn, 2010; Bohn & Berntsen, 2008; 

Habermas & Bluck, 2000; Soucie et al., 2012). When confronted with negative ideas or 

values on a narrative topic, youth may struggle to integrate their experiences because they 

value the opinions of others in their lives. (Hammack & Cohler, 2011; Hammack et al., 

2009). For example, parents may openly oppose youth experiences or the narrated sense 

of self (i.e., sexuality; Hammack & Cohler, 2011; Hammack et al., 2009). One 

controversial book for parents of adolescent girls named the first chapter referring to 

transgender teens as "The Contagion," suggesting alternative sexual identities to 

heterosexuality are pathological (Shrier, 2020). Titles like this show a cultural view of 
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youth sexuality, and this view leads to LGBT+ youth often facing shame, bullying, and 

exclusion (Hammack & Cohler, 2011; Hammack et al., 2009; Office of the New 

Brunswick Child and Youth Advocate, November 2020, September 2021, May 2022, 

June 2022). Essential adults in young people's lives play a meaningful role in the 

formation of attachment patterns which, in turn, contributes to narrative development. 

The messages received by youth from significant others may influence narratives about 

MHHS and the likelihood that they will access support when needed. 

Narrative content in youth through into adulthood often includes stories of 

resilience (Khanlou & Wray, 2014), adverse childhood experiences (ACEs; Filetti et al., 

2019), secure attachment patterns (Habermas & de Silveira, 2008; Sarma & Thomas, 

2020), and coping strategies (Filetti et al., 2019; Pennbaker & Seagal, 1999). The pattern 

of narrative development is complex and continues to evolve in response to the 

environment (Strand et al., 2019). It is essential to understand the development of 

narrative type alongside attachment patterns because these patterns predict a variety of 

mental illnesses and social struggles (Mikulincer & Shaver, 2016; Strand et al., 2019).  

Narrative Types 

There are three types of narratives: progressive, redemptive, and tragic (Lieblich 

et al., 1998). Progressive narratives involve stories in which the individual's life events 

and attitudes continue forward in a consistently positive or neutral way with minor 

change. Redemptive narratives begin with a negative emotional tone (e.g., sadness or 

fear) and end with a positive tone. In other words, a transformation occurs whereby the 

negative changes to positive. For example, a person may experience something traumatic 

yet still learn to thrive. McAdams (2008) compares redemptive stories to the literary 
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structure of a hero in a novel. The hero faces obstacles but pushes forward with faith and 

hope in their abilities to find success. Redemptive stories can generally be considered 

adaptive; however, they could also be toxic positivity in disguise (Upadhyay et al., 2022). 

Toxic positivity is the tendency to minimize or suppress negative emotions instead of 

working through them to focus on only the positive (Upadhyay et al., 2022). Redemptive 

narrative types demonstrate a psychological capacity to create a positive gain from a 

negative obstacle and are evidence of resilience achieved by the narrator (McAdams & 

Jones, 2017). For example, in emerging adults reporting redemptive stories, 47% were 

also more likely to report psychological well-being and higher self-esteem (McAdams et 

al., 2001b). Specifically, reports of redemption imagery and increased agency were 

associated with well-being in similar studies (McAdams et al., 2001b; McAdams & Guo, 

2015). Finally, tragic narratives have a downward direction or tone. Events or 

experiences are perceived negatively, and the narrative develops toward negative rather 

than positive outcomes. Tragic narratives are positively correlated with suicidality and 

negatively correlated with life satisfaction (Sandage, 2012).  

Narrative Types and Mental Health Help-Seeking 

Narrative theorists explore narrative identity types in three ways (Negele & 

Habermas, 2013). First, understanding how people link the past to the present and predict 

their future based on previous experiences. Second, narratives contribute to the sense of 

continuity of self, parallel to personality development. Third, investigating individual 

views by evaluating how lessons are integrated and how events lead to increases in 

insight contributes to a sense of self-continuity (McLean & Pratt, 2006; Negele & 

Habermas, 2013). In addition, ACES influence narrative development and attachment 
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patterns. However, it should be noted that narrative research has yet to explore the links 

between narrative-type classifications and instances of MHHS. 

By emerging adulthood, positive developmental outcomes typically include 

persistence, hopefulness, goal-directedness, healthy expectations, success orientation, a 

sense of purpose, coherence of self, and anticipation for the future (Damon, 2004). The 

narrative describes the accomplishment of these goals using themes, logic, sentences, 

word choices, and future orientation. Those with supportive adults offering practical 

support when they struggle with identity are likely to have a more positive narrative type 

overall (Hammack et al., 2009). Thereby narratives of those with attachment security 

should have a tone of positivity and redemption. Narrative-type development happens 

interactionally with subjective experiences and can influence or determine one's 

willingness to seek help for their struggles (Bohn & Berntsen, 2013).  

A progressive narrative type involves a steady progression in life. Therefore, 

progressive narrative types may feel less need to engage in MHHS. Conversely, a 

redemptive narrative has ups and downs and encompasses a story of overcoming 

adversity, creating a positive sense of self (Lieblich et al., 1998). MHHS is a positive, 

active coping skill that aims to promote well-being by assisting individuals with 

overcoming adversity and addressing mental health concerns (Srebnik et al., 1996). 

Themes associated with redemptive narrative types include an early life advantage, 

sensitivity to suffering, moral steadfastness, redemptive sequences, and prosocial goals 

(McAdams & Guo, 2015). An example of an early advantage could include being born 

into a family of higher socioeconomic status. Those in lower socioeconomic statuses 

struggle with higher poverty rates, crime, and mental illness (Castillo, 1997). As a result, 
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individuals with advantages early on may have fewer reported ACEs which could result 

in a progressive narrative type.  

Tragic narrative types, however, are distinguished by a sense of hopelessness 

when faced with adversity (Lieblich et al., 1998). MHHS is an adaptive skill when it 

successfully results in the provision of social support meant to assist in overcoming 

adversity and struggles with mental health (Kawamoto, 2016). Tragic narrative types 

have strong relationships to struggles with mental illness that result in suicidality 

(Sandage, 2012), indicating either a lack of MHHS or perceived inadequacy of the help 

sought and acquired. 

A lack of life experience may lead those with an unstable sense of self to rely 

more on semantic knowledge about the possible personal outcomes of future events such 

as MHHS (Bohn & Berntsen, 2013). In other words, individuals with prior experience in 

seeking mental health support are more likely to base their future expectations of MHHS 

on the outcomes of those past experiences, in contrast to individuals who have not 

engaged in such behaviours before (Bohn & Berntsen, 2013). MHHS assists in resolving 

the problem identified and related emotions associated with the process (Planey et al., 

2019; Rickwood et al., 2005). The development of the resulting narrative necessitates an 

assessment of the problem, its perceived impact on the individual, and knowledge of the 

options available to address the identified problem (Rickwood et al., 2005). The appraisal 

or assessment must then be translated into language by sharing with others about their 

experience (Rickwood et al., 2005). When seeking out another for support, the lack of 

available help may inhibit successful help-seeking. Unavailability of support can 
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contribute to the unwillingness to engage in MHHS and disclose the problem to the 

source of support (Rickwood et al., 2005). 

Embodied Attachment Theory of Development  

MHHS is a behaviour that requires the capacity for social connection, which as 

noted can be disrupted by ACEs (Brown et al., 2015). Attachment theory provides a 

framework of reference to better understand individual narratives and why some 

emerging adults may be more inclined to engage in MHHS than others. Attachment 

patterns have been linked with MHHS (Sandage, 2012), ACEs (Brown et al., 2015), and 

narrative development (Habermas & de Silveira, 2008). Emerging adults have four 

attachment styles (Bartholomew & Horowitz, 1991). Securely attached individuals enjoy 

closeness and autonomy where they have positive views of self and others. The 

preoccupied individual views themselves positively but others negatively, making 

relationships unstable. Dismissive individuals see themselves positively but others 

negatively and avoid personal interactions. Finally, fearfully attached individuals avoid 

close interactions and hold negative self- and other views. Attachment insecurity groups 

the preoccupied, dismissive, and anxious attachment tendencies (Fraley et al., 2015). 

Attachment patterns develop due to social interactions with caregivers and other 

significant adults (Mikulincer & Shaver, 2016). Furthermore, attachment motivates 

behaviours that promote well-being and survival (Bowlby 1962, 1982). Attachment 

security can be earned through overcoming adversity which, for many, will result in a 

redemptive narrative type (McAdams, 2008). A redemptive narrative features 

overcoming adversity and turning the negative into a positive (McAdams, 2008). 

Conversely, experiencing negative events that erode attachment security can lead to 
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attachment insecurity and a possible tragic narrative type (Sandage, 2012). A tragic 

narrative features an inability to overcome adversity resulting in the reinforcement of 

negative emotions like helplessness (McAdams, 2008). Experiencing adverse events in 

childhood can disrupt the development of attachment security (Sarma & Thomas, 2020).  

Consistent child-caregiver interactions build attachment security (Ainsworth et al., 1978). 

When their caregiver is physically and emotionally available, the child feels safe and 

secure (Ainsworth et al., 1978). However, inconsistent caregiver attentiveness leads to 

attachment insecurity and mistrust in caregivers (Ainsworth et al., 1978; Bowlby, 1969, 

1982). ACEs in the family produce inconsistent caregiver behaviours, subsequently 

affecting attachment security (Mate & Perry, 2022; Sarma & Thomas, 2020; Weems et 

al., 2019). Notably, caregiver responsiveness causes neurological and physiological 

changes contributing to memory consolidation in children that sustain stable attachment 

patterns into adulthood (Ainsworth, 1982, 1989; Beckes et al., 2015).  

Attachment theory suggests that caregivers respond to infant cues and vice versa 

to create a bond (Bowlby, 1969, 1982). Caregivers' responsiveness to infant cues 

contributes to developing cognitive frameworks or internal working models (Bowlby, 

1969, 1982; De Wolff & van Ijzendoorn, 1997). Bowlby believed that consolidating the 

working model into memory was crucial to attachment patterns and their resistance to 

change over the lifespan (1969, 1982). Subconscious internal working models are 

triggered by environmental cues such as the perceived emotional state of others and 

impact metabolic resources, emotion regulation and social expectations (Beckes et al., 

2015). Internal working models of self and others form the consciously constructed 

baseline narrative (Bartholomew & Shaver, 1998; Bowlby, 1969, 1982). Caregiver 
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responses reinforce relationship-based cognitive schemas through embodied neurological 

and physiological processes (Ainsworth, 1982, 1989; Beckes et al., 2015; Bowlby, 1969, 

1982).  

Attachment security is correlated with subjective well-being (Calvo et al., 2020; 

Mikulincer & Shaver, 2016; Rholes & Simpson, 2004), general help-seeking (Bachman 

& Bippus, 2005; Carr & Wilder, 2016; Guerrero & Jones, 2005), positive and supportive 

social networks (Bowlby, 1969; Guerrero & Jones, 2005; Mikulincer & Shaver, 2016), 

and neuro-cognitive structural and functional differences across cultures in youth (Beckes 

et al., 2015; Buckheim et al., 2017; Fitter et al., 2022; Heckendorf et al., 2016; Sarma & 

Tomas, 2020; Webb, 2021). By contrast, attachment insecurity increases emotional 

vulnerability (Webb, 2021). Insecurity is further exacerbated by emotional sensitivity, 

reactivity, and slow returns to baseline, which are associated with several personality 

disorders (Webb, 2021). Emotional reactivity occurs when a child cannot find comfort or 

protection (Bartholomew & Horowitz, 1991; Khalil et al., 2022). Failure to find comfort 

leads to preoccupation with social cues and over-reliance on others for comfort rather 

than learning to self-soothe (Khalil et al., 2022).  

A hybrid embodied attachment theory examines environmental effects on 

neurological and physiological systems relative to cognitive and attachment pattern 

development (Beckes et al., 2015). Embodied approaches assert that interaction between 

information in the environment, sensory experiences, body features, and opportunities for 

behaviour serve to inform the process of attachment better than cognitive working models 

alone (Beckes et al., 2015). Embodied theories expand traditional attachment theory to 

integrate social elements of relationships beyond cognitive scripts by accounting for the 
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neurobiological processes of attachment (Beckes et al., 2015). Conscious cognitive 

scripts or mental representations thus form because of interactions between the brain, 

body, and environment (Beckes et al., 2015). The environment includes family 

composition, location, urban vs. rural community, individual vs. communal culture, 

cultural expectations, values, and beliefs. Cognitions adapt to environmental conditions, 

and bodily states serve as the mechanism of embodied attachment (Beckes et al., 2015).  

Caregivers teach the child to identify others' desires or mental states and predict 

their behaviour within that environment (Heckendorf et al., 2016). This knowledge 

guides and comprises the attitudes, ideas, beliefs, and perceptions of appropriate 

behaviour held within the narrative (Granqvist, 2021). Furthermore, attachment 

influences the metabolic resources and brain development necessary for successful 

relationships (Beckes et al., 2015). Thus, caregiver sensitivity improves mental health 

and coping because attachment drives environmental survival behaviour arising from 

distress (Granqvist, 2021; Mikulincer & Shaver, 2016). A subconscious internal working 

model attributing comfort-seeking behaviours to unpredictable responsiveness, 

hyperactivates physiological systems, and drives proximity-seeking behaviours (Beckes 

et al., 2015). Conversely, physiological processes may defensively deactivate to prevent 

unsuccessful proximity-seeking (Beckes et al., 2015).  

Attachment affects neurotransmitters and brain structures that govern emotions 

(i.e., serotonin; Buchheim et al., 2017; Fitter et al., 2022). For survival, attachment 

insecurity reactively increases amygdala activity (Beckes et al., 2015; Buchheim et al., 

2017). These findings show that neurotransmitter pathways develop to match attachment 

patterns, lowering serotonin levels as attachment insecurity increases (Buchheim et al., 
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2017). Attachment insecurity also affects several psychopathologies including depression 

(Buchheim et al., 2017; Webb, 2021). Thus, mental illness may impair executive 

functioning and maturity benchmarks like MHHS (Buchheim et al., 2017; Hammack & 

Cohler, 2011). Attachment insecurity makes a person feel unprepared to manage stress or 

solve problems, and they tend to blame unpleasant events on self-deficit (Moreira & 

Rodrigues Maia, 2021). 

Perception of self-deficit becomes a theme in narrative content (Moreira & 

Rodrigues Maia, 2021). Narratives consist of memories associated with individual 

identity consistently revised in context with social experiences (Pasupathi & MacLean, 

2013). The narrative becomes a mechanism of conscious identity development (Pasupathi 

& MacLean, 2013), through which attachment internal working models create a 

subconscious base narrative (Negele & Habermas, 2013). Both rely on memory, past 

experiences, the development of language, and information processing, to anticipate 

future expectations of themselves. This form of embodiment contributes to the resulting 

narrative type the individual forms about the self and others. 

Embodied Attachment and Mental Health Help-Seeking 

Social support is a maintenance mechanism of attachment security in adulthood, 

and attachment security positively correlates with active MHHS behaviours (Guerreros & 

Jones, 2005). Attachment security can be earned in relational contexts, and reduces 

internalized and observable behaviour, such as maladaptive coping, which strains bodily, 

psychological, and social domains (Hays-Grudo et al., 2021). There is an interplay 

between the attachment system, social interactions, and the resulting narratives that will 
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either foster protective development, promote MHHS or facilitate the likelihood of 

increased risk for psychopathology (Hays-Grudo et al., 2021).  

Those with better resilience and positive coping abilities connected to attachment 

security, such as MHHS, embody secure attachment (Mikulincer & Shaver, 2016; Rholes 

& Simpson, 2004). When exposed to attachment-related stress, securely and avoidantly 

attached adolescents showed more heart-rate variability from baseline (Gander et al., 

2022). Secure adolescents recover faster than avoidant adolescents, implying that 

avoidants may adapt coping strategies to avoid stressful circumstances but still struggle to 

manage their emotions. However, there was no statistically significant difference in 

heart-rate variability among anxious-attached adolescents, possibly due to the tendency to 

exaggerate distress cues in proximity-seeking interactions (Gander et al., 2022). 

Many seek informal support before professional help (Rickwood et al., 2005). 

Avoidantly attached individuals are more likely to manage alone because they fear 

rejection and connection (Bachman & Bippus, 2005; Guerrero & Jones, 2005; Mikulincer 

& Shaver, 2016). In addition, attachment insecurity increases the likelihood of anxiety, 

depression, and negative coping skills and of holding negative social attributions 

(Thomson & Jaque, 2017). MHHS improves outcomes by actively seeking support from 

others (Rickwood et al., 2005). Simultaneously, interpersonal skills formed in tandem 

with attachment patterns are required to enable MHHS from others (Mikulincer & 

Shaver, 2016).  

When an infant's needs are unmet, their attachment system activates, and they 

behave in an attempt to find comfort or protection (Bowlby, 1962, 1982). Ignoring 

symptoms of mental illness can increase emotion dysregulation, and everyday 
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functioning (e.g., social or communication skills) can decline, which is related to 

increases in suicidality (Chovil, 2004; Hetrick et al., 2017). These disparities are critical, 

considering that adolescents and emerging adults tend to have poor mental health service 

engagement (Hetrick et al., 2017).  

Another barrier to seeking mental health support related to stigma and attachment 

concerns a lack of social connection (Chovil, 2004; Thakur & Jain, 2020). Social 

connection, an outcome of secure attachment, is known to reduce the risk of anxiety, 

depression, substance abuse, or other symptoms of various psychopathologies (Mate, 

2008; Thakur & Jain, 2020). Furthermore, youth with low self-esteem, and self-worth, 

that belong to an ethnic minority, live in a family with low income, or have a death in the 

family have a heightened risk of developing post-traumatic stress or suicidality (Kun et 

al., 2009; Thakur & Jain, 2020). Most of the literature reviewed involved clinical or 

undergraduate samples, not the larger community. Therefore, it is crucial to understand 

why emerging adults in community settings choose not to engage in MHHS when they 

may need it most.  

Attachment, Narrative Type, ACEs, and Mental Health Help-Seeking 

Attachment patterns become embodied and influence social and physiological 

changes in identity development (Carr & Wilder, 2016; Fitter et al., 2022). A mother's 

attachment representations based on her subjective experiences are associated with 

biological changes in the child’s brain structure (Fitter et al., 2022). This change in brain 

structure impacts the child's ability to regulate emotions in concert with their developing 

attachment systems (Fitter et al., 2022). For instance, biological responses to emotions 

happen following the experience of thoughts and beliefs (Beckes et al., 2015). The 
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resulting behaviours influence the body's subsequent perception of physical or 

psychological threats (Lux et al., 2021). Attachment patterns are embodied through this 

biological reaction during times of distress yet are not active during calm times (Beckes 

et al., 2015). These physiological responses of both mother and child underlie the 

motivation for behaviour to the extent that they influence emotions that might cyclically 

elicit thoughts, beliefs, and behaviour (Lux et al., 2021). Some attitudes and beliefs 

correlate with resilient behaviours like MHHS (Beckes et al., 2015; Lux et al., 2021). For 

example, youth that have positive social supports tend to voluntarily seek support 

because they are likely to have been successful in general help-seeking previously 

(Rickwood et al., 2005). The LGBT community's perception of negative judgements 

from others would also serve as an example of beliefs that would limit the likelihood of 

MHHS (Hammack & Cohler, 2011). Attitudes and beliefs promote social learning and 

attachment patterns through the developing narrative (Beckes et al., 2015; Lux et al., 

2021). Therefore, attachment security should contribute to MHHS and the contents of 

individual narratives.  

ACEs have long-lasting effects on youth attachment orientations and willingness 

to engage in MHHS behaviours in youth (Larose & Bernier, 2001; Patel & MacKenzie, 

2017). Instances of household dysfunction and sexual, physical, or emotional abuse can 

result in distrust of caregivers (Hagstrom & Forinder, 2019). Distrust in caregivers is also 

likely to contribute to a lack of trust in the process of seeking mental health support 

through attachment patterns (Hagstrom & Forinder, 2019). Following instances of 

traumatic experiences, individuals may incorporate beliefs such as "I am weak or 

incompetent," "the world is dangerous," or "it is my fault this happened" into their 
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narrative (Arikan et al., 2016). Reduced willingness to engage in MHHS behaviours due 

to a lack of trust in the process is associated with decreases in positive treatment 

outcomes following each subsequent ACE event (Thomson & Jaque, 2017). The 

experience of adversity can result in the pursuit of more social support for mental health 

struggles, though that support is most likely from friends or family members (Thomson & 

Jaque, 2017; Sears, 2020). Therefore, ACEs contribute to attachment insecurity and, in 

turn, will predict MHHS.  

Caregiver sensitivity fosters attachment security (i.e., availability and 

responsiveness), whereby individuals learn emotion regulation and positive coping skills 

such as comfort in help-seeking (Bowlby, 1969, 1982; Dobson et al., 2022). Attachment 

security is strongly associated with positive social outcomes and more time spent 

reflecting on positive experiences, which leads to a more positive sense of self and others 

(Kawamoto, 2016). Narratives of securely attached individuals should thus also show 

more logical connection, and integration of MHHS events owing to more energy spent 

reflecting on their experiences. If emerging adults with attachment insecurity believe 

others are unable to help them, their narrative about MHHS would contain notions of 

futility concerning seeking mental health support. According to the evidence, attachment 

insecurity predicts psychopathology and a higher need for mental health support, but it 

does not predict MHHS behaviour specifically (Mikulincer & Shaver, 2012; Thomson & 

Jaque, 2017). Attachment insecurity relates to a lack of a consistent sense of self in their 

environment and personal feelings of worthlessness, hopelessness, unstable self-esteem, 

and distrust of others (Mikulincer & Shaver, 2012). Furthermore, attachment anxiety is 

directly related to low self-esteem and to imagining future events as negative (Goodall, 
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2015). These same features characterize negative elements within the contents of a 

redemptive narrative (Lieblich et al., 1998). 

Redemptive stories feature overcoming obstacles and end positively (Lieblich et 

al., 1998). Similarly, having a sense of confidence in one's ability to overcome 

challenges, or having self-efficacy, is related to attachment security and capabilities to 

cope positively with adversity (Bender & Ingram, 2018; Carr & Wilder, 2016). Positive 

experiences influence positive development, whereas negative experiences affect identity 

development negatively because people tend to choose social environments that match 

the tone of their internal temperament (Kawamoto, 2016; Thomson & Jaque, 2017). 

However, repressing negative emotions to attempt a positive adaptation is toxic 

(Upadhyay et al., 2022). Consistent experience of positive or negative events both 

linearly and progressively characterize a progressive narrative (Lieblich et al., 1998). 

Attachment security moderates the influence that life experiences will have on 

personality development and, thus, narrative development (Garland & Zigler, 1994; 

Kawamoto, 2016). In addition, characteristics used to describe the self, implies the 

integration of experience into the narrative (Garland & Zigler, 1994). A childhood 

environment free of ACEs is categorized in a progressive narrative type. Therefore, they 

are less likely to sense the need for support because they do not perceive hardship. When 

anticipated negative events occur, they reinforce negative views of seeking mental health 

support (Kawamoto, 2016). This is best explained through behavioural conditioning (see 

Martin & Pear, 2019, for information about behavioural conditioning). This attitude 

surrounding MHHS should be found in tragic narrative types, wherein previous 

experiences, or a lack of access to services leads to a sense of pointlessness in seeking 
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mental health support. Attachment insecurity is strongly associated with high sensitivity 

to and the amplification of negative experiences, such as perceptions of being judged by 

others negatively (Carr & Wilder, 2016; Kawamoto, 2016; Thomson & Jaque, 2017). 

These negative beliefs and attitudes could develop as barriers to seeking mental health 

support. 

Furthermore, intense efforts to deactivate the attachment system by avoiding 

social connections and, thereby, avoiding emotional vulnerability characterize attachment 

avoidance (Bender & Ingram, 2018). Avoiding emotional vulnerability can lead to an 

inflated sense of security whereby the individual is confident yet internally experiences 

unresolved distress that diminishes their coping abilities when experiencing adverse 

experiences (Mikulincer & Shaver, 2012). On the other hand, perceptions of personal 

worthlessness, inabilities to cope with adversity, and an unstable sense of self 

characterize a tragic narrative type (Lieblich et al., 1998). Therefore, a tragic narrative 

characterizes individuals with little hope for redemption from ACEs because they lack 

trust in seeking mental health support from others (Halpern et al., 2012). Similarly, 

attachment insecurity would relate to a story containing futility in seeking mental health 

support due to a lack of confidence in caregivers to meet their needs comprising a tragic 

or negatively progressing narrative type. The same is true of positive experiences that 

reinforce traits such as self-efficacy and a greater trust in the MHHS process (Kawamoto, 

2016). Previous studies have examined how narratives develop (Day et al., 2018; 

McAdams, 2001a, 2008, 2015), how they progress to a more mature continuous way of 

identifying the self (Habermas & Bluck, 2000; Habermas & de Silveira, 2008; McLean et 

al., 2010; McLean & Pratt, 2006), and how those continuity differences are represented in 
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at-risk populations using case studies (Hagstrom & Forinder, 2019; Hammack & Cohler, 

2011; McLean et al., 2013; Sandage, 2012).  

Current Study 

The primary purpose of this study was to determine the narrative type of 

emerging adults relating to willingness to engage in MHHS. MHHS is a positive coping 

skill and an intervention influenced by attachment pattern (Kawamoto, 2016). The 

consequence of ACEs might include struggles with achieving or maintaining mental 

health and unwillingness to engage in MHHS. Recovery from trauma associated with 

ACEs requires empowerment (Altmaier, 2017). Empowerment includes having a sense of 

self-efficacy and faith in one's ability to seek support when needed. In other words, 

MHHS is a positive active coping skill required for sustainable recovery from ACEs' 

effects on development (Rickwood et al., 2015).  

Redemptive, progressive, or tragic narrative types develop subjectively 

(McAdams, 2008). Therefore, thematically analyzing the language and emotional content 

of the narrated experiences written by participants about their experiences of MHHS will 

afford a broader understanding of how they develop alongside attachment patterns 

(Sandage, 2012). Very little literature describes the relationship between narrative type 

and willingness to engage in MHHS behaviours. This study examined the narrative-type 

of participants by identifying general themes, attitudes, beliefs, and emotional tones from 

the narrative excerpts they provide. The knowledge obtained could potentially inform 

future interventions aimed at improving service engagement.  

The current study incorporated written experiences about MHHS from emerging 

adults' perspectives. Given that emerging adults have had few opportunities to describe 
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their experiences with seeking mental health support specifically in previous studies, this 

study design addressed this limitation. Narratives are a valuable tool for understanding 

attitudes and behaviours, providing insight through personality traits described, strengths 

or weaknesses discussed, the setting of the event, and social context given by participants 

through written passages (McAdams, 1995; Miller, 2011). The meaning and beliefs 

attributed to an event are evident in the type of narrative that emerging adults develop 

(McAdams, 2001b, 2008). Additionally, this study aimed to investigate the relationship 

between attachment patterns and narrative type, which adds to the growing body of 

empirical narrative literature. Attachment security may be one explanation for the ability 

to frame ACEs positively within the narrative type developed by emerging adults (Felitti 

et al., 2019; Miller, 2011).  

Furthermore, most research involves clinical or undergraduate samples limiting 

the overall understanding and generalizability of the findings in terms of general help-

seeking. While this study sampled undergraduates, recruitment also occurred via social 

media within the larger community to address previous sampling limitations. This 

method helped engage those of sub-clinical and community populations through snowball 

sampling. None of the studies reviewed involved narratives relating to MHHS 

specifically. Weems et al.'s (2019) previous work noted that neurological effects on youth 

samples focused exclusively on exposure to traumatic stressors or childhood 

maltreatment. This study examined this from a slightly different perspective. Many 

experiences of ACEs' clinical outcomes on physical and psychological well-being 

overlap with the barriers and facilitators to help-seeking behaviours identified in the 

literature. The current study examined the relationship between ACEs and how they 
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relate to the narrative types developed by emerging adults. Additionally, this study aimed 

to determine what role attachment patterns play in narrative development and in 

prediction of MHHS. 

Hypotheses 

Based on the literature reviewed, the following hypotheses were generated: 

1. ACEs would be positively correlated with attachment anxiety and avoidance.  

2. ACEs would be negatively correlated with intentions to seek help. 

3. Narrative type would predict MHHS of emerging adults. It was expected that those 

with redemptive narratives would be more likely to engage in MHHS than those with a 

tragic narrative type. Those with a progressive narrative type were expected to be less 

likely to MHHS due to either having never felt a need to do so. 

4. Narrative type would predict attachment. Based on existing research, it was expected 

that those with redemptive narratives would have a more secure attachment (less 

avoidance and anxiety). It was unknown what attachment pattern those with progressive 

narrative types might have. Those with tragic narratives were expected to report greater 

anxious or avoidant attachment.  

5. ACEs would differ by narrative type. Those with redemptive and tragic narrative types 

would report greater levels of ACEs compared to those with a progressive narrative type. 

6. Narrative type, ACES, and attachment would predict MHHS. 
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Method 

Participants 

For the current study, English-speaking participants ages 19-30 were recruited 

online via SONA and social media (see Appendices A and B). Other studies looking at 

emerging adults have age ranges that vary from 18-22 (DiTommaso et al., 2003), 18-25 

(Lippold et al., 2024; Walker et al., 2024), and 18-35 (Robinson et al., 2024). The 19-30 

age range was selected because it accounts for the age of majority in New Brunswick 

(19) and will be comparable with Statistics Canada’s age range for youth which is most 

commonly presented as ages 15-30 (Statistics Canada February 2021, September 2021). 

SONA is an online recruitment platform whereby students can engage in a list of 

available studies at the University of New Brunswick. An ad was also posted on the 

social media platform Facebook (www.facebook.com) to recruit emerging adults 19-30. 

Participants recruited through social media may be from differing regions, or healthcare 

systems which could influence their MHHS behaviours and experiences. Despite this, 

geographical location is not being examined to allow for exploratory efforts to understand 

connections between narratives and MHHS. A power analysis was performed to identify 

the minimum sample size required for the regression analyses (GPower 3.1.9.7; Faul et 

al., 2007, 2009). A minimum of 98 participants was required, assuming a medium effect 

size (f 2 = 0.15, α = 0.05, power = 0.80).  

A final sample of one-hundred and seventy participants were included in this 

study. Descriptive statistics for the demographics of the sample can be seen in Table 1. 

Participants’ mean age was 22.3 (SD = 3.243). There were 53 participants who identified 

as male, 110 that identified as female, 5 identified as non-binary, 1 identified as 
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transgender male, and 1 preferred not to say. The majority of the sample (72.9%) 

identified as heterosexual.  

Measures 

Emerging Adult Mental Health Narrative Questionnaire  

The Emerging Adult Mental Health Narrative Questionnaire (see Appendix C) 

was semi-structured and consisted of six items. Items included demographic information 

such as age, gender, and sexual orientation. There was also a two-part qualitative 

question. It asks participants to first describe an experience they have had with MHHS 

and then provide a brief explanation for why they may not have sought help if it was 

needed.  Participants were asked to provide roughly half a page to two pages. The 

qualitative data collected allowed for the determination of narrative type (Lieblich et al., 

1998; McAdams, 2008). Transcripts were analyzed to identify themes, objectives, 

conflicts or obstacles, strategies to manage them, attitudes, expressions of identity, 

perceptions, values, connections made between events, thoughts and feelings, and 

attributions made to the experience of MHHS (Braun & Clarke, 2019; DeCuir-Gunby et 

al., 2011; Nowell et al., 2017; Onwuegbuzie et al., 2016). 

Narrative Type and Experiences of MHHS 

To assess narrative type and develop the coding manual, transcripts were subject 

to an iterative process of analysis until sufficient data was achieved to account for any 

discrepancies (Malterud et al 2016). In other words, analysis was conducted in iterations 

until no new codes or themes were identified (Leese et al., 2021). Efforts to minimize the 

subjectivity of this type of analysis indicated qualitative codes are likely to reach the goal 

of sufficiency within 10-36 transcripts (Guest et al., 2016; Hennink et al., 2019; Malterud 
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et al 2016; Sim et al., 2018). Thus, a randomly selected sub-sample of 10-30 narratives 

was used to develop the coding manual (Hennink et al., 2019; Sim et al., 2018). Coding 

of narrative type was completed by the author and a fellow graduate student with interest 

in the study topic. The coding manual was developed alongside the research questions 

and was data-driven (DeCuir-Gunby et al., 2011). Codes were developed using Saldana’s 

(2021) method of dramaturgical coding which specifically aims to describe inter- and 

intrapersonal participant experiences and additionally addressed questions relating to 

experiences of MHHS. Definition of the progressive narrative type was refined to ensure 

rater clarity. Progressive narratives were simplified to represent consistently neutral or 

positive life stories or attitudes with minor change. This process repeated until inter-rater 

agreement of 24 ratings reached k = .82. An objective third rater was consulted to reach 

%100 agreement for 6 narratives. Each theme code had an example, a definition, 

inclusion, and exclusion criteria, which evolved and became more refined with each 

iterative review of transcripts (DeCuir-Gunby et al., 2011). Transcripts were further 

evaluated by assigning codes to the beginning and ending emotional tones of narratives to 

determine narrative type.  

Coding on a 5-point scale of the emotional tone of the beginning and the end of a 

narrative established categorization of narrative types (i.e., progressive, redemptive, 

tragic; Berntsen & Bohn, 2010; Lieblich et al., 1998; McAdams et al., 2001b). An 

extremely negative beginning/ ending was coded as ‘1,’ a very unhappy story was coded 

as ‘2,’ a slightly negative beginning/ending/generally unhappy story, or a mixed/neutral 

or indeterminate beginning/ending with a neither happy nor unhappy nor both stories 

coded as ‘3.’ A positive beginning/ending, generally happy story, was coded as ‘4,’ and a 
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very positive beginning/ending, extremely happy stories coded as ‘5.’ Inter-rater 

reliability was good for coding emotional tone at .84 (McAdams et al., 2001b). Once each 

transcript was coded for emotional tone of the beginning and ending, transcripts were 

assigned narrative codes for statistical analysis. For this study, inter-rater agreement was 

acceptable with a weighted kappa value of .80. 

To be diligent in avoiding as much researcher bias as possible, a mixed methods 

approach was considered most appropriate in addition to assessing inter-rater reliability. 

Quantitative measures of ACEs, attachment, and MHHS assisted with drawing 

conclusions about narrative type that were grounded in the literature and theory that 

informed the research questions being explored. The qualitative portion of the study was 

critical in examining participants’ narratives, and also provided an opportunity for 

emerging adults to express their experiences about MHHS in a meaningful way.  

General Help-Seeking Scale 

Mental health help-seeking intentions were assessed using the General Help-

Seeking Scale (GHHS; Wilson et al., 2005a, 2005b; see Appendix D), which includes 14 

items assessing past, current, and future intentions to seek help. Items were rated on a 7-

point Likert scale. The GHHS measured future intentions to seek help, past experiences 

with seeking help and perceived helpfulness of past help-seeking experiences (Rickwood 

et al., 2005). Higher scores indicate a greater likelihood of seeking help. Reliability in 

previous studies was good for the General Help-Seeking Scale with Cronbach alpha = 

.85, and test-retest reliability after three weeks was .92 (Rickwood et al., 2005). This 

study found acceptable reliability for the formal sources of support sub-scale with 

Cronbach alpha of .76. The overall scale and informal sub-scale did not have acceptable 
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internal reliability (Overall  = .53, Informal sub-scale  = .17).  Therefore, for the main 

analyses outcome variables for MHHS included the formal sub-scale ( = .76) and 

individual items for partner, friend, family, and intention not to seek help from anyone. 

Adverse Childhood Experiences Checklist  

The Adverse Childhood Experiences Checklist (ACEs; Blosnich et al., 2021; Ford 

et al., 2014; see Appendix E) includes 22 items. For simplicity, this study excluded seven 

items focused on natural disasters and general witness of suffering as these items are 

additions to the already expanded ACEs checklist. This left a total of 15 items. The scale 

assessed experiences in childhood prior to age 18 associated with adverse outcomes in 

adulthood. Examples of items include “lacked money for food or housing,” “parents/ 

caregivers separated/ divorced,” “witnessed extreme physical violence between family 

members,” and “emotionally abused by a parent, caregiver, or partner.” Other items 

include experiences such as victimization by bullying, sexual assault, or unwanted sexual 

experiences. Questions were scored with 0 = “no” and 1 = “yes” (Filetti et al., 2019; Liu 

et al., 2020; Matlin et al., 2019; Woods-Jaeger et al., 2018). Higher scores indicated 

greater level of risk and subsequent need for interventions across the lifespan (Filetti et 

al., 2019).  

The checklist has been used in various studies with good internal consistency 

demonstrated by an acceptable coefficient alpha of .74 (Howard et al., 2015). The 

checklist also demonstrates adequate internal consistency in another study, demonstrated 

by 96% of participants reporting four or more ACEs (Cronbach’s alpha = .88; Murphy et 

al., 2014). Inter-factor correlations found moderate relationships between the three 

subscales ranging from .40 (household dysfunction and sexual abuse) to .56 (sexual abuse 
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and physical/emotional abuse), indicating acceptable construct and criterion validity 

(Ford et al., 2014). In this study, the ACE checklist demonstrated good internal 

consistency with a Cronbach alpha of .80. The ACE checklist sub-scales demonstrated 

acceptable reliability with Cronbach alphas of .77 for the abuse sub-scale and .60 for the 

household dysfunction sub-scale. Furthermore, inter-factor correlations in this study 

found excellent construct and criterion validity between the two subscales used ranging 

from .93 (sexual abuse and physical/emotional abuse),  to .85 (household dysfunction and 

sexual abuse). However, for the purpose of this study, only the total score will be used in 

the main analyses.  

Experiences in Close Relationships Short Form  

Attachment patterns were assessed using the Experiences in Close Relationships 

Short Form (ECR-12; Lafontaine et al., 2016; see Appendix F). The scale consists of 12 

items assessing adult global anxious (i.e., fear of rejection and abandonment) and 

avoidant (i.e., discomfort with closeness and dependence on others) attachment patterns. 

There are two dimensional subscales of attachment anxiety and avoidance. The anxiety 

subscale consists of six items (e.g., “I worry about being alone”) and the avoidant 

subscale consists of six items (e.g., I don’t feel comfortable opening up to others”). 

Participants rated their responses on a Likert scale, 1 = “Strongly disagree” to 7 = 

“Strongly agree.” Scores for each subscale were averaged with higher means indicating 

higher levels of attachment anxiety or avoidance (Lafontaine et al., 2016). The ECR-12 is 

psychometrically sound and has shown to be a superior measure for global attachment 

compared to the ECR-Short form (Lafontaine et al., 2016). Internal consistency is good 

with Cronbach alphas .78 to .87 for the anxiety subscale and .74 to .83 for the avoidance 
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scale (Lafontaine et al., 2016). The scale has indicated good convergent, criterion, and 

construct validity across numerous validation studies (Lafontaine et al., 2016). In this 

study, reliability for the ECR-12 scale was good with Cronbach alpha of .75. Internal 

consistency for the ECR-12 in this study was found to be good with Cronbach alpha of 

.85 for the anxiety sub-scale and .78 for the avoidance sub-scale. 

Procedure 

Data was collected over the internet using Qualtrics survey software 

(https://www.qualtrics.com). Participants recruited through SONA and social media 

clicked on a link redirecting them to the informed consent page (see Appendices G and 

H). Participants who did consent to participate were redirected to complete the study. All 

questions were optional. Failing to respond to a question did not prevent the participant 

from moving forward in the study. Participants’ responses are kept entirely confidential. 

Upon completing the questionnaire package, participants were then taken to a debriefing 

page (see Appendices I and J). Debrief forms explained the purpose of the study and were 

given to respondents, as well as an e-mail address where they could inquire about the 

results/conclusion of the study when completed. 
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Results 

Data Preparation 

Data Cleaning 

The original dataset (N = 339) was cleaned and conditioned to ensure there were 

no data entry errors. Data was coded and adjusted as appropriate. Descriptive statistics 

were calculated and analyzed for out-of-range values, missing cases, univariate, and 

finally multivariate outliers. One hundred and thirty-eight participants were deleted due 

to completion time under 7 minutes (420 seconds) and ReCaptcha scores indicating bot 

activity, which would not provide meaningful responses. Thirteen participants were 

deleted due to missing data or bizarre text entries. After assessing attention screening 

questions four more participants were deleted. Finally, 15 participants were deleted for 

ages outside of the study criteria. This left a final N = 170.  

Data Conditioning 

To address univariate outliers, values were transformed into z-scores and 

histograms and were visualized to confirm discontinuous variables. The number of visits 

variable had two responses that were discontinuous from the dataset (SD = 15.96, skew = 

5.029, kurtosis = 31.60). These were adjusted to match the distribution by changing the 

values to represent the maximum value in the range (SD = 13.04). This approach was also 

used for the GHHSmean variable which had one value discontinuous from the 

distribution of scores. Multivariate outliers were next assessed based on a discontinuity 

approach, and there were no variables found with a Mahalanobis distance of 5 or more 

points. This left a final continuous data set with N = 170. For clarity, participants’ were 

then reassigned a new ID number. After conditioning the data, frequencies were re-run to 
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ensure absence of first univariate and second multivariate outliers. To re-assess for 

univariate outliers, frequencies were visualized on histograms, p-plots, and ZDependent 

and ZResidual plots to confirm homogeneity of variance and homoscedasticity. To re-

assess for multivariate outliers, correlations and scattergrams were utilized to assess 

assumptions of normality, linearity, and absence of multicollinearity. There were no 

significant violations of the assumptions for the GLM required for the main analyses. All 

data analysis was completed using SPSS 29 software.  

Descriptive Statistics of Measures 

Descriptive statistics for the GHHS and its subscales can be found in Table 2. The 

mean score for overall future intentions to seek help sub-scale was 3.85 (N = 168, SD = 

0.93), indicating neutral overall intentions to seek help in the future. Participants in this 

sample indicated higher mean intentions to seek help from informal sources, than from 

formal sources. To better understand which sources of informal or formal support may 

influence help-seeking decisions, individual sources were also examined and can be 

found in Table 3. Fifty-nine percent of the sample reported they had sought help 

previously and 40.6% had not. The mean number of previous visits to a mental health 

professional was 7.99 (SD = 13.04), while participants rated the helpfulness of previous 

visits with a mean of 3.40 (SD = 1.20). Participants identified the type of professional 

they had seen previously. Psychologists and school counsellors were identified most 

frequently (see Table 4).  

For the overall ACE scale the mean score was 3.76 (N = 168, SD = 3.32) 

indicating an average ACE score of 3 for this sample. Descriptive statistics for the ACE 

checklist can be seen in Table 5.  
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The maximum rating for attachment avoidance and anxiety was 7. Attachment 

avoidance had a mean score of 3.39 (N = 170, SD = 1.11), indicating low avoidance in 

this sample. The mean score for attachment anxiety was 4.59  (N = 169, SD = 1.30; see 

Table 5) indicating moderate anxiety in this sample.  

Correlational Analyses 

Correlational analyses were conducted to determine the relationships between the 

ACE checklist, GHHS sources of support, and ECR-12 subscales (see Table 6). Within 

the GHHS intention to seek help from a partner was negatively correlated with 

attachment avoidance (r = -.23). Intentions to seek help from a friend were significantly 

positively correlated with intention to seek help from family (r = .29), whereas it was 

negatively related to help from a teacher (r = -.184), and attachment avoidance (r = -.28). 

Intentions to seek help from a family member were negatively correlated with the 

intention to not seek help from anyone (r = -.21), total ACE score (r = -.29), attachment 

anxiety (r = -.23), and avoidance (r = -.33). The intention to seek help from formal 

supports sub-scale was strongly positively correlated as expected with intentions to seek 

help from a mental health professional (r = .74), phone help line (r = .82, family doctor (r 

= .74), and teacher (r = .75). Finally, attachment anxiety (r = .21), and attachment 

avoidance (r = .33) were correlated with the total ACE score. Attachment avoidance was 

negatively related to intentions to seek formal help (r = -.16).  

Dramaturgical Narrative Data Analysis 

 This study focuses on narrative types and their content. Since quantitative data 

was compared to narrative type, narrative analysis will be discussed first for clarity.  
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Overview of Narrative Analysis 

Narratives collected were subject to dramaturgical coding to examine participant 

narratives about MHHS. Narratives were coded for categorization into narrative type. 

There were 45 progressive, 39 redemptive, and 68 tragic narratives. Eighteen narratives 

were missing and not included in the analysis. Narratives were also analyzed for barriers 

and strategies used to seek mental health support and attitudes about MHHS. Fifty-one 

participants have not sought help in the past for their mental health. A total of one 

hundred and nineteen participants sought some form of help for their mental health in the 

past. Participants outlined reasons for seeking mental health care related to symptoms of 

mental illness, relationship breakdowns, stress, somatic symptoms, addiction, work-

related stress, and fears of becoming ill with COVID-19. Symptoms and mental illnesses 

discussed included depression, anxiety, eating disorders, bipolar disorder, feeling 

overwhelmed, and increased thoughts or intentions of suicide. Twelve participants 

discussed taking medication to improve their mental health. Barriers to seeking mental 

health care described by participants included a lack of trust in others, long wait times for 

referrals, inaccessibility of services, COVID-19 restrictions, and lack of financial 

resources. One participant also identified experiencing discrimination related to gender 

identity as a barrier that kept them from seeking mental health support. One participant 

disagreed with existing options for treatment and chose not to seek help. 

Attitudes About Mental Health Help-Seeking 

Attitudes about MHHS revealed in participant narratives were bleak (See Figure 

1). Out of those who sought out help, 26 participants found the overall experience to be 

unhelpful. Two participants described attempting to access mental health helplines 
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unsuccessfully due to no one answering the phone. Five participants saw counselors they 

felt were not a good fit for them but could not change therapists; This led to 

disengagement. At least four participants were told: “others need help more than 

you,”(P.1353). This messaging was implied in six other participant narratives and they 

resolved not to talk with anyone for fear of stigma or discrimination. A sense of defeat 

became clear as one participant noted, “I won’t get the help anyways, so why bother 

asking?” (P.45). See Figure 2 for illustration. Two participants experienced suicidal 

thoughts, two developed suicide plans, and one attempted to carry out those plans. For 

example, one participant stated, “Nothing anyone can say will make me feel better” (P.2). 
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Figure 1 

Negative Attitudes About Mental Health Help-Seeking 
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Figure 2 

Illustration of negative help-seeking attitudes 
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Conversely, there were some positive attitudes about MHHS. Twenty-five 

participants stated that reaching out was “beneficial” (P.8) and that people would receive 

help it if they asked. They also described positive interactions with mental health care 

providers: “My therapist saved me” (P.148). For example, one participant discussed the 

ability of their therapist to shift their perspective stating, “I had become savable all of a 

sudden, somehow” (P.15). “It felt like a waste of time for a while until it didn’t” (P.31). 

One participant identified “therapy was crucial for my recovery” (P.26); having a hard 

time in life was not attributed to character defects in these narratives but that “asking for 

help makes you strong” (P.28). Finally, many redemptive narratives reflected the belief 

that “opening up about mental health is courageous and shows strength” (P.29). See 

Figure 3 for illustration. Participants described a range of emotions relating to seeking 

mental health support (see Figure 4).  
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Figure 3 

Illustration of positive help-seeking attitudes 
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Narrative Themes About Mental Health Help-Seeking 

Both negative and positive attitudes were presented in the data regarding MHHS. 

There were five major themes contributing to help-seeking attitudes including role of 

family, mental health help-seeking at school, no intention to seek help, internalized 

stigma, and mental health support accessibility and trust in others. These themes are 

presented below. 

The Role of Family. Many participants referenced the role their family has had in their 

help-seeking efforts. For example, ten participants’ parents took them for mental health 

support while they were adolescents; when parents intervened without their input when 

they were minors, individuals felt “terrified and betrayed by my parents” (P.123), 

misunderstood, that their feelings did not matter and acknowledged “it was an awful 

experience for me” (P.101). Participants felt their responses to distress were normal 

reactions to their situation. It is evident that thoughts like “something is wrong with me” 

(P.47) can contribute to narratives containing low self-esteem or self-worth themes. 

Seventeen participants discussed feeling unsupported by family, friends, or coworkers for 

“making a mountain out of a molehill” (P.59) and were left thinking their feelings did not 

matter. One participant described using humor to deflect distress. If a friend, family 

member, or clinician offers help but is unavailable during a crisis, the narrative that 

“others are more important” (P.104), or that “the system does not have adequate support, 

therapists are not trained enough” (P.111) or “no one knows what to say” (P.21) may be 

reinforced. 

Family serves as a source of support in seeking mental health care; however, one 

participant acknowledged the role family could play stating “family members cause 
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mental problems” (P.67). For example, while referencing a lack of familial support, one 

participant stated, “I have made the decision to seek professional help when I am in a 

position where I no longer have to explain myself to them” (P. 20). One participant had 

been made fun of for disclosing mental health struggles and stated “No way” would they 

seek help from friends again (P. 139). Another participant stated, “The culture I’m from 

no one talks about mental health and they don’t ‘believe’ in it” (P.35). Two participants 

sought help and obtained an appropriate treatment plan, but their families 

disapproved. As a result of this disapproval, they abandoned the plan they had negotiated 

with their mental health professional or doctor. 

Mental Health Help-Seeking at School. Even with institutional support, participant 

narratives described longer wait times: “I chose not to do this because of the known lack 

of mental health accessibility” (P.125) leaving many resigned to “deal with issues on 

their own” (P.2). In the university setting, being perceived as weak or that the “stigma of 

having mental illness means they won’t cut it for a rigorous program” (P.22) kept at least 

two participants from seeking help. They felt that seeking mental health support would 

hinder their academic success, stating that “labels define a person” (P.47).  

No Intention to Seek Help. Even though many participants said they wanted help with 

their mental health, many of them still said they would not pursue it. One participant 

stated, “My anxiety was just something I accepted about myself and I just dealt with the 

hardships it brought me until I finally had enough” (P. 54). The notion that “I’m a firm 

believer in the grind and was sure if I just powered through, I would bounce back” (P.27) 

speaks to this hyper-independent coping strategy and is featured in redemptive narrative 
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types of this sample. However, one of the main reasons mentioned not to seek help 

related to internalized stigma.  

Internalized Stigma. Eleven participants with tragic and redemptive narrative types 

discussed fears of burdening others or feeling their issues were less important. Participant 

statements implied a lack of trust in the abilities of those meant to help them. They did 

not feel help that provides a safe space to be vulnerable would be available. Seeking help 

was discussed as a “last bastion” (P.15) because people would discriminate or judge 

them; “I felt judged and like I wasn’t important” (P.14). Another participant stated the 

concerns of those with addictions are often dismissed by healthcare professionals.: 

“People are denied mental health care because addiction is seen as an impairment in 

judgment and dismissed” (P.4). One participant stated, “I don’t think I would see out help 

because to me it seems weak” (P.98). While seeking help in the face of discrimination, 

ten emerging adults felt that people did not listen to them when they were minors and that 

“I learned why people don’t like to seek help, I fear feeling stupid or invalidated” (P.31). 

These participants discussed self-isolating to persevere through distress because they 

believed “accomplishment equals worthiness” (P.3).  

Mental Health Support Accessibility and Trust in Others. Many participants sought 

help from school counselors, family, friends, or a psychologist in the past (see Table 4). 

However, referrals to psychiatrists and counselors resulted in long wait lists that led six 

participants to disengage and manage symptoms independently. This study indicated that 

at least forty-six emerging adults felt services were inaccessible and ten others felt that 

their needs were insignificant. For example, one participant disclosed "now two years 

later I still have not heard anything from anyone in regard to accessing these 
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services"(P.92). Another participant stated, “Mental health services I was looking for 

were unavailable, and I have not reached out since this happened” (P.45). Another 

participant stated the belief that “seeking help should not be this difficult” (P.19). This 

sentiment was also implied by eighteen others. Eight participants identified services are 

available for those with money: “I was still feeling poorly, but I had to stop going 

because my family could not afford it” (P.46). 
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Figure 4 

Emotions of narratives relating to MHHS
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Quantitative Analyses 

Does Narrative Type Predict a preference of support in Mental Health Help-Seeking 

Intentions?  

To test hypothesis 3 and analyze MHHS broadly by type support (i.e. partner, 

friend, family, formal, and no one) five multiple regression analyses were conducted. Due 

to the number of regression analyses being conducted for the main analyses, significance 

was determined at the .01 alpha level to avoid type 1 errors. This was the case for all 

remaining analyses.  

Help From a Partner. The first regression examined narrative type’s ability to predict 

intentions to seek help from a partner, while controlling for age and gender resulting in a 

two-step model (see Table 7). The overall model was not significant 𝐹(4,137) =

0.78, 𝑅𝑇𝑜𝑡𝑎𝑙 
2 =  .22, 𝑝 =  .543. In step 1 control variables age and gender were entered 

and found to be not significant 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,139) = 1.01, 𝑝 =  .367.  In 

step 2, narrative type was entered and found to be not significant 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) =  0.55, 𝑝 =  .580. Results indicate narrative type did not predict 

intentions to seek help from a partner.  

Help From a Friend. For the second regression, narrative type was regressed onto 

intentions to seek help from a friend, while controlling for age and gender resulting in a 

two-step model (see Table 8). The overall model was not significant, 𝐹(4,138) =

0.69, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .20, 𝑝 =  .600.  In step 1 control variables were entered and found to be 

not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,140) = 1.13, 𝑝 =  .326. In step 2, narrative 

type was regressed onto intentions to seek help from a friend and found to be 
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nonsignificant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) = 0.26, 𝑝 =  .770. Results indicate 

narrative type did not predict intentions to seek help from a friend.  

Help from Family. For the third regression, narrative type was regressed onto intentions 

to seek help from family, while controlling for age and gender resulting in a two-step 

model (see Table 9). The overall model was not significant, F(4,138) = 1.582, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =

 .21, 𝑝 =  .182. In step 1 control variables were entered and found to be nonsignificant, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,140) = 0.84, 𝑝 =  .435. In step 2, narrative type was 

regressed onto intentions to seek help from family and found to be nonsignificant, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .03, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) = 2.31, 𝑝 =  .103. Results indicate narrative type did 

not predict intentions to seek help from family.  

Help From Formal Supports. For the fourth regression, narrative type was regressed 

onto intentions to seek help from formal sources of support, while controlling for age and 

gender resulting in a two-step model (see Table 10).  The overall model was significant, 

F(4,137) = 7.90, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .19, 𝑝 <  .001. In step 1 control variables were entered and 

found to account for 17.4% of variance in the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .17, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,139) =

14.64, 𝑝 <  .001. In step 2, narrative type was regressed onto intentions to seek formal 

help and found to be nonsignificant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) = 1.13, 𝑝 =  .327. 

Results indicated that narrative type did not predict intentions to seek formal sources of 

support, however, age did significantly account for some formal help-seeking. As age 

increased so did the intention to seek formal help ( = .40, p <.001, Sr = .38). There was 

no significant difference with gender. 
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Help from No One. For the fifth regression narrative type (N = 143, Redemptive M = 

.27, SD = .44; Tragic M = .42, SD = .50) was regressed onto intentions to not seek help 

from anyone, while controlling for age and gender resulting in a two-step model (see 

Table 11).  The overall model was significant, F(4,138) = 6.76, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .16, 𝑝 <

 .001. In step 1 control variables were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .05, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,140) = 3.40, 𝑝 =  .036. In step 2, narrative type was regressed onto 

intentions to not seek help from anyone and was found to be significant accounting for 

11.8% of variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .122, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) = 9.70, 𝑝 <

 .001.  Compared to progressive narrative type, tragic narrative type was more likely to 

choose not to seek help from anyone ( = .33, p <.001, Sr = .28). Finally, compared to 

redemptive narrative type, tragic narrative type remained less likely to seek help from 

anyone ( = .37, p <.001, Sr = .30; see Table 12). There was no difference found between 

redemptive and progressive narrative types ( = .04, p = .705). 

Narrative type did not predict intentions to seek help from a preferred support 

including partner, friend, family member, or formal supports. As age increased, so did 

intentions to reach out to formal supports. Tragic narrative types were most likely to 

avoid seeking mental health support, followed by redemptive narrative types when 

compared to progressive narratives.  

Does Narrative Type Predict Attachment Pattern?  

To test hypothesis 4, multiple regression analyses were conducted.  

Attachment Anxiety. The first regression examined narrative type ability to predict 

attachment anxiety, while controlling for age and gender resulting in a two-step model 
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(see Table 13). The overall model was significant accounting for 11.2% of variance 

within the model, F(4,137) = 4.34, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .11, 𝑝 =  .002. In step 1 control variables 

age and gender were entered and found to be significant accounting for 7.2% of variance 

in the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .07, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,139) = 5.42, 𝑝 =  .005. In step 2, narrative type 

was entered with progressive narrative type as the reference group and found to be not 

significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .04, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) = 3.08, 𝑝 =  .049. No significant results 

were found with redemptive narrative type as the reference group (see Table 14). 

Narrative type did not predict attachment anxiety. 

Attachment Avoidance. The third regression examined narrative type ability to predict 

attachment avoidance, while controlling for age and gender resulting in a two-step model 

(see Table 15). The overall model was significant, F(4,138) = 1.17, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .03, 𝑝 =

 .328. In step 1 control variables age and gender were entered and found to be not 

significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .00, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,140) = 0.05, 𝑝 =  .948. In step 2, narrative type 

was entered with progressive narrative type as the reference group and found to be not 

significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .03, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) = 2.28, 𝑝 =  .106. No significant results 

were found with redemptive narrative type as the reference group. Results indicate 

narrative type does not predict attachment avoidance.  

Do Adverse Childhood Experiences Differ by Narrative Type?  

To test hypothesis 5, a one-way ANCOVA was conducted to determine the effect 

of narrative type on ACEs, controlling for age and gender. Results indicated that there 

was not a statistically significant difference in ACEs between progressive (M = 2.90), 

redemptive (M = 3.30), or tragic (M = 4.23) narrative type groups, F(2, 137)= 2.26, p = 
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.108. A supplemental one-way ANCOVA was conducted to determine the effect of 

positive narrative (i.e., progressive & redemptive) and negative narrative type (i.e., 

tragic) on total ACE score controlling for age and gender. The overall model was not 

significant, F(3,138)  = 4.23, p = .042, indicating a difference in total ACE score for 

positive (M = 3.08) vs negative (M = 4.22) narrative type at the .05  level.  

Do Narrative Type, Adverse Childhood Experiences, and Attachment Pattern 

Predict Mental Health Help-Seeking Intentions?  

The outcome of MHHS was assessed using individual items to determine more 

specifically if there was a preferred type of formal or informal support (i.e., partner, 

friend, family, mental health professional, phone help line, family doctor, teacher, no one, 

and formal sub-scale). To test hypothesis 6, ten multiple hierarchal regression analyses 

were conducted. 

Help From a Partner. The first regression examined the ability of ACEs, attachment 

anxiety, avoidance, redemptive, and tragic narrative type, to predict intentions to seek 

help from a partner with progressive narrative type as the reference group, while 

controlling for age and gender, resulting in a 4-step model (see Table 16). The overall 

model was not significant, F(7, 132) = 1.34, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .07, 𝑝 =  .237. In step 1 control 

variables age and gender were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) = 1.05, 𝑝 =  .353. In step 2, total ACE score was added and found 

to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .00, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,136) = 0.08, 𝑝 =  .784. In step 3 

attachment anxiety and attachment avoidance were entered and found to be not 

significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .04, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,134) = 2.84, 𝑝 =  .062. Finally, narrative type 

was entered into step 4 and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =
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 .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,132) = 0.75, 𝑝 =  .475. Therefore, intentions to seek help from a partner 

were not predicted by ACE, attachment pattern, or narrative type. 

Help From a Friend. The second regression examined the ability of ACEs, attachment 

anxiety, avoidance, redemptive, and tragic narrative type, to predict intentions to seek 

help from a friend with progressive narrative type as the reference group, while 

controlling for age and gender, resulting in a 4-step model (see Table 17). The overall 

model was not significant, F(7, 133) = 1.98, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .09, 𝑝 =  .062. In step 1 control 

variables age and gender were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) = 1.09, 𝑝 =  .336. In step 2, total ACE score was added and found 

to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .00, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) = 0.14, 𝑝 =  .712. In step 3 

attachment anxiety and attachment avoidance were entered and found to be significant 

accounting for an additional 6.8% of variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .07, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,135) = 4.99, 𝑝 =  .008. Finally, narrative type was entered into step 4 

and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,132) = 0.75, 𝑝 =  .475. 

Results indicated those with attachment avoidance ( = -.26, p = .003, Sr = -.25) were 

significantly less likely to seek support from a friend. Therefore, while attachment 

avoidance predicts intentions to avoid seeking help from a friend (see Figure 6), there 

were no significant differences between ACEs, attachment anxiety, narrative type, and 

intentions to seek help from a friend. 

Help From Family. The third regression examined the ability of ACEs, attachment 

anxiety, and avoidance, redemptive, and tragic narrative type, to predict intentions to seek 

help from family with progressive narrative type as the reference group, while controlling 
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for age and gender, resulting in a 4-step model (see Table 18). The overall model was 

significant, F(7, 133) = 3.98, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .17, 𝑝 <  .001. In step 1 control variables age 

and gender were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) = 1.02, 𝑝 =  .365. In step 2, total ACE score was added and found 

to be significant accounting for 6.1% of variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .06, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) = 9.11, 𝑝 =  .003.  In step 3 attachment anxiety and attachment 

avoidance were entered and found to be significant accounting for an additional 8.2% of 

variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .08, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,135) = 6.55, 𝑝 =  .002. Finally, 

narrative type was entered into step 4 and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,133) = 1.25, 𝑝 =  .289. Results indicated those with higher ACE scores 

would be significantly less likely to seek help from family ( = -.25, p = .003, Sr = -.25). 

Those with more attachment avoidance ( = -.24, p = .004, Sr = -.23) were less likely to 

seek help from family. Therefore, higher ACE scores and attachment avoidance predicted 

intentions to not seek help from family (see Figures 7 and 8). There was no significant 

difference found between attachment anxiety, narrative types, and intentions to seek help 

from family.  

Help From a Mental Health Professional. The fourth regression examined the ability of 

ACEs, attachment anxiety, and avoidance, redemptive, and tragic narrative type, to 

predict intentions to seek help from a mental health professional with progressive 

narrative type as the reference group, while controlling for age and gender, resulting in a 

4-step model (see Table 19). The overall model was significant, F(7, 132) =

2.89, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .13, 𝑝 =  .008. In step 1 control variables age and gender were entered 
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and found to be significant accounting for 7% of variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .07, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) = 5.19, 𝑝 =  .007. In step 2, total ACE score was added and found 

to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(1, 136) = 0.94, 𝑝 =  .335.  In step 3 

attachment anxiety and attachment avoidance were entered and found to be not 

significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .03, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,134) = 2.49, 𝑝 =  .087.  Finally, narrative type 

was entered into step 4 and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,132) = 1.75, 𝑝 =  .177. Results indicated as age increased so did the 

intention to seek help from a mental health professional ( = .27, p = .002, Sr = .26). 

There were no significant differences between ACE score, attachment pattern, narrative 

types, and intentions to seek help from a mental health professional. 

Help From a Phone Help Line. The fifth regression examined the ability of ACEs, 

attachment anxiety, and avoidance, redemptive, and tragic narrative type, to predict 

intentions to seek help from a phone help line with progressive narrative type as the 

reference group, while controlling for age and gender, resulting in a 4-step model (see 

Table 20). The overall model was significant, F(7, 133) = 3.99, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .17, 𝑝 <  .001. 

In step 1 control variables age and gender were entered and found to be significant 

accounting for 13.4% of variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .13, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) =

10.70, 𝑝 <  .001. In step 2, total ACE score was added and found to be not significant, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(1,137) = 1.79, 𝑝 =  .183. In step 3 attachment anxiety and 

attachment avoidance were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .02, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,135) = 1.71, 𝑝 =  .185. Finally, narrative type was entered into step 4 

and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,133) = 0.57, 𝑝 =  .570. 



 

61 

Results indicated as age increased so did the intention to seek help from a phone help line 

( = .31, p <.001, Sr = .30). However, there was no significant difference between gender 

and intentions to seek help from a phone help line. There were no significant differences 

between ACE score, attachment anxiety, narrative types, and intentions to seek help from 

a phone help line. 

Help From a Family Doctor. The sixth regression examined the ability of ACEs, 

attachment anxiety, and avoidance, redemptive, and tragic narrative type, to predict 

intentions to seek help from a family doctor, while controlling for age and gender, 

resulting in a 4-step model (see Table 21). The overall model was not significant, 

F(7, 133) = 1.74, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .08, 𝑝 =  .105. In step 1 control variables age and gender 

were entered and found to be significant accounting for 4.8% of variance within the 

model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .05, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) = 3.47, 𝑝 =  .034.  In step 2, total ACE score 

was added and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(1,137) = 0.87, 𝑝 =

 .353. In step 3 attachment anxiety and attachment avoidance were entered and found to 

be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .03, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,135) = 1.93, 𝑝 =  .149. Finally, narrative 

type was entered into step 4 and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,133) = 0.27, 𝑝 =  .764. Results indicated as age increased so did the 

intention to seek help from a family doctor ( = .22, p = .013, Sr = .21). However, there 

was no significant difference between gender and intentions to seek help from a family 

doctor. There were no significant differences between ACE score, attachment pattern, or 

narrative type in predicting intentions to seek help from a family doctor. 
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Help From a Teacher. The seventh regression examined the ability of ACEs, attachment 

anxiety, and avoidance, redemptive, and tragic narrative type, to predict intentions to seek 

help from a teacher, while controlling for age and gender, resulting in a 4-step model (see 

Table 22). The overall model was significant, F(7, 133) = 5.62, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  23, 𝑝 <  .001.  

In step 1 control variables age and gender were entered and found to be significant 

accounting for 18.4% of variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .18, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) =

15.59, 𝑝 <  .001. In step 2, total ACE score was added and found to be not significant, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .00, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(1,137) = 0.00, 𝑝 =  .980. In step 3 attachment anxiety and 

attachment avoidance were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,135) = 0.43, 𝑝 =  .649. Finally, narrative type was entered into step 4 

with progressive narrative type as the reference group and found to be not significant, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .04, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,133) = 3.33, 𝑝 =  .039. No significant results were found 

with redemptive narrative type as the reference group (see Table 23). Results indicated as 

age increased so did the intention to seek help from a teacher ( = .41, p <.001, Sr = .39). 

However, there was no significant difference between gender and intentions to seek help 

from a teacher. There were no significant differences between ACE score, attachment 

anxiety, or narrative type in predicting intentions to seek help from a teacher.  

Help From No One. The eighth regression examined the ability of ACEs, attachment 

anxiety, and avoidance, redemptive (M = .262, SD = .441, N = 141), and tragic narrative 

type (M = .418, SD = .495, N = 141), to predict intentions to not seek help from anyone 

with progressive narrative type as the reference group, while controlling for age and 

gender, resulting in a 4-step model (see Table 24). The overall model was significant, 
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F(7, 133) = 8.54, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .23, 𝑝 <  .001. In step 1 control variables age and gender 

were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .04, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,138) =

3.18, 𝑝 =  .05. In step 2, total ACE score was added and found to be significant 

accounting for 6.8% of the variance in the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .07, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(1,137) =

10.54, 𝑝 =  .001. In step 3 attachment anxiety and attachment avoidance were entered 

and found to be significant accounting for 12.4% of variance within the model, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .12, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,135) = 10.92, 𝑝 <  .001. Finally, narrative type was entered 

into step 4 and found to be significant accounting for 7.4% of the variance in the model, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .07, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,135) = 7.16, 𝑝 =  .001. Step 1 was not significant; however, 

it was explored to gain insight into possible significant single df effects. Interestingly, 

gender significantly influences the decision to avoid seeking help from anyone ( = -.21, 

p = .015, Sr = -.20). Results indicate as ACE score increases so does the likelihood of 

choosing not to seek help from anyone ( = .27, p = .001, Sr = .26; see Figure 9). 

Moreover, those with attachment avoidance ( = .36, p <.001, 𝑆𝑟 = .35) are more likely 

to avoid seeking help from anyone (see Figure 10). Compared to those with progressive 

narrative types, those with tragic narratives are significantly more likely to avoid seeking 

help from anyone ( = .24, p = .009, 𝑆𝑟 = .19). Additionally, compared to redemptive 

narrative type (see Table 25), tragic narrative types are significantly more likely to avoid 

seeking help from anyone ( =  .32, p <.001, 𝑆𝑟  = .26; see Figure 11).  

Help From Formal Supports. The tenth and final regression examined the ability of 

ACEs, attachment anxiety, and avoidance, redemptive, and tragic narrative type, to 

predict intentions to seek help from formal sources of support, while controlling for age 
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and gender, resulting in a 4-step model (see Table 26). The overall model was significant 

and accounted for 22.9% of the variance, F(7, 132) = 5.59, 𝑅𝑇𝑜𝑡𝑎𝑙
2 =  .23, 𝑝 <  .001. In 

step 1 control variables age and gender were entered and found to be significant 

accounting for 17.5% of variance within the model, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .18, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,137) =

14.49, 𝑝 <  .001. In step 2, total ACE score was added and found to be not significant, 

𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(1,136) = 0.01, 𝑝 =  .268. In step 3 attachment anxiety and 

attachment avoidance were entered and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =

 .03, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,134) = 2.90, 𝑝 =  .058. Finally, narrative type was entered into step 4 

and found to be not significant, 𝑅𝐶ℎ𝑎𝑛𝑔𝑒
2 =  .01, 𝐹𝐶ℎ𝑎𝑛𝑔𝑒(2,132) = 1.08, 𝑝 =  .344. 

Results indicate as age increased so did the intention to seek help from formal sources of 

support ( = .41, p <.001, 𝑆𝑟 = .39). However, there was no significant difference with 

gender. There were no significant differences between ACE score, attachment anxiety, or 

tragic narrative type in predicting intentions to seek help from formal sources of support.  

ACEs, attachment avoidance, and narrative type predict intentions not to engage in 

MHHS. There were a number of nonsignificant results that indicated no particular 

preference for any one source of support. However, significant findings from the eleven 

regression analyses revealed that tragic narrative types predicted intentions to avoid 

seeking help from anyone. Also of significance, higher ACE scores and more attachment 

avoidance decreased the likelihood of seeking help from family. Additionally, ACE 

scores increased the likelihood of making the decision not to seek mental health support. 

Moreover, attachment avoidance significantly predicted intentions to avoid seeking help 

from anyone.  
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Was Past Help-Seeking Related to Narrative Type?  

Follow-up analyses were conducted to determine differences between narrative 

type and those who have sought help in the past. Chi-Square tests indicate progressive 

narrative types were significantly less likely to have sought help in the past than 

redemptive or tragic narrative types, 𝑋2(2) = 17.73,  = .34, p <.001. However, there 

was no significant difference in having sought help in the past with positive (i.e., 

progressive, and redemptive) and negative (i.e., tragic) narrative types, 𝑋2(1)  = 0.10,  

= .03, p = .750.  

Did Narrative Type Influence Perceived Helpfulness of the Help Sought?  

To determine the relationship between narrative type and perceived helpfulness of 

help sought, a one-way ANOVA analysis was conducted. The overall model was not 

significant, F(2, 124) = 3.32, p = .039, 𝜂2 = 0.05. These results indicate perceived 

helpfulness of past support was not related to narrative type.   

Are there differences between gender, attachment anxiety, and intentions to seek 

help?  

Follow-up t-tests were conducted to explore mean differences between gender and 

attachment anxiety and then intentions not to seek help. First, differences between gender 

and attachment anxiety were explored. On average females (M = 4.82, SD = 1.26) were 

significantly more likely than males (M = 4.09, SD = 1.27) to have more attachment 

anxiety, t(102)  = -3.42, p = <.001, d = -.58. Second, differences between gender and 

intentions not to seek help from anyone were explored. On average, males (M = 3.72, SD 

= 1.79) were significantly more likely than females (M = 2.96, SD = 1.75) to have 

intentions not to seek help, t(100)  = 2.54, pone-tailed = .006, d = .43.  
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Discussion 

Youth in Canada increasingly report struggles with mental health (Office of the 

New Brunswick Child and Youth Advocate, May 2022, June 2022; Statistics Canada, 

September 2021). Youth well-being is at risk without appropriate support to mitigate 

potential adverse outcomes. In this study the relationships between adverse childhood 

experiences (ACEs), attachment patterns, and narrative type were examined for their 

ability to predict mental health help-seeking (MHHS). It also included a narrative inquiry 

methodology to explore the attitudes, beliefs, and values held within the narratives of 

emerging adults about MHHS. 

Hypothesis 1 stated that ACEs would be related to attachment anxiety and 

avoidance. This was supported. Experiencing more adversity in childhood is associated 

with higher attachment insecurity (i.e., anxiety and avoidance). Both attachment 

avoidance and attachment anxiety correlated with experiences of adversity. This finding 

is consistent with attachment theory. Attachment insecurity and the associated behaviours 

develop from inconsistent interactions with a caregiver. These interactions form one’s 

view of self and others, and expectations about how others will behave or think develop 

from these views and belief systems. Those with attachment avoidance have narratives of 

self and others that result in distrust and withdrawal to protect themselves from distress, 

meaning they are likely to try to manage distress and conflicts independently (Mikulincer 

& Shaver, 2016). Conversely, those with attachment anxiety seek proximity to others 

when experiencing distress. When their attachment system is activated, those who are 

anxiously attached seek others out or exhibit ‘clingy’ behaviours to externally regulate 

their emotions (Brown & Elliott, 2016). In contrast, those with secure attachment patterns 
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are reassured when seeking comfort from others (Mikulincer & Shaver, 2016). Their 

proximity seeking in childhood was met responsively and with attentiveness, driving the 

belief that others will be there to support them when needed. The attachment patterns we 

form influence our paradigms about the world and people around us.  

Attachment 

Attachment patterns shape narrative type and childhood attachment patterns shape 

social connectedness. Most of this sample had low ACE scores, and overall low 

attachment anxiety and avoidance. The findings of this study support existing research 

relating to attachment avoidance. For instance, attachment avoidance predicted the 

avoidance of seeking mental health support when distressed. People with avoidant 

attachment tend to be hyper-independent and want to solve problems independently. For 

many of these individuals, this independence became a survival skill required to navigate 

the world (Gibson, 2015) and many avoidantly attached people ‘suffer in silence’ with 

mental illness (Brown & Elliott, 2016). Even when independent and appearing externally 

calm, those with avoidant attachment patterns have higher physiological distress and 

heightened emotions (Beckes et al., 2015). The assumption that ‘I can do it on my own 

because I always have’ may lead to illusory resolutions. For example, depressed people 

may attempt to cope independently and may feel shame if they cannot reduce distress 

(Fredrikson, 2001). When obligated or resigned to solve problems independently but 

cannot, people feel guilty and ashamed for not meeting social expectations (Gibson, 

2015; Goffman, 1963). Shame is associated with inferiority, abnormality, and self-deficit 

(Goffman, 1963). 
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Shame is internalized and embodied physiologically, increasing attachment 

insecurity (Beckes et al., 2015; Fredrikson, 2001; Tops, 2014). As such, understanding 

the role of ACEs in narrative development is also valuable. Adverse events are easier to 

remember than positive ones, greatly influencing narrative-type development (Bohn & 

Berntsen, 2013).  

Hypothesis 2 stated that ACEs would be negatively related to intentions to engage 

in MHHS. This was supported. Specifically, more adversity experienced resulted in fewer 

intentions to seek help from family and less intention to seek help from anyone. In other 

words, more adversity increases withdrawal from family and other supports. 

Consistently, ACEs influence the development of attachment patterns (Hays-Grudo & 

Morris, 2020), and attachment patterns inform decision-making relating to MHHS 

(Rickwood et al., 2005). ACEs occurring in the home can lead to the development of 

attachment anxiety towards caregivers, making children more likely to seek support 

outside the home (Brown et al., 2015). This is attributed to the need for proximity to 

others yet feeling unable to get help from family, highlighting the importance of informal 

social support networks.  

Adverse Childhood Experiences 

Consistent with the ACEs literature, weaknesses, and failures associated with 

seeking mental health support are learned from family and friends into adulthood (Hays-

Grudo & Morris, 2020). Age was controlled for, yet results indicated that as one gets 

older, they are more likely to seek help from phone help lines, their family doctor, and 

teachers. This willingness suggests that as we age and feel more secure in our sense of 

self, we are not as deterred to seek help by potential stigma (Brown et al., 2016). 
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However, the opposite may also be true. As one ages, they may face compounded distress 

and exhausted coping skills to the degree that help is the only option for those with hyper 

independence or attachment avoidance (Brown et al., 2015; Ma et al., 2020). These 

findings demonstrated that individuals without life experience rely on others’ knowledge 

of outcomes MHHS (Bohn & Berntsen, 2013). This could be evidence of attachment 

anxiety, where positive experiences can be dismissed when preoccupied with connection 

needs (Mikulincer & Shaver, 2022). 

Those with higher ACE scores are more likely to face difficulty as adults, and 

those with tragic narratives are most likely to avoid seeking mental health support. This is 

problematic and may increase the risk of adverse outcomes. Long-term issues related to 

ACEs result from a persistent stress response, with elevated cortisol and epinephrine 

(Beckes et al., 2015). These consistently elevated levels lead to chronic health conditions 

such as diabetes, heart disease and obesity (Filetti et al., 2019) . Higher rates of serious 

health issues result the longer these hormones remain elevated. Thus, ignoring mental 

health issues may require physical intervention to address illnesses such as heart attacks, 

diabetes, or obesity (Filetti et al., 2019). Over time, mismanaged distress becomes harder 

to regulate (Wang et al., 2007). Due to the unmet demand for comfort and support, the 

fight or flight reaction causes persistent physiological distress. Increased risks to mental 

health resulting from an unmet need for support were reflected in participant narratives 

(Mate & Perry, 2022). Thus, neglecting symptoms of mental illness may increase 

emotional and physiological dysregulation, causing daily mental health disruptions 

(Chovil, 2004; Hetrick et al., 2017). This can lead to patterns of maladaptive coping that 

will likely exacerbate distress and illness long-term (Filetti et al., 2019). An effective 
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solution will require consideration of cultural beliefs (Castillo, 1997), family values 

(Gibson, 2015), and mental health literacy (Woods-Jaeger et al., 2018).  

Hypothesis 3 stated that narrative type would predict MHHS in emerging adults. 

Redemptive narrative types were expected to be more likely to engage in MHHS than 

those with a tragic narrative type. Those with a progressive narrative type were expected 

to be less likely to seek help due to having never felt a need to do so. Narrative type was 

expected to shed light on preferred sources of support when seeking help for mental 

health. However, narrative type did not predict intentions to seek mental health support 

from a partner, friend, family, or formal support. This means that hypothesis 3 was not 

supported, and that narrative type did not predict intentions to seek mental health care. 

Instead, narrative type predicted intentions not to seek help at all. This finding was 

explored further in the final analysis. Notably, when controlling for age, increases in age 

predicted intentions to seek help from formal sources of support, indicating age does 

account for some formal mental health help-seeking.  

Narrative type 

Those with more social support rated MHHS experiences positively and were 

more likely to be categorized as redemptive. However, those with more attachment 

insecurity (avoidance and anxiety) sought less support. Social support is critical for 

narrative development, reducing distress and is often noted in redemptive narratives 

(McAdams, 2008). Early childhood attachment patterns influence narrative-type 

development through subconscious internal working models that become conscious 

narratives. Social connections allowed for narrative-type development based on degrees 

of attachment insecurity. For example, those with stronger attachment security and 
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excellent social support included these in their MHHS narratives. Emerging adults 

categorized as redemptive prioritize MHHS and make decisions using established 

narratives. These narratives include emotional language and nuanced perspectives 

supporting previous findings (Khanlou & Wray, 2014; Lux, 2021; McLean, 2013). 

Previous studies also found themes of hope for a more positive outcome in redemption 

narratives.  

Those with redemptive narratives could depend on optimism, hope, and 

perseverance, all attachment security attributes, when experiencing hardship, consistent 

with the research of McAdams (2008) and Lieblich et al. (1998; Brown & Elliott, 2016; 

Mikulincer & Shaver, 2016). In the introduction, the possibility that redemptive 

narratives may be ‘toxic positivity’ in disguise was acknowledged, however, the 

narratives collected did not strongly represent ‘toxic positivity’. A few participants said 

they ignored problems and waited for them to disappear and denial in attempts to ‘be 

more positive’ was common in these narratives (Upadhyay et al., 2022). Others believed 

they could resolve distress if they ‘hung in there’ and used the resources provided, even 

when struggling the most. However, strong social support networks eased participants’ 

struggles; their struggle felt less futile alongside others, consistent with social attribution 

theory (Schnall et al., 2008; Stefanucci et al., 2005). 

This study advances theoretical understanding of tragic narratives. Unfortunately, 

those with attachment insecurity, especially avoidance, reported feelings of futility with 

the mental healthcare system and in personal experience. This is evidence of the help-

negation effect (Rickwood et al., 2005). Expecting hopelessness in seeking mental health 

support leads to intentions to avoid help-seeking (Price & Hollinsaid, 2022; Radez et al., 
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2021). The individuals in this sample did not avoid help-seeking or express ambivalence 

about MHHS as in previous studies (Radez et al., 2021). Instead, they cited attitudes 

based on unsuccessful past help-seeking attempts. Tragic narratives showed skepticism of 

the system and mental health experts, supporting previous findings (Hagstrom & 

Forinder, 2019). However, some did indicate a total lack of help-seeking; those tragic 

narratives conveyed complete emotional isolation (Lieblich et al., 1998; Sandage, 2012). 

These distinctions stem from individual interactions with the culture of their community. 

Subsequent narrative-type development co-occurs between the individual and 

community, where the individual is a cultural participant influenced by voices of family, 

politics, peers, and teachers (Hammack & Toolis, 2019). 

Hypothesis 4 stated that narrative type would predict attachment pattern. Based on 

existing research, it was expected that those with redemptive narratives would have more 

secure attachment (i.e., less avoidance or anxiety). It was unknown what attachment 

pattern those with progressive narratives might have. Those with tragic narratives were 

expected to report greater anxious or avoidant attachment. However, hypothesis 4 was 

not supported. Narrative type did not predict attachment anxiety or avoidance. Narrative 

type not predicting attachment insecurity indicates the possibility that there may be 

moderating variables responsible for the relationship between narrative type and 

attachment. Narrative analysis revealed differences in narrative types due to the influence 

of perceived social support, a sense of connection with others, and a sense of belonging. 

For example, redemptive narratives featured social support (i.e., supportive family or 

friends) that those with tragic narratives did not seem to have. Perhaps, how connected an 
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individual feels socially or one’s sense of belonging mediates the relationship between 

developing narrative type and attachment pattern. 

Mental Health Accessibility and Trust in Others 

          A potential mediating variable between attachment and MHHS conveyed by 

participants is the lack of trust in the mental health system and professionals meant to 

offer support. Results indicated that trust is crucial to seeking mental health support. 

Without trust in professionals, participants feared judgment or criticism from medical 

staff. People might avoid seeking help from friends, partners, family, or formal support if 

they don’t feel emotionally supported (Garland & Zigler, 1994). Tragic narrative types 

conveyed a general sense of defeat and loneliness. Close informal relationships may have 

contributed to attachment avoidance. Relationships leading to attachment avoidance are 

unlikely to be sought for help by those struggling (Gibson, 2015; Mikulincer & Shaver, 

2016). For instance, the tragic narratives in our sample reflected these beliefs. 

Attachment theories recommend a broaden and build (B&B) approach to 

attachment security to promote trust and engagement (Kobak et al., 2015). Many 

emerging adults intend to avoid mental health help-seeking. This means that despite best 

efforts to improve existing services, emerging adults will not make it in the doors. Thus, 

increasing seeking mental health care requires creating trust in professionals, and the 

process before emerging adults will engage. Effectiveness of attempts to increase MHHS 

behaviour requires simultaneous efforts of both the individual and community. The B&B 

model establishes an interactional cycle of attachment security and connection (Kobak et 

al., 2015; Mikulincer & Shaver, 2016). Finding available and responsive care providers 

increases emotional regulation, social adaption, and close relationships, fostering 



 

74 

personal growth. The B&B approach promotes the development of a secure narrative and 

reassures individuals that care professionals will be available and will provide support 

thus reducing prolonged distress (Kobak et al., 2015; Mikulincer & Shaver, 2020). 

Hypothesis 5 stated that ACEs would differ by narrative type. Those with 

redemptive and tragic narratives were expected to report more ACEs than those with a 

progressive narrative type. ACEs did not significantly differ by narrative type at the  = 

.01 level, indicating that hypothesis 5 was not supported. Based on these findings and 

those noted above, narrative type seems to be more influenced by attachment patterns 

than ACEs. Attachment insecurities are shaped by how individuals view others based on 

their ACEs, which can make individuals feel either connected or disconnected (Hays-

Grudo & Morris, 2020; Mikulincer & Shaver, 2016). People who feel socially connected 

are more likely to have a redemptive narrative. As the number of ACEs increases, the 

likelihood of social disconnection and a tragic narrative also increases. 

Hypothesis 6 stated that narrative type, ACEs, and attachment pattern would 

predict engagement in seeking mental health support. We examined each possible source 

of support with the expectation that redemptive types would seek out more formal 

supports, whereas tragic types were expected to seek informal or no support at all. 

However, this was not the case. Narrative type, ACEs, and attachment patterns predicted 

intentions to avoid engaging in MHHS. Therefore, hypothesis 6 was supported. 

Moreover, results indicate narrative type, ACEs, and attachment pattern did not predict 

seeking mental health support from a partner, friend, teacher, mental health professional, 

phone helpline, family doctor, or general formal support. Tragic narrative types were 

most likely to choose not to seek help from anyone as expected. Finally, more ACEs and 
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attachment avoidance predicted intentions to avoid seeking mental health support from 

family; however, narrative type did not. Consistent with attachment theory, those with 

attachment avoidance tended to avoid relying on others to protect themselves from being 

dismissed or rejected (Mikulincer & Shaver, 2016).  

In the final test the analysis also showed gender to contribute to the decision to 

avoid seeking help. The results reiterate what we already know about attachment and 

help-seeking in general: women are more likely than men to have attachment anxiety and 

men are more likely than women not to get help at all (Sears, 2020). This indicates that 

stigma surrounding males vocalizing their struggles with mental health remains 

potentially significant. 

Mental Health Help-Seeking 

When it comes to seeking help, research suggests emerging adults prefer peer 

assistance (Rickwood et al., 2005). Due to stigma associated with speaking about 

struggles with mental health, results suggest emerging adults prefer to seek help from a 

romantic partner or close friend. There was no significant intent in this study by emerging 

adults to seek help from mental health professionals or a family doctor. This is 

concerning because participants would rarely seek first-line formal support suggesting a 

barrier before emerging adults have begun seeking mental health support.  

Those with tragic narratives are least likely to seek mental health support. This 

expected result supports findings in the literature about narrative type (Delker et al., 

2020; Hammack et al., 2009; McAdams, 2022). Those with tragic narratives stated that 

seeking mental health care was unsuccessful several times, reinforcing their belief that 

getting treatment is pointless. Our hypotheses were confirmed: progressive narrative 
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types sought help least often. Most progressive types reported never being distressed 

enough to seek mental health care. However, they intended to seek formal support if 

needed. Conversely, redemptive narrative types were more likely than progressive types 

to state past help-seeking was helpful, however this was not found to be statistically 

significant.  

Themes of negative rapport emerged in the narratives of emerging adults. 

Successful support seeking for mental health requires rapport (Young, 2017). If emerging 

adults are unaware they may be developing symptoms of mental illness, they are not 

likely to perceive a need for help. This served to explain some perceptions of negative 

rapport; particularly for those who felt misunderstood as minors. For example, these 

individuals reported feeling there was not a problem at all, yet their parents had concern 

enough to take them to see a professional. The potential lack of mental health literacy in 

these youth led to an ambivalence that makes rapport challenging to create. Therefore, 

encouraging help-seeking as a proactive coping tool would improve mental health 

literacy and make subsequent rapport building with emerging adults that much easier. In 

other words, seeking help would no longer automatically be attributed to self-deficit 

within one’s narrative meaning a person might be more willing to receive offers of help. 

There seems to be a need to build a sense of rapport with the process of mental health 

help-seeking and a need to build trust with the mental healthcare system. How this 

translates to practice must be explored. 

Emerging Adult Narratives About Mental Health Help-Seeking 

Qualitative data was collected to add convergent validity and context to the 

quantitative data. There were a number of prominent themes relating to narrative 
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development and help-seeking which emerged from the data that warrant discussion. As 

noted previously, these include the role of family, mental health help-seeking at school, 

the intention not to seek help at all, internalized stigma and mental health support 

accessibility and trust in others. These themes are discussed more in depth below. 

The Role of Family 

Family was identified as both a strength and a weakness in narratives about 

MHHS. Parents influence attitudes about MHHS through their language and explanations 

about emotional experiences (Fivush et al., 2007). Individuals with secure attachment 

tend to have good social support networks. Supportive adults encourage seeking mental 

health support as a coping option for children and youth (Hays-Grudo et al., 2021). When 

family members support a person in seeking help for their mental health, that person is 

more likely to engage in MHHS behaviour and is more likely to benefit from that support 

(Bohn & Berntsen, 2013). For example, in this sample, parents’ of participants in this 

sample took them for mental health support as adolescents. While some of these 

participants indicated that the help received was beneficial, two others struggled to 

understand why their families felt something was wrong with them. However, this does 

not diminish the frustration parents experience when trying to engage youth before they 

are ready. An explanation of this line of thought is beyond the focus of this study (see 

Radez et al., 2021 for more information about barriers to seeking mental health care 

identified by parents). The role of family can make trusting others difficult making it 

important to view barriers to seeking support from an attachment lens. 

Some participants felt helpless when given a treatment plan without their input. 

These feelings are consistent with those conveyed by youth in other studies (Noble-Carr 
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et al., 2014). Alternative supports should be available to mitigate this and increase 

youths’ sense of agency and community belonging (Ma et al., 2022). The B&B approach 

can be used with narrative therapy to externalize mental illnesses from the self and revise 

the narrative regarding seeking mental health support (Brown & Elliott, 2016; Howe, 

2009).  

Mental Health Help-Seeking at School 

Teachers commonly provide front-line mental health support for students (Ma et 

al., 2022; Mason-Jones, 2012). In this study, narrative types did not predict seeking help 

from a teacher. This could be explained by the access emerging adults have to support 

through university student services; although, this may not be the case in youth of 

younger age groups. In the community, access to support is less readily available, and 

unsuccessfully trying to find resources came through strongly in the data. 

  University students are encouraged to seek support through student services for a 

number of issues including mental health (Abrams, 2022; Clements & Paramova, 2023). 

The diverse learning environments and promotion of mental health services for university 

students may make seeking help more acceptable (Clements & Paramova, 2023). Since 

campus mental health programs have shorter wait lists than community services, they 

may be more accessible. More students, in general, are using these resources, but funding 

for counselors has not kept pace, causing shortages of accessible counselors for students 

(Abrams, 2022). Some with redemptive narratives feared that seeking help for their 

mental health might hinder their academic progress, showing that there are still barriers 

relating to a willingness to seek help. This may also explain the intentions of redemptive 

narrative types not to seek help. Some participants felt that having to wait while in crisis 
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was dehumanizing and five considered suicide to end distress sooner. Each time an 

emerging adult seeks help is considered a success in terms of engagement because they 

reached out. However, despite their engagement with services, many emerging adults felt 

unsupported at critical times.   

No Intention to Seek Help 

Attachment avoidance, ACEs, and tragic narrative type predicted intentions to 

avoid seeking help. This finding is noteworthy and worth discussing. People are less 

inclined to seek help after experiencing high adversity. Narratives showed that 

individuals with more adversity felt seeking help for their mental health was meaningless 

and that while help was ideal, they could not find it. In some cases, this was due to long 

wait times; in others, it was due to unsuccessful, yet required referrals or being given the 

‘run-around’ by service providers.  Some participants reported being taught that seeking 

help for their mental health was a sign of weakness and failure. Other research on general 

help-seeking has found that seeking mental health care is typically seen as a weakness or 

failure (Goffman, 1963; Radez et al., 2021; Woods-Jaeger, 2018). Negative attitudes such 

as mental illness implying weakness of character are perfect exemplars of internalized 

stigma.  

Internalized Stigma 

Internalized stigma involves feeling weak because one cannot address distress 

independently, leading to shame and guilt for burdening others (Gibson, 2015; Ma et al., 

2022; Torrey, 2006). The perception that seeking mental health support is a strength is 

subjective; thus, future studies should examine how youth describe strength in relation to 

seeking this type of support. The mental health system and the professionals working in 
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that system are responsible for assessing mental health and determining the course of 

individual treatment plans. However, allowing the individual to contribute to their 

network of care by choosing who is involved and what that involvement looks like can 

help emerging adults view seeking mental health support as a strength and enhance youth 

quality of life (McCabe et al., 2022). Redemptive narratives indicated that seeking mental 

health support had enhanced their ability to manage distress following various 

interventions. Growing up in a home that accepted and encouraged seeking mental health 

support reduced internalized stigma. Despite attempts to seek help that were 

unsuccessful, those with a redemptive narrative utilized other techniques to manage their 

distress to find a positive resolution. Strong social support networks enabled this skill in 

most situations confirming that strong social support networks facilitate seeking mental 

health support (Abreu et al., 2022; Planey, 2019). 

Broadening and Building Attachment Security with Trust 

Systemic flaws in the healthcare system relating to accessibility that hinder 

development of positive rapport must be addressed. Service disengagement and 

inaccessibility hinder healthy attachments to mental health practitioners and the process 

of seeking mental health support. Though beyond the scope of this study, these issues 

deserve brief discussion. Service providers must recognize that trust is essential to 

meaningfully engage 15-to 30-year-olds (Rickwood et al., 2015; Valenti, 2020). From an 

attachment perspective, no other work can be done if the individual feels unsafe and is 

unable to be vulnerable (Valenti et al., 2020). Thus, it becomes increasingly clear that 

services should only expect youth engagement with youth input and feedback in all 

aspects from program development to implementation (McCabe et al., 2022). Clinicians, 
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policymakers, and funders must recognize that building trust and relationships with 

youths takes time and that this time requirement must be incorporated into future 

program designs. Youth that have experienced higher rates of adversity struggle to trust 

others. As a result, youth with more adversity and attachment avoidance must build trust 

with clinicians, administration and agency staff, community partners, and the process of 

seeking mental health support (Community Stakeholder, August 20, 2023). Time to build 

trust is a necessary component of program design, but funding constraints typically 

overlook this. Logically, without trust, rapport will not develop in a positive direction 

(Lynch et al., 2021). Trust-building must be prioritized particularly in work with youth, 

to improve treatment outcomes and increase engagement in seeking mental health 

support. Various forms of media may additionally shape the community’s narrative about 

seeking mental health support and experiences of mental illness (Brown et al., 2019). 

Mental wellness is more than merely the absence of illness, as some might 

believe. Future goals must address the attribution of support-seeking to feelings of 

weakness and defeat. Like physical health, mental health involves flexibility, good 

adaption, and thriving. For example, physical health is important, and daily incorporating 

a nutritious diet and exercise can help people thrive into their senior years (Filetti et al., 

2019). As discussion about mental health becomes normalized, the stigma of mental 

illness and seeking mental health support may decline resulting in a more adaptive 

general narrative about mental health. For some individuals, vocalizing their mental 

health struggles brings a sense of reality that some are not yet ready to face (Gibson, 

2015). Some individuals wrestle with the idea that there may be something wrong with 

them, thus impacting their desire to seek supports and keep them isolated in their struggle 
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(Gibson, 2015; Mate & Perry, 2022). Strategies are therefore needed to build rapport 

before the individual decides to engage in seeking mental health support thereby 

preventing the need to struggle alone. 

Theoretical Implications 

The narrative methodology used in this study elicited experiences of participants 

in a rich and meaningful way. Narratives offered insight into the mentalization of 

experiences and choices directing decision-making represented in the quantitative 

findings (Bruner, 1990). Further, differentiation of narrative types was present. Each 

narrative type had specific characteristics noted in theories of narrative development 

(Lieblich et al., 1996; McAdams, 2008). Progressive narrative types had little need or 

experience of distress to warrant seeking help. Redemptive narratives featured obstacles 

such as mental health struggles, and disagreements with parents. They also contained 

feelings of achievement as participants felt they overcame the obstacles they faced. 

Tragic narrative types conveyed a general sense of hopelessness and futility. These types 

developed in tandem with life experiences integrating lessons learned with future 

expectations. The connections made between experiences, content of narratives, and 

future expectations that characterize each narrative type confirmed McAdams’ (2008) 

three tiered theory of narrative development. 

Emerging adults are distinctive in the community since they are no longer 

children but not yet fully adults. The narratives, triggered emotions, and subsequent 

decision-making of emerging adults in this study, confirms that individuals respond to 

environmental interactions supporting embodied theories of development (Beckes et al., 

2015). Specifically, this study confirms the complex role attachment plays in narrative 
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development. Attachment security provides an individual the ability to comfortably 

interact with and trust others. Engagement in seeking mental health support requires 

youth-friendly, safe spaces that respect their agency, knowledge, and experiences 

(McCabe et al., 2022; Price & Hollinsaid, 2022). The decision not to seek help, as 

described in participant narratives, indicated that youth must be able to trust these 

services and professionals to foster engagement. Additionally, cultural, and 

environmental factors influence views about seeking mental health care and ultimately 

decisions to seek out support (Abreu et al., 2022; Castillo, 1997; Habermas & de Silviera, 

2008). Narratives in this sample supported this; adolescents also need family or school 

support for seeking mental health support (e.g., consent; Radez et al., 2021). Similar 

findings have been found in studies examining general help-seeking of youth belonging 

to the LGBTQ+ community and racialized minorities (Abreu et al., 2022; Hammack & 

Cohler, 2011; Office of New Brunswick Child and Youth Advocate, November 2020, 

September 2021, May 2022, June 2022; Woods-Jaeger et al., 2018). Research on younger 

youth indicated that parental support was essential for effectiveness of seeking mental 

health support and fostering favorable attitudes about the help-seeking process (Beckes et 

al., 2015; Bohn & Berntsen, 2013). Mental health literacy helps parents recognize mental 

health issues and their influence on their children’s mental health and MHHS narratives 

(Beckes et al., 2015; Bohn & Berntsen, 2013). Normalizing mental health issues, 

acknowledging that everyone needs support, and actively supporting their child in 

seeking mental health care may help children of any age develop positive attitudes about 

the process. Children will be less likely to express defeat and shame about their struggles 

as they emerge into adulthood (Rickwood et al., 2005).  
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The attachment-based B&B approach provides a safe emotional space to process 

distress. This emotional safety may improve mental health, life satisfaction, and mental 

health help-seeking beliefs. With time, therapeutic interactions help individuals manage 

distress and return to an emotional baseline quickly (Brown & Elliott, 2016). When the 

secure base narrative develops, individuals are more likely to take healthy risks, like 

seeking mental health support, and experiment with support options (Mikulincer & 

Shaver, 2020). The attachment system deactivates as distress subsides, making space for 

other tasks (Mikulincer & Shaver, 2020). The B&B cycle of attachment security occurs 

when individuals interact with caring others or community members, developing 

attachment security in varying relational contexts (Mikulincer & Shaver, 2020; Rickwood 

et al., 2015). Subsequently, the mental health of the individual improves by way of more 

positive views of self and others. 

Mental Health Literacy and Reducing Stigma 

Internalized stigma significantly contributes to intentions to seek mental health 

support (Ma et al., 2022; Vieira, 2023). Stigma is a known obstacle to seeking help, and 

this phenomenon continues in emerging adults (Corrigan, 2006; Price & Hollinsaid, 

2022). Participants shared experiences of mental health stigma or discrimination while 

help-seeking. Stigma and discrimination caused feelings of dread, shame, and 

insignificance. These negative emotions were identified in redemptive and tragic 

narratives, leading to avoidance of help-seeking. These findings show that stigma and 

discrimination can harm individuals more than mental illness itself (Price & Hollinsaid, 

2022; Thornicroft et al., 2015). In many narratives, seeking support for mental health was 

not an option because earlier experiences made the participant feel unheard or that their 
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problems were trivial. Thus, our results suggest that strategies to engage and validate the 

experiences of emerging adults in promoting seeking mental healthcare are still needed. 

Long wait times, delayed mental health referrals, and healthcare system 

discrimination of addiction were reported as barriers in eleven participant narratives. 

Addiction discrimination in healthcare is well documented (Werder et al., 2022). 

Language like ‘addict’ is now unacceptable (Werder et al., 2022). Instead, language that 

does not dehumanize the individual (e.g., a substance use disorder patient) is advised 

(Werder et al., 2022). Studies have found that clinicians who perceive addiction as purely 

behavioural and due to choice report greater rates of addiction-related stigma (Rey et al., 

2019; Werder, 2022). As a result, language reforms have been advocated as a public 

health priority (Rey et al., 2019; Werder, 2022). This strategy reframes narratives to 

retain a positive identity while identifying maladaptive coping techniques to improve 

seeking mental health care (Werder et al., 2022). Clinical discrimination emphasizes the 

need for trauma-informed mental health care and easy access to appropriate 

professionals.  

Trauma-Focused Approaches 

Trauma-informed literature increasingly views psychopathology as an 

environmental adaptation rather than a personal deficit (Mate & Perry, 2022). The 

narrative of adaptation challenges how mental illness, ACEs, and seeking mental health 

support are typically framed, referenced, and understood. Trauma-focused therapeutic 

rapport-building is key to success (Ovenstad et al., 2020). Consideration is given to the 

individual’s adaptation while attending to the cascade of consequences ACEs leave in 

their wake. Trauma-informed approaches recognize the function of maladaptive coping. 
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For example, many people with substance use disorders feel a sense of community and 

connection with others who use substances. Another example of maladaptive functioning 

are those who feel isolated or angry and explode in response to their emotions and may 

not know how to communicate differently (Mate & Perry, 2022). Trauma-informed 

approaches aim to resolve the desire to mentally escape the circumstances or bodily 

discomfort resulting from ACEs (Mate & Perry, 2022). These approaches recognize that 

not all individuals have learned the same skill sets, and research on the efficacy of these 

approaches is growing. For example, while some youth were in school learning and 

achieving developmental milestones, others were enduring trauma or experiencing 

psychopathology and have had to learn how to cope with distress first (Mate & Perry, 

2022). Some youths did not have accessible caregivers to assist in this process. As a 

result, B&B methods for creating connections should be considered in future mental 

health interventions. 

Clinical Implications 

This study has important clinical implications for emerging adult well-being. For 

instance, a looming question remains regarding how to engage emerging adults in 

seeking support for their mental health and building rapport before they enter into formal 

services for help. Available clinicians might use a B&B attachment security cycle by first 

building trust in their availability and responsiveness. Clinicians who can engage 

meaningfully with emerging adults will boost their hope and willingness to participate in 

seeking mental health support. 

The B&B cycle is increasingly seen as more effective than cognitive behavioural 

therapies in improving mental health outcomes in those with depression, eating disorders, 
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and personality disorders (Mikulincer & Shaver, 2020). The B&B cycle enhances 

relationship quality, the capacity for resilience and broadens perspectives of self and 

others. On the other hand, attachment insecurity causes preoccupation with meeting the 

most fundamental desire for connection or avoiding others despite suffering. Those with 

redemptive narratives identified trust in the process of seeking mental health support and 

in mental health professionals. Successful interactions are marked by feelings of good 

rapport with the mental health professionals they have seen. This supports the evidence 

that positive therapeutic interactions require positive rapport (Abrams, 2022; DeAngelis, 

2019). Belief in the benefit of seeking mental health support is also a predictor of 

successful therapeutic relationship building (Young, 2017). 

Clinical Interventions to Promote Mental Health Help-Seeking 

Knowledge translated into interventions for practice allows those in the field of 

mental health care to enhance the quality of service delivery. Evidence-based strategies to 

promote positive narratives about MHHS are discussed below and a summary of 

recommended clinical interventions can be found in Figure 5. 

Some initiatives incorporate media about health, exercise, and nutrition (e.g., 

Canada’s food guide) into school curriculum, or public service announcements. Movies, 

TV, and social media have depicted mental illness as dangerous and evoked fear (Brown 

et al., 2019). However, media can be a powerful instrument for redirecting community 

narratives to better reflect the human experience (Brown et al., 2015; Roeschley & Kim, 

2019). Individual narratives and attachment insecurity are projected onto community 

narratives, reflecting similar narratives and insecurity within the community (Smith et al., 

1999). For example, for decades many believed mental illness to be evidence of sin 
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(Dain, 1992). The narrative emerged in the general community that mental illness 

signaled character defects (Goffman, 1963). This study has shown that stigma influenced 

narrative type and decisions not to engage in seeking mental health support (Chovil, 

2004; Edwards, 2017; Price & Hollinsaid, 2022). If individual narratives about MHHS 

can be improved, community narratives will follow. Individuals influence culture, and 

culture influences individuals (Habermas & de Silveira, 2008). Likewise, individual 

narratives affect cultural or community narratives and vice versa (McAdams & McLean, 

2013). Furthermore, a change is required in the attitudes held within the general 

community about MHHS. Educating youth and their families about the collaborative 

psychotherapy process may help increase trust in mental health services and professionals 

(Brown & Elliott, 2016). Moreover, to better support the healthy development of mental 

health in their children, parents advocate for support to enhance their mental health 

literacy (e.g., how to help, or where to find it; Brown, 2021; Teagle, 2002).  

Mental health literacy reduces stigma and increases youth engagement in seeking 

mental health support (Jorm, 2012; Koller et al., 2013). However, education must elicit a 

positive view of the benefits of seeking mental health care and provide information about 

support-options (Jorm, 2012). Community dialogue about seeking mental health care and 

mental health experiences can promote mental health literacy (Koller et al., 2013). A 

community strong in mental health literacy can dispel stigma and promote seeking help 

(Corrigan, 2006; Koller et al., 2013). Calgary’s Opening Minds in High School project 

educated junior and high school students about mental health (Koller et al., 2013). 

Education sessions included those with lived experience of mental illness and recovery 
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experiences. The program successfully reduced misunderstandings and myths about 

mental health by 33% and, ultimately reduced stigma relating to mental illness.  

A local example, the Building Home (www.BuildingHome.ca) project in Saint 

John, NB, emphasizes youth voice and experience (Community stakeholder, August 20, 

2023). Building Home is a knowledge mobilization project that will engage the larger 

community and showcase youth experiences relating to homelessness, mental health, and 

their efforts to seek help through a large art installation. Projects such as these improve 

community mental health literacy and understanding of ‘others’ in the community, 

fostering a sense of belonging (Woodhall-Melnik et al., 2022). Such projects can dispel 

stereotypes and stigma and spark community discussions around seeking mental health 

support (Woodhall-Melnik et al., 2022). These opportunities for community belonging 

will embed a B&B approach into community capacity building.  

Educational institutions offer several youth mental health interventions (Mason-

Jones et al., 2012). Interventions have reduced the stigma of mental disorders but not 

internalized stigma or engagement in mental health services (Ma et al., 2022). School-

based interventions should aim to reduce internalized stigma and include local mental 

health providers. Showcasing local agency services will aid relationship-building within 

schools and the community. Moreover, public education about mental health issues, 

where to seek help, and what each local agency offers should be combined with messages 

about the benefits of seeking mental health support. Contact interventions have also been 

shown to be beneficial (Allport, 1954; Denison et al., 2020; Evans-Lacko et al., 2012; 

Khenti et al., 2019; Martinez-Martinez et al., 2019). Contact interventions with 

individuals that have lived experience of mental illness and seeking mental health care 

http://www.buildinghome.ca/
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reduce anxiety about what to expect for those in need of support (Ma et al., 2022; Price & 

Hollinsaid, 2022). Promoting such programs while broadening and building attachment to 

care providers’ institutions can boost the individual’s sense of security with that 

institution (Granqvist, 2021).  

Help-seeking pathways and processes should be voluntary and informed by 

emerging adults (McCabe et al., 2022). However, many services disengage punitively 

when youth (ages 15-25) are non-compliant, often at the expense of the working 

relationship (Noble-Carr et al., 2014). A B&B model suggests that disengaging youths 

who struggle with services is inappropriate, harmful, and counter-productive. Service 

disengagement fosters the belief that support is conditional and punitive, removing any 

sense of shared humanity and compassion (Community Stakeholder, August 20, 2023; 

Noble-Carr et al., 2014). Instead, service providers can pivot and build relationships with 

youth (Noble-Carr et al., 2014). If efforts are made to check in and maintain contact with 

youth not ready to engage in the formal process, youth will gain trust that service 

providers care about their well-being (McCabe et al., 2022). This will also build their 

sense of agency, self-worth, and value.  
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Figure 5 

Summary of Recommended Clinical Interventions 

 

  

Summary of 
Clinical 
Interventions

Utilization of the broaden and build cycle of attachment security to 
inform relational approaches to service delivery.

Use of various media to redirect narratives to better reflect the 
human experience.

Public and school-based education to reduce internalized stigma 
and promote mental health literacy (i.e., mental health issues, 
benefits of seeking help, process of theraputic interventions, and 
local support options and services).

Knowledge mobilization and translation projects featuring youth 
voices and experience.

Help-seeking pathways and processes should be voluntary and 
informed by emerging adults.
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Limitations and Future Directions of This Study 

 This study is not without limitations. More specifically, limitations relating to 

study demographics, socioeconomic status, and narrative types are discussed below. 

Demographics 

The large number of undergraduates sampled was a limitation of narrative 

research this study tried to resolve. Undergraduates and clinical populations are over-

represented in help-seeking research. However, only 12% of the sample were community 

members. Thus, this small number is unlikely to represent subclinical populations. 

Further data collection from the general community would allow for more robust 

conclusions from these findings.  

Most of this study’s sample identified seeking help from a psychologist or school 

counselor. This frequency could be due to emerging adults in post-secondary institutions 

having better access to school counselors than other emerging adults in the community. 

Future research should explore this with other demographics of youth for clarification. 

Socioeconomic Status 

This study did not collect SES data, but narrative data highlighted this theme. 

This study found narrative types specific to intentions to seek mental health support, 

providing novel insights. For example, redemptive narratives emphasized themes 

of agency and economic advantage illustrating the benefit of residing in a higher 

socioeconomic class where inaccessibility does not taint the hope of acquiring help.  

Most of the participants were university undergraduates, therefore paid services 

may not always be possible. This study did not collect SES data, however several studies 
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link SES and mental health (Kern et al., 2020; Lowthian, 2021; Nagy-Penzes, 2020). 

Reduced SES increases mental illness, violence, and poverty, which inhibits help-seeking 

(Castillo, 1997; McAdams, 2008). Those belonging to lower-SES rely on publicly 

financed mental health care, which may be concerning. Waitlists for government health 

care services are long (Iyer et al., 2019; Office of the New Brunswick Child and Youth 

Advocate, Sept. 2021). For example, as mentioned, one person waited almost two years 

to see a psychiatrist. Longer delays in treating mental illness can lead to more severe 

symptoms and complex needs (Wang et al., 2007).  

Narrative Types 

Short and broad narrative excerpts were collected for this study. Shorter narratives 

may have necessitated redefining progressive narratives for code clarity. Initially, 

progressive narratives were noted to progress consistently, with the direction of 

emotional tone either up or down; however, while coding, it became evident that 

progressive and tragic narratives were indistinguishable from each other with this 

definition. To address this issue, progressive narratives were coded by positive or neutral 

emotional tone whereas tragic narratives had consistently negative emotional tones. In 

other words, progressive narratives were neutral, while tragic narratives were negative.  

A small body of narrative research links decision-making, MHHS, and 

attachment. Future narrative type and MHHS research may use visuals of mental health 

care interactions and allow participants to write their interpretations (Rickwood et al., 

2005). Interpretations will distinguish between tragic and progressive narratives through 

reflected attachment patterns and beliefs. This distinction can increase understanding of 

the applications and utility of the B&B approach to promoting attachment security. 
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Additionally, using biometric measurements like heart rate and galvanic skin response 

while writing narratives would lend further support to embodied attachment theories. 

Repeated-measures longitudinal narrative research could also distinguish narrative-type 

fluidity and change. To better distinguish narrative-type groups and attachment patterns, 

future studies might evaluate narrative-type coping strategies.  

Future Directions for Consideration 

Internalized Stigma and Mental Health Literacy 

Future studies may want to explore ways to measure and explore internalized 

stigma in efforts to reduce the barrier it poses to MHHS. Standard educational approaches 

reduce mental illness stigma but not internalized stigma. Understanding how general and 

targeted messaging reduces internalized stigma is also important. This suggests mental 

health literacy interventions are still needed to promote engagement with services and 

reduce stigma-related barriers (Koller et al., 2013). Changing mental illness language is 

one strategy (Price & Hollinsaid, 2022; Werder et al., 2022). How universal interventions 

may blend attachment security (B&B) and evaluate internalized stigma in mental health 

support narratives is unknown. 

There is currently a shortage of measures assessing mental health literacy, as 

noted by Ma et al. (2022). Additionally, the specific aspects of mental health literacy that 

are most beneficial to youth remain unidentified (Ma et al., 2022). Further research is 

required to pinpoint how interventions targeting the stigma associated with seeking 

mental health support among emerging adults can effectively address internalized stigma. 

Community education is essential to improve overall mental health literacy and clarify 

cultural misunderstandings about the process of seeking mental health support. 
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Conclusion 

This study had complex results. Attachment insecurity increases with more ACEs; 

more specifically, attachment avoidance is more likely than attachment anxiety. 

Experiencing greater adversity reduced the likelihood of seeking help from family but did 

not predict narrative type. In particular, tragic narratives indicated no intention to seek 

mental health support. Notably, narrative type did not predict attachment and there was 

no preference for mental health services. The decision to avoid mental health help-

seeking was predicted by narrative type, attachment avoidance, and ACEs.  

This is one of many studies in a growing body of research on emerging adult 

narratives and MHHS. This study aimed to understand how narratives impact the 

decision to seek mental health support. Values expressed and contained in narratives 

guide behaviour and decisions (Schnitker et al., 2019). Values and attitudes develop in 

tandem with attachment patterns and corresponding narratives. Additionally, attachment 

patterns give context to the preferences of individuals when seeking help for mental 

health concerns. From a motivational perspective, individuals may be empowered to seek 

support when recognizing the value of ongoing efforts to improve their mental health, 

even when prioritizing their lives (Miller & Rollnick, 2013). It is, therefore, essential to 

engage emerging adults in developing programs and interventions to empower them as 

active agents in their lives.  

Emerging adults in this study indicated little intention to seek help meaning 

existing services are perceived unfavorably and have yet to be trusted. Developing 

programs or interventions to engage youth better will require youth input and 

involvement moving forward. Engaging emerging adults in improving community mental 
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health literacy may take longer; however, the expected improvement in seeking mental 

health services is worth the effort. Our communities must normalize mental health and 

recovery-oriented beliefs, attending therapy, and requiring help both proactively and 

during distress (Vierthaler & Elliott, 2022). In conclusion, this study has shed light on the 

intricate link between narrative types developed by emerging adults and their subsequent 

mental health help-seeking behaviours using narrative inquiry methodology. By fostering 

a culture that encourages individuals to step out in bravery, courage, and pride, we can 

actively contribute to shaping more positive and constructive narratives surrounding the 

essential act of seeking mental health support. 
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Table 1 

Descriptive statistics of demographics of study sample 

 N M Mdn SD Min Max f % 

Age 166 22.31 21 3.24 19 31   

Gender 170        

Male       53 31.20 

Female       110 64.70 

Non-Binary       5 2.90 

Prefer not to say       1 0.60 

Transgender male       1 0.60 

Sexual Orientation 170        

Heterosexual       124 72.90 

Lesbian       7 4.10 

Gay       3 1.80 

Bisexual       21 12.40 

Questioning/Unsure       3 1.80 

Asexual       6 3.50 

Pansexual       1 0.60 

Prefer not to say       5 2.90 

Previously sought 

help from mental 

health professional 

170        

Yes       101 59.40 

No       69 40.60 
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Number of previous 

visits 

135 7.99  15.96 0 100   

Helpfulness rating 

of previous visits 

151 3.40  1.20 1 5   
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Table 2 

Descriptive statistics for General Help-Seeking Scale 

Variable N M SD Min Max 

GHHSMean 168 3.85 0.93 1.86 7 

GHHSINF 169 4.75 1.13 1.33 7 

GHHSFOR 169 3.16 1.36 1 7 

Note. GHHSMean = Total Score for future help-seeking intentions, 

GHHSINF = Informal help-seeking Intentions, GHHSFOR = Formal help-

seeking intentions 
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Table 3 

Descriptive Statistics for individual items of the GHHS 

Source of support N M SD Min Max 

Partner 169 5.07 1.99 1 7 

Friend 170 4.84 1.60 1 7 

Family 170 4.30 1.87 1 7 

Mental Health Professional 169 3.83 1.84 1 7 

Phone Help Line 170 2.54 1.77 1 7 

Family Doctor 170 3.53 1.75 1 7 

Teacher 170 2.73 1.80 1 7 

No One 170 3.19 1.82 1 7 

Note. GHHS= General Help-Seeking Scale 
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Table 4 

Type of professionals seen by participants when seeking help 

Type of Professional f % 

Counsellor 5 2.90 

Family doctor 1 0.60 

University Counsellor 1 0.60 

Therapist 5 2.90 

Psychologist 32 18.80 

Psychiatrist 6 3.50 

School Counsellor 23 13.50 

Unsure 2 1.20 

School Counsellor & 

Psychiatrist 

2 1.20 

Psychiatrist & 

Psychologist 

1 0.60 

Psychologist & 

Therapist 

2 1.20 

Addiction Counsellor 

& Therapist 

1 0.60 

Counsellor & 

Psychiatrist 

1 0.60 

Counsellor & Therapist 1 0.60 

Doctor & Counselor 1 0.60 

School Counselor & 

Psychologist 

8 4.70 

School Counselor & 

Therapist 

2 1.20 
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Marriage & Family 

counselor 

1 0.60 

Psychiatrist & 

Psychologist & 

Counsellor 

2 1.20 

Psychologist & 

Psychiatrist & 

Therapist 

2 1.20 

Child psychiatrist & 

School Counselor & 

Therapist 

1 0.60 

Counselor & Therapist 

& Social Worker 

1 0.60 

Counselor & 

Psychologist & 

Psychiatrist & 

Neurologist 

1 0.60 

Doctor & Therapist & 

Psychiatrist & 

Guidance Counselor 

1 0.60 
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Table 5 

Descriptive statistics for Adverse Childhood Experiences Checklist, 

Experiences in Close Relationships 12- item Scale 

Variable N M SD Min Max 

ACE checklist 

         ACETOTAL 168 3.76 3.32 0 14 

ECR-12 

         Anxiety 169 4.59 1.30 1 6.83 

         Avoid 170 3.39 1.11 1.17 7 

Note. ACETOTAL = Total ACE Score 
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Table 6 

 Correlation matrix of relationships between individual items of the GHHS, 

ACE, and ECR-12 sub-scales 

 Variable    1    2    3    4    5    6    7    8   9   10 11 12 

1 Partner 1            

2 Friend .10 1           

3 Family -.09 .29*

* 
1          

4 MHP .13 -.06 .00 1         

5 PHL -.06 .00 .11 .45** 1        

6 Family Dr .04 .08 .09 .40** .49** 1       

7 Teacher .02 -.18* .11 .36** .54** .37** 1      

8 No One -.08 -.13 -.21** -.09 .07 .02 -.04 1     

9 GHHSFOR .05 -.05 .09 .74** .82** .74** .75** -.02 1    

10 ACETOT -.01 -.07 -.29** .11 .14 .05 .03 .25** .1

1 

1   

11 Anxiety .15 -.06 -.23** .15 .01 .06 .02 .06 .0

9 

.21** 1  

12 Avoid -.23** -.28** -.33** -.11 -.10 -.18* -.11 .42** - .16* .33** . 02 1 

Note. MHP = mental health professional, PHL = Phone help line, ACETOT = Total 

ACE score, Anxiety = ECR-12 Anxiety sub-scale, Avoid = ECR-12 Avoidance sub-

scale, GHHSFOR = Formal sources of support 

N ranged from 133-170. 

*p<.05. **p<.01 
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Table 7 

Multiple regression of narrative type predicting intention to seek help from a 

partner 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .01 .01 1.01 .367 

Age -0.04 0.05 -.06 -0.69 .491     

Gender 0.36 0.37 .09 0.96 .340     

Step 2      .02 .01 0.55 .580 

Redemptive -0.39 0.43 -.09 -0.91 .362     

Tragic -0.02 0.39 -.01 -0.05 .963     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type. 
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Table 8 

Multiple regression with the ability of narrative type on predicting intention to 

seek help from a friend 

Predictor B 
Std. 

error 
 t Sig. R2 

R2 

chang

e 

FChang

e 

FChange 

Sig 

Step 1      .02 .02 1.13 .336 

Age -0.01 0.04 -.01 -0.10 .917     

Gender 0.43 0.31 .12 1.40 .165     

Step 2      .02 .00 0.26 .770 

Redemptive 0.26 0.36 .07 0.72 .475     

Tragic 0.16 0.33 .05 0.47 .637     

Note. Narrative type dummy coded; Reference category = Progressive narrative type 
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Table 9 

Multiple regression of narrative type predicting intention to seek help from 

family 

Predictor B 
Std. 

error 
 t Sig. R2 

R2 

chang

e 

FChang

e 

FChang

e Sig 

Step 1      .01 .01 0.84 .435 

Age -0.00 0.05 -.00 -0.02 .983     

Gender -0.45 0.36 -.11 -1.24 .218     

Step 2      .21 .03 2.31 .103 

Redemptive 0.11 0.42 .03 0.25 .801     

Tragic -0.64 0.38 -.17 -1.68 .095     

Note. Narrative type dummy coded; Reference category = Progressive narrative type 
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Table 10 

Multiple regression of narrative type predicting intention to seek help from 

formal sources of support 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .17 .17 14.64 <.001 

Age 0.17 0.03 .40 4.98 <.001     

Gender -0.12 0.23 -.04 -0.52 .605     

Step 2      .19 .01 1.13 .327 

Redemptive -0.23 0.27 -.08 -0.85 .399     

Tragic -0.34 0.25 -.14 -1.50 .136     

Note. Narrative type dummy coded; Reference category = Progressive narrative type 
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Table 11 

Multiple regression of narrative type predicting intention to not seek help from 

anyone 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange  

Sig 

Step 1      .05 .05 3.39 .036 

Age 0.01 0.05 .02 0.18 .858     

Gender 0.87 0.34 .22 2.53 .013     

Step 2      .16 .12 9.70 <.001 

Redemptive 0.14 0.38 .04 0.38 .705     

Tragic -1.22 0.34 -.33 -3.53 <.001     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type 
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Table 12 

Multiple regression of narrative type predicting intention to not seek help from 

anyone  

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .05 .05 3.39 .036 

Age 0.01 0.05 .02 0.18 .858     

Gender 0.87 0.34 .22 2.53 .013     

Step 2      .16 .12 9.70 <.001 

Progressive 0.14 0.38 -.04 -0.38 .705     

Tragic -1.36 0.35 -.37 -3.85 <.001     

Note. Narrative type dummy coded; Reference category = Redemptive narrative 

type  
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Table 13 

Multiple regression of narrative type predicting attachment anxiety  

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange   

Sig 

Step 1      .07 .07 5.42 .005 

Age 0.02 0.03 .06 0.66 .513     

Gender 0.78 0.24 .28 3.27 .001     

Step 2      .11 .04 3.08 .049 

Redemptive 0.49 0.27 .17 1.78 .077     

Tragic 0.60 0.25 .23 2.41 .017     

Note. Narrative type dummy coded; Reference category = Progressive narrative type  
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Table 14 

Multiple regression of narrative type predicting attachment anxiety 

Predictor B 
Std. 

error 
 t Sig. R2 

R2 

chang

e 

FChange 
FChange 

Sig 

Step 1      .07 .07 5.42 .005 

Age 0.02 0.03 .06 0.66 .513     

Gender 0.78 0.24 .28 3.27 .001     

Step 2      .11 .04 3.08 .049 

Progressive -0.49 0.27 -.18 -1.78 .077     

Tragic 0.11 0.26  .04 0.44 .659     

Note. Narrative type dummy coded; Reference category = Redemptive narrative 

type  
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Table 15 

Multiple regression of narrative type predicting attachment avoidance 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange  

Sig 

Step 1      .00 .00 0.05 .948 

Age -0.01 0.03 -.02 -0.19 .848     

Gender -0.06 0.20 -.03 -0.31 .758     

Step 2      .03 .03 2.28 .106 

Redemptive 0.26 0.24 .11 1.11 .269     

Tragic 0.46 0.22 .21 2.14 .034     

Note. Narrative type dummy coded; Reference category = Progressive 

narrative type 
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Table 16 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from a partner 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .02 .02 1.05 .353 

Age - 0 . 0 4 0.05 -.06 -0.70 .485     

Gender 0.37 0.38 .09 0.98 .327     

Step 2      .02 .00 2.84 .784 

ACETOT -.01 0.05 -.02 -0.28 .784     

Step 3      .06 .04 2.84 .062 

Anxiety 0.15 0.14 .10 1.10 .274     

Avoid -0.34 0.16 -.18 -2.11 .037     

Step 4      .07 .01 0.75 .475 

Redemptive -0.41 0.44 -.09 -0.94 .351     

Tragic 0.07 0.41 .02 0.17 .866     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type 
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Table 17 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from a friend 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .02 .02 1.10 .336 

Age -0.00 0.04 -.01 -0.10 .925     

Gender 0.43 0.31 .12 1.38 .169     

Step 2      .02 .00 1.36 .712 

ACETOT -0.02 0.04 -.03 -0.37 .712     

Step 3      .08 .07 4.99 .008 

Anxiety -0.12 0.11 -.09 0.68 .497     

Avoid -0.40 0.13 -.26 -2.98 .003     

Step 4      .09 .01 0.74 .479 

Redemptive 0.37 0.36 .10 1.03 .303     

Tragic 0.37 0.03 .11 1.09 .276     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type 
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Table 18 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from family 

Predictor B 
Std. 

error 
 t Sig. R2 

R2 

chang

e 

FChange 

FChange  

 Sig 

Step 1      .02 .02 1.02 .365 

Age -0.00 0.05 -.00 -0.02 .981     

Gender -0.50 0.36 -.12 -1.37 .174     

Step2      .08 .06 9.12 .003 

ACETOT -0.15 0.05 -.25 -3.02 .003     

Step 3      .16 .08 6.55 .002 

Anxiety -0.26 0.13 -.18 -2.07 .041     

Avoid -0.44 0.15 -.24 -2.96 .004     

Step 4      .17 .02 1.25 .289 

Redemptive 0.42 0.40 . 1 0 1.03 .304     

Tragic -0.17 0.37 -.05 -0.47 .643     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type 
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Table 19 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from a mental health professional   

Predictor B 

Std. 

erro

r 
 t Sig. R2 

R2 

chang

e 

FChange 
FChang

e  Sig 

Step 1      .07 .07 5.19 .007 

Age 0.16 0.05 .27 3.16 .002     

Gender 0.12 0.35 .03 0.35 .729     

Step 2      .08 .01 0.94 .335 

ACETOT 0.05 0.05 .08 0.97 .335     

Step 3      .11 .03 2.49 .087 

Anxiety 0.10 0.13 .07 0.77 .442     

Avoid -0.31 0.15 -.18 -2.09 .039     

Step 4      .13 .02 1.75 .177 

Redemptive 0.31 0.41 .07 .766 .445     

Tragic -0.39 0.38 -.10 -1.04 .300     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type. 
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Table 20 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from a phone help line 

Predictor B 
Std. 

error 
 t Sig. R2 

R2 

chang

e 

FChange 
FChange  

Sig 

Step 1      .13 .13 10.70 <.001 

Age 0.17 0.04 .31 3.77 <.001     

Gender -0.44 0.31 -.12 -1.42 .157     

Step 2      .15 .01 1.79 .183 

ACETOT 0.06 0.04 .11 1.34 .183     

Step 3      .17 .02 1.71 .185 

Anxiety 0.04 0.12 .03 0.35 .730     

Avoid -0.24 0.13 -.15 -1.82 .071     

Step 4      .17 .01 0.57 .570 

Redemptive -0.25 0.37 -.06 -0.68 .499     

Tragic -0.36 0.34 -.10 -1.05 .294    

Note. Narrative type dummy coded; Reference category = Progressive 

narrative type 
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Table 21 

Hierarchal multiple regression with the ability of narrative type, ACEs, and 

attachment pattern on predicting intentions to seek help from a family doctor 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .05 .05 3.47 .034 

Age 0.12 0.05 .22 2.52 .013     

Gender 0.01 0.33 .00 0.03 .978     

Step 2      .05 .01 0.87 .353 

ACETOT 0.04 0.05 .08 0.93 .353     

Step 3      .08 .03 1.93 .149 

Anxiety 0.01 0.12 .00 0.04 .969     

Avoid -0.28 0.14 -.17 -1.96 .052     

Step 4      .08 .00 0.27 .764 

Redemptive 0.02 0.39 .01 0.06 .956     

Tragic -0.22 0.36 -.06 -0.59 .556     

Note. Narrative type dummy coded; Reference category = Progressive 

narrative type 
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Table 22 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from a teacher 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .18 .18 15.59 <.001 

Age 0.23 0.04 .41 5.08 <.001     

Gender -0.22 0.31 -.06 -0.69 .492     

Step 2      .18 .00 0.00 .980 

ACETOT -0.00 0.04 -.00 -0.03 .980     

Step 3      .19 .01 0.43 .649 

Anxiety 0.01 0.12 .01 0.10 .919     

Avoid -0.03 0.14 -.07 -0.93 .356     

Step 4      .23 .04 3.33 .039 

Redemptive -0.95 0.37 -.23 -2.57 .011     

Tragic -0.55 0.34 -.15 -1.59 .114     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type 
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Table 23 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from a teacher 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

F Change 

Sig 

Step 1      .18 .18 15.59 <.001 

Age 0.23 0.04 .41 5.08 <.001     

Gender -0.22 0.31 -.06 -0.69 .492     

Step 2      .18 .00 0.00 .980 

ACETOT -0.00 0.04 -.00 -0.03 .980     

Step 3      .19 .01 0.43 .649 

Anxiety 0.01 0.12 .01 0.10 .919     

Avoid -0.13 0.14 -.07 -0.93 .356     

Step 4      .23 .04 3.33 .039 

Progressive 0.95 0.37 .25 2.57 .011     

Tragic 0.40 0.35 .11 1.16 .247     

Note. Narrative type dummy coded; Reference category = Redemptive narrative 

type 
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Table 24 

Hierarchal multiple regression of narrative type, ACEs, and attachment pattern 

predicting intentions to not seek help from anyone 

Predictor B 
Std. 

error 
 t Sig. R2 

R2 

chang

e 

FChange 
F Change 

Sig 

Step 1      .04 .04 3.18 .045 

Age -0.01 0.05 -.02 -0.19 .851     

Gender -0.85 0.35 -.21 -2.46 .015     

Step 2      .11 .07 10.54 .001 

ACETOT 0.15 0.05 .27 3.25 .001     

Step 3      .24 .12 10.92 <.001 

Anxiety 0.05 0.12 .03 0.39 .700     

Avoid 0.64 0.14 .36 4.66 <.001     

Step 4      .31 .07 7.16 .001 

Redemptive -0.31 0.36 .07 -0.87 .388     

Tragic 0.88 0.33 .24 2.65 .009     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type 
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Table 25 

Hierarchal multiple regression of narrative type, ACEs, and attachment 

pattern predicting intentions to not seek help from anyone 

Predictor B 
Std. 

error 
 t Sig. R2 R2 

change 
FChange 

FChange 

Sig 

Step 1      .04 .04 3.18 .045 

Age -0.01 0.05 -.02 -0.19 .851     

Gender -0.85 0.35 -.21 -2.46 .015     

Step 2      .11 .07 10.54 .001 

ACETOT 0.15 0.05 .27 3.25 .001     

Step 3      .24 .12 10.92 <.001 

Anxiety 0.05 0.12 .03 0.39 .700     

Avoid 0.64 0.14 .36 4.66 <.001     

Step 4      .31 .07 7.16 .001 

Progressive 0.31 0.36 .08 0.87 .388     

Tragic 1.19 0.33 .32 3.57 <.001     

Note. Narrative type dummy coded; Reference category = Redemptive 

narrative type 
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Table 26 

Hierarchal multiple regressions of narrative type, ACEs, and attachment pattern 

predicting intentions to seek help from formal sources of support 

Predictor B 
Std. 

error 
 t Sig. R2 R2

Change FChange 

 

FChange 

Sig 

Step 1      .18 .18 14.49 <.001 

Age 0.17 0.03 .40 4.95 <.001     

Gender -0.13 0.24 -.05 -0.55 .584     

Step 2      .18 .01 1.24 .268 

ACETOT 0.04 0.03 .09 1.11 .268     

Step 3      .22 .03 2.90 .058 

Anxiety 0.04 0.09 .04 0.47 .637     

Avoid -0.24 0.10 -.19 -2.36 .020     

Step 4      .23 .01 1.08 .344 

Redemptive -0.22 0.28 -.07 -0.79 .430     

Tragic -0.38 0.26 -.14 -1.47 .145     

Note. Narrative type dummy coded; Reference category = Progressive narrative 

type 
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Figure 6 

Attachment avoidance predicting seeking help from a friend 
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Figure 7 

Adverse childhood experiences predicting seeking help from family 
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Figure 8 

Attachment avoidance predicting seeking help from family 
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Figure 9 

Adverse childhood experiences predicting not seeking help from anyone 
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Figure 10 

Attachment avoidance predicting not seeking help from anyone 
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Figure 11 

Narrative type predicting not seeking help from anyone 
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Appendix A 

Recruitment Message: Undergraduates Appendix Title 

My name is Sarah Malashevsky, and I am a master’s student at UNB Saint John. 

I am working under the supervision of Dr. Enrico DiTommaso in the department of 

Psychology. I invite you to participate in my research study about what narrative types 

that emerging adults develop relating to their willingness to engage or not engage in 

seeking mental health care and how social factors may contribute to their decision. I am 

interested in learning more about why emerging adults seek or do not seek mental health 

care, allowing emerging adults to express their thoughts, attitudes, and needs. Research 

findings indicate emerging adults are often not given this voice in advocating for their 

mental healthcare and how decisions about their mental health care are made. In efforts 

to help improve mental health care in our community, I want to hear from emerging 

adults directly.  

This study will include any emerging adults in the community ages 19-30. If you 

are interested in participating, please click the following link to be taken to a consent 

form. Once you consent by clicking “I agree,” you will be redirected to the survey. The 

survey will take approximately 30 minutes, and your responses will be confidential. If 

you start the survey and decide you are not interested in participating further, you may 

stop at any time. You will still be eligible for compensation if you do not complete the 

entire questionnaire package. Thank you for your time and your input. Your voice is 

important. 

This project has been reviewed by the Research Ethics Board at UNBSJ and is 

on file as REB File #2023-024. For your participation in this study, students of UNB 

will receive one bonus point in SONA for your chosen course. Students will also be able 

to earn bonus marks via an alternate option provided by their instructor. 
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Sincerely, 

Sarah Malashevsky BA (Hons) in Psychology, SWDip 

MA student in Experimental Psychology 

UNB Saint John 

sarah.malashevsky@unb.ca 

  

mailto:sarah.malashevsky@unb.ca
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Appendix B 

Recruitment Message: Social Media Participants 

My name is Sarah Malashevsky, and I am a master’s student at UNB Saint John. 

I am working under the supervision of Dr. Enrico DiTommaso in the department of 

Psychology. I invite you to participate in my research study about what narrative types 

that emerging adults develop relating to their willingness to engage or not engage in 

seeking mental health care and how social factors may contribute to their decision. I am 

interested in learning more about why emerging adults seek or do not seek mental health 

care, allowing emerging adults to express their thoughts, attitudes, and needs. Research 

findings indicate emerging adults are often not given this voice in advocating for their 

mental healthcare and how decisions about their mental health care are made. In efforts 

to help improve mental health care in our community, I want to hear from emerging 

adults directly.  

This study will include any emerging adults in the community ages 19-30. If you 

are interested in participating, please click the following link to be taken to a consent 

form. Once you consent by clicking “I agree,” you will be redirected to the survey. The 

survey will take approximately 30 minutes, and your responses will be confidential. If 

you start the survey and decide you are not interested in participating further, you may 

stop at any time. You will still be eligible for compensation if you do not complete the 

entire questionnaire package. Thank you for your time and your input. Your voice is 

important. 

This project has been reviewed by the Research Ethics Board at UNBSJ and is 

on file as REB File #2023-024. Those recruited via social media, will be eligible to have 

their name entered into a draw to win one of four $20 gift cards for Indigo books. Odds 

of winning a gift are approximately 4 in 200 (1:50). When prompted to enter your name, 

provide your email address.  

Sincerely, 

Sarah Malashevsky BA (Hons) in Psychology, SWDip 
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MA student in Experimental Psychology 

UNB Saint John 

sarah.malashevsky@unb.ca 

mailto:sarah.malashevsky@unb.ca
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Appendix C 

The Emerging Adult Mental Health Narrative Questionnaire 

Please complete the following questions to the best of your ability. Remember, you have 

the right to withdraw your consent to participate at any time by closing your browser 

window. 

1. What is your age? 

2. Are you a student? 

3. Describe an experience you have had with seeking help for your mental health. 

(Consider what happened, when it happened, who was involved, what you may 

have been thinking or feeling, why it was significant, and what the experience may 

have led you to believe about yourself.) If you have chosen not to seek help for your 

mental health, please describe 

why._________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

4. What is your gender? (Drop down menu) 

a. Female 

b. Male 

c. Transgender female 

d. Transgender male 

e. Agender 

f. Non-binary 

g. Other: please specify 

h. Prefer not to say 

5. What is your sexual orientation? 

a. Lesbian 

b. Bisexual 

c. Heterosexual 

d. Queer 

e. Unsure/questioning 

f. Asexual 

g. Pansexual 

h. Other: please specify 

i. Prefer not to say
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Appendix D 

General Help Seeking Questionnaire 

Below is a list of people who you might want to get help or advice from if you were 

having a personal or emotional problem. Please choose the number that shows how likely 

it is you would get help from each of these people for a personal or emotional problem in 

the next month. 

 Extremely 

Unlikely 

     Extremely 

Likely 

Partner (e.g., 

significant boyfriend 

or girlfriend) 

1 2 3 4 5 6 7 

Friend (not related to 

you) 

1 2 3 4 5 6 7 

Other relative/family 

member 

1 2 3 4 5 6 7 

Mental Health 

professional (e.g., 

school counsellor, 

psychologist, 

psychiatrist) 

1 2 3 4 5 6 7 

Phone help line 

(E.g., Mobile Mental 

Health, Kids Help 

Phone) 

1 2 3 4 5 6 7 

Family doctor/GP 1 2 3 4 5 6 7 

Teacher (Homeroom 

or classroom 

teacher) 

1 2 3 4 5 6 7 

Someone else not 

listed above (Please 

1 2 3 4 5 6 7 
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describe who this 

was) 

I would not seek 

help from anyone 

1 2 3 4 5 6 7 

Have you ever seen a 

mental health 

professional (e.g., 

school counsellor, 

psychologist, 

psychiatrist) to get 

help for personal 

problems? 

Yes  No 

How many visits did 

you have with the 

mental health 

professional? 

 

_____ visits 

Do you know what 

type of mental health 

professionals you’ve 

seen? If so, please 

list their titles (e.g., 

school counsellor, 

psychologist, 

psychiatrist) 

____________________________________________ 

 Extremely  

unhelpful 

Extremely 

helpful 

How helpful was the visit to the 

mental health professional?  

1 2 3 4 5 
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Appendix E 

Adverse Childhood Experiences Checklist 

The following is a list of experiences that may or may have happened to you while 

growing up. Please answer if the following list happened to you based on experiences 

that happened before age 18.  

Yes = 1    No = 0 

 

1. Lacked money for food or housing 

2. Lived in dangerous housing or neighborhood 

3. Lived with someone with a severe physical, developmental, or mental disability 

or illness 

4. Ever separated from your family for an extended period of time (lived with 

relatives or friends, in foster care or adopted) 

5. Parent/caregivers separated or divorced while you were living with them 

6. Experienced expected or non-sudden death of close family member or friend 

7. Ever bullied (made fun of, threatened with harm) 

8. Witnessed extreme physical violence between family members 

9. Emotionally abused by a parent, caregiver, or partner 

10. Physically abused by a parent, caregiver, or partner 

11. Experienced sexual assault (rape, attempted rape, made to perform sexual act(s) 

through force or threat of harm) 

12. Exposed to unwanted or uncomfortable sexual experiences other than assault 

13. Experienced serious physical assault by someone close to you 

14. Experienced serious physical assault by someone else 

15. Witnessed sudden violent or accidental death or its aftermath 
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Appendix F 

Experiences in Close Relationships - 12 (ECR- 12) 

The following statements concern how you generally feel in your close relationships 

generally (e.g., with romantic partners, close friends, or family members). Please respond 

to each statement by indicating how much you agree or disagree. Mark your answer using 

the following rating scale. 

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Undecided 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

 

1. I feel comfortable depending on others. 

2. I worry that others won’t care about me as much as I care about them. 

3. I usually discuss my problems and concerns with close others. 

4. I worry a fair amount about losing my close relationship partners. 

5. I tell my close relationship partners just about everything. 

6. I worry a lot about my relationships. 

7. I don’t mind asking close others for comfort, advice, or help. 

8. I worry about being alone. 

9. I don’t feel comfortable opening up to others. 

10. I need a lot of reassurance that close relationship partners really care about me. 

11. I feel comfortable sharing my private thoughts and feelings with others. 

12. If I can’t get a relationship partner to show interest in me, I get upset or angry. 
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Appendix G 

Department of Psychology 

University of New Brunswick, Saint John campus 

Informed Consent Form for Undergraduates 

This study is being conducted as part of a master’s degree in the Experimental 

Psychology program for the Psychology department at the University of New Brunswick. 

The principal investigator (PI) is Sarah Malashevsky, and she is conducting thesis 

research under the supervision of Dr. Enrico DiTommaso. 

 

Purpose of Research 

This study will explore what socio-cultural factors influence the development of 

emerging adult narrative types relating to seeking mental health care. The study will 

require you to answer various questions about your experiences of mental health-seeking 

behaviours, attachment patterns, and adverse life experiences. This survey should take 30 

minutes to complete. 

 

Risks and Benefits 

There are no known harms or benefits associated with participating in this survey. 

However, you may experience some distress while reflecting on personal experiences and 

emotions related to mental health help-seeking. Should you need to speak to someone 

about this distress, links to counselling supports will be provided at the end of the survey. 

 

Confidentiality 

All information collected will be kept completely anonymous. Except for your 

signed consent form, you will not be asked to include any information that will identify 

you personally. Responses will be collected through the online survey system Qualtrics, 

downloaded, and stored on password-protected computers for analyses. Although 

Qualtrics allows researchers to save IP addresses, we are not collecting IP addresses and 

thus, will have no identifying information about the participants. There will be no way 

that a person (or their location) can be identified through the platform. Qualtrics data is 

securely stored at a site in Toronto, Ontario and thus, is not subject to the US Homeland 

Security Act. No individuals will be singled out in this study. Electronic data will be 

password protected and stored on a USB stick that will remain in a locked cabinet in Dr. 

DiTommaso’s office under his supervision. E-mail addresses collected for compensation 

purposes will be stored in a separate file on a separate USB stick and will not be 

connected in any way to the study data collected so responses remain anonymous. Data 

will only be described in aggregate form in published documents and presentations from 
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this research. The collected data will only be viewed by the PI, her supervisor Dr. Enrico 

DiTommaso, and others working in his labs.  

 

Compensation 

For your participation in this study, you will receive one bonus point in SONA for 

your chosen course. Students will also be able to earn bonus marks via an alternate option 

provided by their instructor. You will still be eligible for compensation if you do not 

complete the entire questionnaire package. 

 

Contact 

If you have any questions or concerns about the study or the procedures, you may 

contact the PI, Sarah Malashevsky, at sarah.malashevsky@unb.ca and her supervisor, Dr. 

Enrico DiTommaso at rico@unb.ca. This project has been reviewed by the Research 

Ethics Board at UNBSJ, and is on file as REB File #2023-024. If you have questions 

about the ethics of this study, you may contact Dr. Beth Keyes, Chair of the University of 

New Brunswick’s Research Ethics Board, at REB@unbsj.ca; phone: 506-648-5994. 

 

Participation 

You must be aged 19-30 to participate in this survey. Participation in this study is 

completely voluntary and you can withdraw at any time by closing the survey window. 

Due to the anonymous nature of the survey, data cannot be withdrawn once submitted. 

You have the right to omit any question(s) you choose. This will not impact your 

eligibility for compensation. Your consent to participate in this study does not entail 

waiving any rights you have to legal recourse in the event of research-related harm.  

By signing below or clicking “I agree,” you consent to participate in the study. 

Remember that you may withdraw at any time during the survey if you no longer wish to 

participate. Once you click “I agree,” you will be redirected to a link that will take you to 

the study. 

 

I _____________________________ consent to participate in the study Emerging Adult 

Narrative Development in Seeking Mental Health Care signed this ________________ of 

2023.  
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Appendix H 

Department of Psychology 

University of New Brunswick, Saint John campus 

 

Informed Consent Form for Social Media Participants 

This study is being conducted as part of a master’s degree in the Experimental 

Psychology program for the Psychology department at the University of New Brunswick. 

The principal investigator (PI) is Sarah Malashevsky, and she is conducting thesis 

research under the supervision of Dr. Enrico DiTommaso. 

 

Purpose of Research 

This study will explore what socio-cultural factors influence the development of 

emerging adult narrative types relating to seeking mental health care. The study will 

require you to answer various questions about your experiences of mental health-seeking 

behaviours, attachment patterns, and adverse life experiences. This survey should take 30 

minutes to complete. 

 

Risks and Benefits 

There are no known harms or benefits associated with participating in this survey. 

However, you may experience some distress while reflecting on personal experiences and 

emotions relating to mental health help-seeking. Should you need to speak to someone 

about this distress, links to counselling supports will be provided at the end of the survey. 

 

Confidentiality 

All information collected will be kept completely anonymous. Except for your 

signed consent form, you will not be asked to include any information that will identify 

you personally. Responses will be collected through the online survey system Qualtrics, 

downloaded, and stored on password-protected computers for analyses. Although 

Qualtrics allows researchers to save IP addresses, we are not collecting IP addresses and 

thus, will have no identifying information about the participants. There will be no way 

that a person (or their location) can be identified through the platform. Qualtrics data is 

securely stored at a site in Toronto, Ontario and thus, is not subject to the US Homeland 

Security Act. No individuals will be singled out in this study. Electronic data will be 

password protected and stored on a USB stick that will remain in a locked cabinet in Dr. 

DiTommaso’s office under his supervision. E-mail addresses collected for compensation 

purposes will be stored in a separate file on a separate USB stick and will not be 

connected in any way to the study data collected so responses remain anonymous. Data 

will only be described in aggregate form in published documents and presentations from 
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this research. The collected data will only be viewed by the PI, her supervisor Dr. Enrico 

DiTommaso, and others working in his labs.  

 

Compensation 

For participating, your name will be entered into a draw to win one of four $20 

gift cards for Indigo books. Odds of winning a gift are approximately 4 in 200. When 

prompted to enter your name, provide your email address. You will still be eligible for 

compensation if you do not complete the entire questionnaire package. 

 

Contact 

If you have any questions or concerns about the study or the procedures, you may 

contact the PI, Sarah Malashevsky, at sarah.malashevsky@unb.ca and her supervisor, Dr. 

Enrico DiTommaso at rico@unb.ca. This project has been reviewed by the Research 

Ethics Board at UNBSJ and is on file as REB File #2023-024. If you have questions 

about the ethics of this study, you may contact Dr. Beth Keyes, Chair of the University of 

New Brunswick’s Research Ethics Board, at REB@unbsj.ca; phone:506- 648-5994. 

 

Participation 

You must be aged 19-30 to participate in this survey. Participation in this study is 

completely voluntary, and you can withdraw at any time by closing the survey window. 

Due to the anonymous nature of the survey, data cannot be withdrawn once submitted. 

You have the right to omit any question(s) you choose. This will not impact your 

eligibility for compensation. Your consent to participate in this study does not entail 

waiving any rights you have to legal recourse in the event of research-related harm.  

By signing below or clicking “I agree,” you consent to participate in the study. 

Remember that you may withdraw during the survey if you no longer wish to participate. 

Once you click “I agree,” you will be redirected to a link that will take you to the study. 

 

I _____________________________ consent to participate in the study Emerging Adult 

Narrative Development in Seeking Mental Health Care signed this ________________ of 

2023. 
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Appendix I 

Debriefing Form for Undergraduate Students 

Thank you for taking part in this study! 

We make sense of the world, our past, our present, and our hopes and dreams for 

the future through personal stories or narratives (Erikson, 1968). Narratives help people 

to connect with one another and with their own identities as they grow and change over 

time (McLean et al., 2010). The current study investigated sociocultural factors like 

previous experiences of mental health help-seeking, attachment to important others, and 

adverse childhood experiences. The data from this study will be used to learn more about 

how these sociocultural factors influence narrative development in emerging adults as 

well as future decisions about mental health help seeking. The information you have 

given us will be used to write a research paper about these topics. It is important to 

remember that your personal responses will remain confidential. Results from the 

information we collect will be shown together as a group; individual responses will not 

be shared or disclosed. Electronic data will be stored on a password protected USB stick 

in Dr. DiTommaso’s office under his supervision. E-mail addresses collected for 

compensation purposes will be stored in a separate file on a separate USB stick and will 

not be connected in any way to the study data collected so responses remain anonymous. 

Only the primary investigator, her supervisor and others in his labs will see any of your 

responses. 

If after completing the study you require mental health or substance use resources, 

please consult the resources below. If you are in an emergency, call 911. Students of 

UNB Saint John can contact Student Services if they would like to seek help from a 

counsellor (https://www.unb.ca/saintjohn/studentservices/health/index.html).  

 

Other Resources:  

Wellness Together Canada: https://wellnesstogether.ca/en-CA  

If you are in distress, text WELLNESS to 741741  

National Suicide Prevention Hotline: 1-800-273-8255 

If you require referrals to services, dial 211.  

Northwest Territories Helpline: 1-800-661-0844 

Nunavut Kamatsiaqtut Help Line: 1-867-979-3333 or Toll-free at 1-800-265-3333 (24 

hours).  

Nunavut residents can also call the NWT Crisis/Helpline: 1-800-661-0844 

Yukon Territorial Health Information Line: 8-1-1, or dial (604)-215-4700 if calling from 

a satellite phone.  

Yukon Alcohol and Drug Services: 1-855-667-5777 

https://www.unb.ca/saintjohn/studentservices/health/index.html
https://wellnesstogether.ca/en-CA
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British Columbia Crisis Intervention and Suicide Prevention Centre: Call 1-800-784-

2433 (1-800-Suicide) or visit http://crisiscentre.bc.ca 

British Columbia Mental Health and Substance Use Services: 310-6789 (310 Mental 

Health) 

Alberta Mental Health Helpline: 1-877-303-2642 

Alberta Addiction Services Helpline: 1-866-332-2322 

Saskatchewan Mental Health & Addiction Services Directory (Select “Find Mental 

Health and Addictions Services in My 

Community”): https://www.saskatchewan.ca/residents/health/accessing-health-care-

services/mental-health-and-addictions-support-services 

Manitoba Suicide Prevention & Support Line: 1-877-435-7170 (1-877-HELP170) 

Manitoba Addictions Helpline: 1-855-662-6605 

Ontario Mental Health Helpline: 1-866-531-2600 

Ontario Drug and Alcohol Helpline: 1-800-565-8603 

Quebec Preventing Suicide: 1-866-277-3553 

Quebec Health Resources: https://www.quebec.ca/en/health/health-issues/a-z/ 

Quebec Drugs Help and Referral: 1-800-265-2626 

New Brunswick Suicide Prevention CHIMO Helpline: 1-800-667-5005 

New Brunswick Regional Addiction 

Centers: https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswi

ckAddictionCenters.html 

Nova Scotia Provincial Mental Health and Addictions Crisis Line: 1-888-429-8167 

Prince Edward Island Mental Health and Addictions Phone Line: 1-833-553-6983 

Prince Edward Island - The Island Helpline: 1-800-218-2885 (toll-free) 

Newfoundland & Labrador Provincial Mental Health Crisis Line: 1-888-737-4668 or 

(709) 737-4668 

Newfoundland & Labrador Mental Health and Addictions Systems Navigator: 1-877-

999-7589 or (709) 752-3916 

Newfoundland & Labrador CHANNEL Peer Support Warm Line: 1-855-753-2560 or 

(709) 753-2560 

If you have any questions, comments, or concerns, you are welcome to reach out to the 

Principal Investigator, Sarah Malashevsky at sarah.malashevsky@unb.ca, or her 

supervisor, Dr. Enrico DiTommaso at rico@unb.ca. If you have questions about the 

ethics of this study, you can contact Dr. Beth Keyes, Chair of the University of New 

Brunswick’s Research Ethics Board, at REB@unbsj.ca; phone: 506-648-5994. 

 

Thank you again for your contribution! 

http://crisiscentre.bc.ca/
https://www.saskatchewan.ca/residents/health/accessing-health-care-services/mental-health-and-addictions-support-services
https://www.saskatchewan.ca/residents/health/accessing-health-care-services/mental-health-and-addictions-support-services
https://www.quebec.ca/en/health/health-issues/a-z/
https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswickAddictionCenters.html
https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswickAddictionCenters.html
mailto:sarah.malashevsky@unb.ca
mailto:rico@unb.ca


 

177 

Appendix J 

Debriefing Form for Social Media Participants 

Thank you for taking part in this study! 

We make sense of the world, our past, our present, and our hopes and dreams for 

the future through personal stories or narratives (Erikson, 1968). Narratives help people 

to connect with one another and with their own identities as they grow and change over 

time (McLean et al., 2010). The current study investigated sociocultural factors like 

previous experiences of mental health help-seeking, attachment to important others, and 

adverse childhood experiences. The data from this study will be used to learn more about 

how these sociocultural factors influence narrative development in emerging adults as 

well as future decisions about mental health help seeking. The information you have 

given us will be used to write a research paper about these topics. It is important to 

remember that your personal responses will remain confidential. Results from the 

information we collect will be shown together as a group; individual responses will not 

be shared or disclosed. Electronic data will be stored on a password protected USB stick 

in Dr. DiTommaso’s office under his supervision. E-mail addresses collected for 

compensation purposes will be stored in a separate file on a separate USB stick and will 

not be connected in any way to the study data collected so responses remain anonymous. 

Only the primary investigator, her supervisor and others in his labs will see any of your 

responses. 

If after completing the study you require mental health or substance use resources, 

please consult the resources below. If you are in an emergency, call 911.  

  

Wellness Together Canada: https://wellnesstogether.ca/en-CA  

If you are in distress, text WELLNESS to 741741  

National Suicide Prevention Hotline: 1-800-273-8255 

If you require referrals to services, dial 211.  

Northwest Territories Helpline: 1-800-661-0844 

Nunavut Kamatsiaqtut Help Line: 1-867-979-3333 or Toll-free at 1-800-265-3333 (24 

hours).  

Nunavut residents can also call the NWT Crisis/Helpline: 1-800-661-0844 

Yukon Territorial Health Information Line: 8-1-1, or dial (604)-215-4700 if calling from 

a satellite phone.  

Yukon Alcohol and Drug Services: 1-855-667-5777 

British Columbia Crisis Intervention and Suicide Prevention Centre: Call 1-800-784-

2433 (1-800-Suicide) or visit http://crisiscentre.bc.ca 

British Columbia Mental Health and Substance Use Services: 310-6789 (310 Mental 

Health) 

https://wellnesstogether.ca/en-CA
http://crisiscentre.bc.ca/
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Alberta Mental Health Helpline: 1-877-303-2642 

Alberta Addiction Services Helpline: 1-866-332-2322 

Saskatchewan Mental Health & Addiction Services Directory (Select “Find Mental 

Health and Addictions Services in My 

Community”): https://www.saskatchewan.ca/residents/health/accessing-health-care-

services/mental-health-and-addictions-support-services 

Manitoba Suicide Prevention & Support Line: 1-877-435-7170 (1-877-HELP170) 

Manitoba Addictions Helpline: 1-855-662-6605 

Ontario Mental Health Helpline: 1-866-531-2600 

Ontario Drug and Alcohol Helpline: 1-800-565-8603 

Quebec Preventing Suicide: 1-866-277-3553 

Quebec Health Resources: https://www.quebec.ca/en/health/health-issues/a-z/ 

Quebec Drugs Help and Referral: 1-800-265-2626 

New Brunswick Suicide Prevention CHIMO Helpline: 1-800-667-5005 

New Brunswick Regional Addiction 

Centers: https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswi

ckAddictionCenters.html 

Nova Scotia Provincial Mental Health and Addictions Crisis Line: 1-888-429-8167 

Prince Edward Island Mental Health and Addictions Phone Line: 1-833-553-6983 

Prince Edward Island - The Island Helpline: 1-800-218-2885 (toll-free) 

Newfoundland & Labrador Provincial Mental Health Crisis Line: 1-888-737-4668 or 

(709) 737-4668 

Newfoundland & Labrador Mental Health and Addictions Systems Navigator: 1-877-

999-7589 or (709) 752-3916 

Newfoundland & Labrador CHANNEL Peer Support Warm Line: 1-855-753-2560 or 

(709) 753-2560 

  

If you have any questions, comments, or concerns, you are welcome to reach out to the 

Principal Investigator, Sarah Malashevsky at sarah.malashevsky@unb.ca, or her 

supervisor, Dr. Enrico DiTommaso at rico@unb.ca. If you have questions about the 

ethics of this study, you can contact Dr. Beth Keyes, Chair of the University of New 

Brunswick’s Research Ethics Board, at REB@unbsj.ca; phone: 506-648-5994. 

 

Thank you again for your contribution! 

https://www.saskatchewan.ca/residents/health/accessing-health-care-services/mental-health-and-addictions-support-services
https://www.saskatchewan.ca/residents/health/accessing-health-care-services/mental-health-and-addictions-support-services
https://www.quebec.ca/en/health/health-issues/a-z/
https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswickAddictionCenters.html
https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswickAddictionCenters.html
mailto:sarah.malashevsky@unb.ca
mailto:rico@unb.ca
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