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ABSTRACT

This study reports results of a life course study conducted with Inuit in Nunavik to obtain
information on the life adversities and cumulative burden of adversity for three groups: those
who died by suicide, those who attempted suicide, and those who experienced suicidal ideation
but never attempted. The study involved different levels of collaboration between health autho-
rities, front-line health workers and the research team. Results indicate that substance misuse and
relational difficulties are most associated with the burden of adversity for those people who died
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by suicide, while bullying is most associated with the burden of adversity for those people who
have made suicide attempts and those who have never made a suicide attempt. Specifically
targeting parent-child relations, substance misuse, and bullying may be an important upstream

strategy for reducing future suicidality in Nunavik.

Introduction

Historically, Inuit in Canada had a relatively low suicide rate,
however, since the 1980s the rate has risen dramatically [1].
Currently, in the four Inuit territories collectively known as
Inuit Nunangat rates range from 5 to 25 times the Canadian
average [2]. This drastic increase is almost entirely a conse-
quence of suicides amongst youth under 25 years old [3],
particularly young males who die by suicide at 40 times the
rate of their peers in the rest of Canada [4].

Over the past several decades, community members,
clinicians and researchers have been investigating this
rise in suicide deaths. Different research approaches
and methodologies have uncovered a spectrum of vari-
ables involved in suicide vulnerability. For example,
anthropology research has identified cultural and soci-
etal change and the breakdown of family relationships
[5]; geography research has identified climate change
and what is known as “ecological grief” [6]; medical and
mental health research has identified a host of social
and individual risk factors such as presence of depres-
sion, physical and psychological abuse, and impulsivity
which may have an impact on suicide [7,8].

Researchers have developed conceptual models to
better understand the interaction between exogenous
factors that influence the susceptibility to suicide beha-
viours and contextual factors acting as proximal vari-
ables [9]. The challenge resides in the integration of

multiple risk factors in the investigation of suicide and
suicide behaviours [10,11]. To address these challenges,
suicide researchers are increasingly turning to the life
course approach. Few studies have used a narrative life-
course perspective to sequence the biographical events
occurring during development. Our research group has
been using a retrospective method in which dimen-
sions of interest are identified and mapped onto a
participant’s life trajectory [12].

The current article focuses on results from the life-
trajectory interviews, which investigated the occurrence
of life events, and the severity and the context of these
events. The number of adverse events encountered
over the life course may be important; therefore, a
summary variable of Burden of Adversity is derived
from the extensive narrative material. Conceptually,
the Burden of Adversity is deemed to reflect the adver-
sity that a given individual bears, during specific age
periods. The life course approach has been successfully
used with various populations that are at a higher risk
for suicide [13,14], including Indigenous people [15,16].

This article reports the findings of a life course study
that was undertaken in the Inuit region of Nunavik. The
opportunity to conduct this research arose when, fol-
lowing a string of widely reported suicides, the Nunavik
Regional Board of Health and Social Services (NRBHSS)
commissioned a study to investigate all suicide deaths
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that occurred between January 2014 and December
2018 in order to make recommendations for targeted
suicide prevention strategies.

The aim of this study was to compare the occurrence
of events over the life course and the overall burden of
adversity for three groups: those who died as a result of
suicide, those who attempted suicide, and those who
experienced suicidal ideation but never attempted. A
better understanding of these differential profiles can
aid clinicians and policy makers in developing more
targeted suicide prevention interventions.

Methods and materials
Ethics approval

We submitted to research protocol to the Nunavik
Nutrition and Health Committee (NNHC) which
serves as the regional ethics committee for research
related to health, nutrition and contaminants. The
committee felt the project should be reviewed by
the researcher’s institutional research ethics board.
Ethics approval for this study was received from the
Research Ethics Board of the Université du Québec
en Outaouais and the Douglas Mental Health
University Institute. All participants signed a consent
form which was available in Inuktituk and in
English.

This study strictly adhered to the principles of colla-
borative research [17] and the Canadian Institutes of
Health Research Guideline for Health Research
Involving Aboriginal People [18]. For example, all
aspects of the study were designed in collaboration
with the local steering committee, which was com-
prised of community members, members of local
town councils, the staff of the NRBHSS, and front-line
health workers, who included Suicide-Prevention
Liaison Workers (SPLW), and the Community Liaison
Wellness Workers (CLWW). Local leaders in each com-
munity were also consulted prior to data collection to
ensure that locally relevant cultural issues were
addressed, and that the research proceeded in a safe
and respectful manner.

The discussions with the steering committee raised a
number of concerns regarding the recruitment and
interview process, which led to some changes in the
research methodology. For example, the use of long-
structured questionnaires on mental health raised a lot
of negative feedback for the committee who felt that it
was not congruent with the narrative culture of Inuit.
Thus, data collection used a narrative interview on life
trajectory using a calendar method, which was used in
a prior study in Nunavut [15]. Similarly, the committee

felt that bereaved individuals were already vulnerable
and could potentially be retraumatized by participating
in the research. Thus, research data for those who died
by suicide were retrieved solely by the coroner’s files
and medical reports. All knowledge produced by this
study was co-owned by the research team and the local
partnering organisation, and was presented to stake-
holders and community members prior to publication.

Study design

The study design is a comparative study between three
groups: individuals who died as a result of suicide,
individuals who have attempted suicide during their
life course, and individuals who have never attempted
suicide.

Recruitment

Recruitment procedures were determined in colla-
boration with a steering committee. In the course of
this research, for those who died by suicide in the
14 communities, the research team proceeded to
analyse the information based on the content
retrieved from the coroner’s reports and the medi-
cal reports of the deceased. In each case, authorisa-
tion was obtained from the Director of Public
Health (DSP) and the Director of Archives to review
the medical reports.

As for the other two groups, those who have made a
suicide attempt, and those who have never made a
suicide attempt, recruitment was conducted in the six
Nunavik communities where the suicide rates were
highest. Recruitment followed two strategies. First, key
resource contacts in the community read recruitment
messages over the local FM radio, either alone or
accompanied by a member of the research team.
Second, snowball sampling was used whereby partici-
pants were recruited through word of mouth.
Participants received a 25 USD gift certificate for their
participation.

We solicited all those interested to participate in the
study. According to what was revealed during the inter-
view, participants were assigned to either the group
who have made a suicide attempt or the group who
have never made a suicide attempt only after the inter-
view process was finished.

Interviews

The interview schedule was developed in collabora-
tion with the steering committee to ensure that it
was culturally appropriate and sensitive to local



ethical issues. Interviews lasted between 1 and
3.5 hours and took place in an office of the partner-
ing organisation, in a community or municipal
office, or in participant’s homes. Interviews were
conducted in English or Inuktitut depending on
the respondent’s preference. Inuktitut interviews
were conducted with a local interpreter.

The data for those who have made a suicide
attempt and those who have never attempted sui-
cide was collected through interviews and a review
of medical records. Interviews followed the life tra-
jectory calendar, a semi-structured interview techni-
que designed to investigate the occurrence of life
events and the cumulative burden of adversity over
the life course. This approach serves to simulta-
neously record sequence and to investigate event
characteristics. It has been used in several previous
studies [12,14].

The life trajectory calendar is used to map the events
that mark an individual’s life in eight spheres of life: 1)
place of residence and change of household, 2) parent-
child relationship and early adverse events, 3) emo-
tional-romantic relationships, 4) personal family life of
adult, 5) episodes of personal difficulty, 6) academic
and professional life, 7) losses/separations/departures
and other adversity, 8) help seeking/services and drug
utilisation.

In the life trajectory calendar, questions concern-
ing events occurring in different spheres of life
(family environment, social relations, school and
work context, etc.) are used to probe informants
for narrative details. With the help of a drawn circle
representing the life course, used as a memory
anchor, for each period of life (infancy, childhood,
young adult, adulthood) the interviewers identify
when events occurred, whether they were situa-
tional or permanent and determine their duration,
intensity, frequency and context. Questions
included: What were the events you experienced
when you were a small child? and Tell me about
the difficulties that you experienced during this per-
jod. Common adversities that were not brought up
by the participant were then probed. For example, if
the respondent did not bring up early issues of
domestic violence, the interviewer would ask: Some
participants have discussed how there was a lot of
physical violence in their household growing up. What
was it like in your household? The goal of the inter-
view was to document sufficient details about the
individuals’ life events and its trajectory to allow
trained evaluators to assess the key characteristics
of each event, such as duration, frequency, and
severity.
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Procedure and analysis

The research interviews were conducted in a conversa-
tional mode, with open-ended questions, allowing the
participants to discuss events (adversities and protec-
tive factors) that occurred during their life. For each file,
a clinical vignette was drafted detailing the events the
participant reported.

The analysis procedure followed three strategies.
First, all these events were placed in a temporal
sequence (infancy, childhood, young adult, adult).
These events were then compiled into an SPSS data
file and analysed to identify those which were most
prevalent.

Secondly, to map out the burden of adversity
over the life course, all the available data pertaining
to the individual’s life course were integrated into
the clinical vignettes. The vignettes were reviewed
by members of the research team who gave each
period of life (0-4 years, 5-9 years, etc.) a score
between 1 and 6, which is a summary variable
corresponding to the total burden of adversity.
The score of 1 to 6 for each period of life (infancy,
childhood, youth, young adulthood, adult life),
represents the total burden of adversity that the
person experienced during each period. The score
of 1 indicates a low adversity burden and higher
protective factors, while a rating of 6 indicates sig-
nificant adversity with little protection. Therefore,
the higher the burden, the higher the curve. This
consensus method has been described elsewhere
[12, 19].

To map out the curves of the total burden of adversity
over time, Growth Modeling (software Mplus Version 7 for
Mac) was used to examine the separate group variation in
burden of adversity within age periods described earlier
and generate a set of continuous growth factors, which
are the intercept, slope and quadratic term.

Results
Socio-demographic variables

In total, 133 individual cases were studied. This
included 63 cases of those who died by suicide, 23
cases of those who have attempted suicide, and 47
cases of those who have had suicidal ideation but
never attempted suicide. 84% of individuals who
died by suicide were men, while nearly 70% of
those who have attempted suicide and those who
have not attempted suicide were women. The age
at death, including men and women, averaged
around 25 years, approximately 37 years for
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Table 1. Major social and health adversities over the life course.

N=133 Suicide (n=63) Attempt (n=23) Noattempt(n=47)  OR Class; P OR Clagy; P OR Clsy, P
Life events n % n % n % Suicide vs Attempt Suicide vs No attempt Attempt vs No attempt
Age 0-4
Discipline/neglect/tension in parent-child relationship 27 428 8 347 11 234 1.406 0.521-3.794 NS 2455 1.060-5.683 <0.05 1.745 0.586-5.210 NS
Sexual abuse/physical-psychological violence of S 115 0 0.0 0 0.0
Age 59 (n=63) (n=23) (n=47)
Discipline/neglect/tension in parent-child relationship 26 412 9 391 13 27.6 1.093 0.411-2.901 NS 1878 0,815-4.141 NS 1681  0.586-4.821 NS
Sexual abuse/physical-psychological violence of S 4 6.3 3 13.0 5 10.6 0.452 0.093-2.196 NS 0.569 0.144-2.248 NS 1.260  0.274-5.802 NS
Academic difficulties 2 31 0 0.0 o 0.0
Victim of bullying 4 6.3 8 348 17 36.2 0.127 0.034-0.479 <0.01  0.120 0.0370-0.387 <0.001 0.941 0.331-2.674 NS
Age 10-14 (n=63) (n=23) (n=47)
Discipl: in parent-child 32 50.7 10 43.4 18 382 1342 0513-3.508 NS 1663 0.772-3.585 NS 1239 0.450-3.412 NS
Sexual abuse/physical-psychological violence of S 1 15 2 8.6 3 6.3 0.169 0.015-1.964 NS 0.236  0.024-2.350 NS 1401  0.217-9.002 NS
Mental health problems 1 174 1 43 1 21 4.653 0.566-38.270 NS 9371 1.209-78.299 <0.05 2.091 0.125-35.010 NS
Academic difficulties 4 6.3 0 0.0 2 4.2 1525 0.267-8.701 NS
Relational difficulties 1 15 1 43 1 21 0.355 0.0213-5.919 NS 0.742  0.045-12.175 NS 2.091 0.125-35.010 NS
Victim of bullying 15 238 11 47.8 22 46.8 0.341 0.125-0.929 <0.05 0.355 0.157-0.802 <0.05 1.041 0.384-2.830 NS
Age 15-19 (n=59) (n=23) (n=47)

iscipli ion in parent-child i i 28 47.4 13 56.5 18 382 0.695 0.263-1.833 NS 1,455 0.668-3.172 NS 2,094 0.761-5.766 NS

Sexual abuse/physical-psychological violence of S 0 00 1 43 0 0.0
Mental health problems 17 288 1 43 3 6.3 8.905 1.111-71.402<0.05 5.937 1.621-21.743 <0.01 0.667 0.065-6.786 NS
Academic difficulties 3 5.0 1 43 4 85 1.178 0.116-11.948 NS 0.576 0.122-2.710 NS 0.489  0.051-4.639 NS
Professional difficulties 1 16 1 43 1 21 0.379 0.023-6.332 NS 0.793 0.048-13.026 NS 2.091 0.125-35.010 NS
Relational difficulties 1 186 9 391 7 14.8 0.356 0.123-1.032 NS 1310 0.465-3.692 NS 3673 1151-11.721 <0.05
Financial losses 3 5.0 1 43 o 0.0 1179 0.116-11.949 NS
Legal difficulties 1 186 2 8.6 2 4.2 2.406 0.490-11.818 NS 5.156 1.083-25.552 <0.05 2.143 0.282-16.272 NS
Victim of bullying 5 85 6 26.1 8 17.0 0.262 0.071-0.968 0.065 0.451 0.137-1.485 NS 1721 0.517-5.724 NS
Age 20-24 (n=38) (n=23) (n=47)
Discipline/neglect/tension in parent-child relationship 7 184 5 217 4 8.5 0.813 0.225-2.942 NS 2.427 0.653-9.018 NS 2.986 0.718-12.420 NS
Mental health problems 8 21.0 2 86 5 10.6 2.800 0.539-14.533 NS 2.240 0.667-7.524 NS 0.800 0.143-4.474 NS
Professional difficulties o 0.0 2 8.6 1 21 4.381 0.376-51.041 NS
Relational difficulties 7 184 3 13.0 7 14.8 1505 0.348-6.513 NS 1290 0.409-4.066 NS 0.857  0.200-3.673 NS
Relational difficulties with spouse 10 26.3 6 26.0 4 85 1.012 0.312-3.286 NS 3.839 1.096-13.447 <0.05 3.794 0.951-15.145 NS
Financial losses 1 26 0 0.0 o 0.0
Legal difficulties 10 263 0 0.0 2 4.2 NS 8.036 1.639-39.398 <0.05
Age 25-29 (n=23) (n=23) (n=47)
Discipline/neglect/tension in parent-child relationship 4 17.3 1 43 3 6.3 4.632 0.476-45.087 NS 3.088 0.629-15.153 NS 0.667  0.065-6.786 NS
Mental health problems 3 13.0 3 13.0 4 85 1.000 0.180-5.563 NS 1613 0.329-7.893 NS 1613 0.329-4.527 NS
Professional difficulties 1 43 0 0.0 1 2.1 - - 2.091 0.125-35.010 NS
Relational difficulties 1 43 2 86 3 6.3 0.477 0.040-5.664 NS 0.667 0.065-6.786 NS 1397 0.217-9.002 NS
Relational difficulties with spouse 12 52.1 3 13.0 6 127 7.273 1.683-31.427<0.01  7.455 2.280-24.372 <0.001 1.025 0.232-4.527 NS
Financial losses 0 0.0 0 0.0 o 0.0
Legal difficulties 6 26.0 0 0.0 4 8.5 3.794 0.950-15.144 NS 3.794 0.951-15.144 NS
Age 30-34 (n=17) (n=23) (n=47)
Mental health problems 2 1.7 4 173 3 6.3 0.633 0.102-3.938 NS 1.956 0.298-12.851 NS 3.088 0.629-15.153 NS
Professional difficulties 0.0 0.0 0.0
Relational difficulties 1 5.8 4 173 3 6.3 0.297 0.030-2.932 NS 0917 0.089-9.463 NS 3.089 0.629-15.153 NS
Relational difficulties with spouse 9 52.9 2 86 6 12.7 11.813 2.083-66.975<0.05  7.688 2.135-27.677 <0.01 0.651 0.121-3.508 NS
Financial losses 1 5.8 o 0.0 o 0.0 - -
Legal difficulties 2 117 2 8.6 3 6.3 1.400 0.177-11.083 NS 1.956 0.298-12.851 NS 1397  0.217-9.002 NS
Age 35-39 (n=12) (n=23) (n=47)
Mental health problems 0 0.0 2 8.6 2 4.2
Professional difficulties 0.0 0.0 0.0
Relational difficulties * 3 25.0 1 43 1 21 7.333 0.670-80.225 NS 15,3333 1.429-164.567 <0.05 2,0909 0.125-35.010 NS
Relational difficulties with spouse 6 50.0 1 43 5 10.6  22.0002.202-219.754<0.01  8.400 1.945-36.278 <0.01 0.382 0.042-3.474 NS
Financial losses o 0.0 o 0.0 o 0.0
Legal difficulties 3 25.0 0 0.0 3 63 4.889 0.846-28.235 NS
Age 40-44 (n=9) (n=23) (n=47)
Mental health problems 1 111 1 43 2 4.2 2.750 0.153-49.361 NS 2.813 0.227-34.800 NS 1.023 0.088-11.900 NS
Professional difficulties 0.0 0.0 0.0
Relational difficulties 1 11 1 43 2 4.2 2.750 0.153-49.361 NS 2.813 0.227-34.800 NS 1.023 0.088-11.900 NS
Relational difficulties with spouse 6 66.6 1 43 5 10.6  44.000 3.848-503.10<0.01 16.800 3.170-89.022 <0.001 0.382 0.042-3.474 NS
Financial losses o 0.0 0 0.0 o 0.0
Legal difficulties 2 222 o 0.0 3 6.3 4.190 0.591-29.718 NS
Age 45-49 (n=4) (n=23) (n=47)
Mental health problems 1 43 1 21 2.090 0.125-35.010 NS
Professional difficulties 0 0.0 0 0.0
Relational difficulties 0 0.0 2 4.2
Relational difficulties with spouse 1 43 1 21 2.091 0.125-35.010 NS
Financial losses 0 0.0 o 0.0
Legal difficulties 0 0.0 o 0.0
Age 50-54 (n=4) (n=23) (n=47)
Mental health problems 1 3 1 21
Professional difficulties 0.0 0.0
Relational difficulties 1 43 1 21 2.091 0.125-35.010 NS
Relational difficulties with spouse 2 8.6 1 21 4.381 0.376-51.041 NS
Financial losses 0 0.0 0 0.0
Legal difficulties 0 0.0 ] 0.0

individuals who have attempted suicide and a result of suicide and those who made a suicide

42 vyears for those who have never attempted
suicide.

Major social and health adversities over the life
course

Results indicated in Table 1 identifies the presence of
adversities across the life course. Among the group of
people who died after a suicide, it indicates a decrease
in a total number of people, as the age of death created
losses of individuals in this group. Results show a num-
ber of different adversities between people who died as

attempt such as: bullying, which was more important
in the group of suicide attempt; and the presence of
mental health difficulties and relational difficulties with
spouse, which was more important in the suicide
group.

The comparison of adversities between people who
died after a suicide and those who never attempted a
suicide generated the most variables starting with dis-
cipline/neglect/tension in parent-child relations at a
very early age, mental health problems, legal difficul-
ties, relational difficulties, relational difficulties with
spouse more often observed for the group of people



Table 2. Mental health difficulties among the three groups.
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Mental Health Troubles Suicide Attempts No attempts (47) Total
(63) (23) (133)

N (%) N (%) N (%) N (%)
Conduct/externalised behaviours 6 9.5 0 0 1 2.1 7 53
Affective difficulties (life) 10 15.9 4 17.4 7 14.9 21 15.8
Affective difficulties (current) 9 144 0 0 0 0 9 6.8
Alcohol/drug misuse (life) 49 77.8 13 56.5 32 68.1 94 70.1
Alcohol/drug misuse (current) 48 76.2 2 8.7 13 27.7 63 47.4

(]
—e SUICIDE

Figure 1. Lifetime burden of adversity for each group.

who died after a suicide. Bullying was a variable
reported by people who never attempted suicide.

As for the comparison between those who made a
suicide attempt and those who never attempted sui-
cide, results indicate that relational difficulties were
more important for the suicide attempt group only for
the period between 15 and 19 years old.

Discipline/neglect/tension in parent—child relationship
was important among the three groups, increasing from
the period between 0 and 4 years to 15-19 years old.
Results on sexual and physical violence are mostly reported
by people who made a suicide attempt followed by those
who never made an attempt especially between the age
periods between 5 and 15 years old. The results in regards to
sexual and physical violence among the group of people
who died as a result of suicide were not reported in the
coroner’s file or medical files, and therefore may have been
underreported.

Being a victim of bullying was another important
adversity. Approximately 40% of those who attempted
suicide and 50% of those who have never attempted
suicide reported being bullied during school age, and
were most often reported by women. Although it is not
reported in the medical records or coroner’s reports of
those who died by suicide, it is not excluded that
bullying could also have been a variable that was pre-
sent in their lives. Finally, relational difficulties, espe-
cially relational difficulties with spouse, were often
identified among those who died as a result of suicide.

Mental health difficulties current and lifetime

The most important mental health difficulty is substance
misuse (see Table 2, Table 3), which affected approxi-
mately 70% of cases in all three groups. Results from the
coroner’s file regarding toxicological analyses performed
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at the time of death highlight the association between
suicide and substance misuse. Of the 63 individuals who
died by suicide, 43 had poly-substance intoxication, 31
had alcohol intoxication, and 21 had drug intoxication.

Summary of variables associated with the burden
of adversity

Figure 1 and Table 2 indicate that no differences were
found in the prevalence of adversity during the first 4
years of life for any of the three groups. The trajectory
in red, representing the burden of adversity of those
who died as a result of suicide, reveals a burden that is
present from the beginning of life and that increases
throughout the life course compared to the trajectory
of the other two groups. The trajectory in green, that of
the people who made a suicide attempt, depicts a life
course whose adversity is high from the beginning of
life and remains stable until the age of 15-19, and then
increases in the early twenties, corresponding to the
median age at which suicide attempts occur. However,
the blue trajectory of people who have not made a
suicide attempt remains stable throughout the life
course.

Discussion

Over the last 20 years, research from a variety of fields
has focused on identifying variables that are most asso-
ciated with Inuit suicide vulnerability [5,7,8]. By using a
life course approach, this study adds to the identifica-
tion of variables associated with Inuit suicide, but
importantly it also quantifies the burden that these
variables represent across the life course. In so doing,
this study is able to identify a number of significant
variables that distinguish between those who died by
suicide, those who attempted suicide, and those who
had suicidal ideation but never attempted, which, if
targeted, may have the greatest impact on reducing
future suicide behaviours.

This study points to the importance of more distal and
proximal adversities. Distal factors identified by early
adversity in regards to neglect/discipline/tension in par-
ent—child relationships were reported by an important
number of participants in all groups. Sexual and physical
violences were reported by 13% of those who made a
suicide attempt and 10% of those who never made an
attempt. These results may be underreported by partici-
pants as the results found in this study are lower than
those reported by Chachamovich and colleagues in the
Nunavut study [7]. The possibility of under-reporting is
discussed in the limitations. Likewise, the data source
used to identify the events and adversities among the

group of people that were deceased by suicide, namely,
the coroner’s files and medical reports, may also under-
report distal factors such as violence and neglect.

Substance misuse is identified as a distal and prox-
imal risk factor and was most commonly reported in the
files of those who died by suicide (77.8%) and likewise
for those who made a suicide attempt (56% during
lifetime) and those who never made a suicide attempt
(68% during lifetime). Substance misuse is a well-known
risk factor for suicide vulnerability and is present in
between 40% and 60% of people who die by suicide
[20-22]. Proximally, substance misuse can increase inhi-
bition and impulsiveness, impair judgement, and ease
the distress associated with committing the suicidal act
[23]. In fact, alcohol intoxication has been found to
increase the risk of suicide by 90% compared to absti-
nence [24]. Distally, substance misuse also contributes
to myriad other risk factors for suicide vulnerability. For
example, substance misuse leads to higher rates of
family dysfunction and domestic violence [25]. When
it occurs amongst parents, substance misuse can
increase the risk of childhood traumas, including
neglect, and serious physical, sexual, and emotional
abuse [26]. Substance misuse is also a significant con-
tributing factor for mental health problems, including
mood disorders and personality disorders [27]. The
results for this study suggest an important link between
early substance misuse and ongoing substance misuse,
creating relational difficulties with friends and family,
relational difficulties with a spouse and in many cases
legal difficulties such as arrest, incarceration and
imprisonment.

The most important adversity for those who
attempted suicide and those who never attempted
suicide was being a victim of bullying. Bullying may
have been present among those who died after a sui-
cide, but not reported in medical files or coroner’s files.
Bullying is implicated in low self-esteem, social isolation
and can result in negative feeling states such as sad-
ness, frustration, confusion, guilt, and shame, which are
implicated in suicide vulnerability, especially amongst
youth [28].

While the identification of alcohol misuse and bully-
ing are not innovative, the sheer numbers of individuals
suffering from these problems must be a concern for
health authorities.

Other distal factors related to early adversity contri-
bute to the development of other adversities, some of
which have been identified in this study. For example,
dysfunctional parent—child relationships are implicated
in academic difficulties, externalising behaviours
[29,30], romantic break-ups [31], and difficulties with
social relationships [32,33].



The findings of this study point to several different
strategies that policy makers can consider to reduce
future suicides in Nunavik. The first is to target the
distal variables related to early adversity [34,35], such
as child neglect and dysfunctional parent-child rela-
tionships. Reducing the burden of childhood adversity
would disrupt the trajectory that leads to suicide vul-
nerability. While feasible, this strategy involves target-
ing social determinants, such as poverty, equity, and
intergenerational trauma, which would require long-
term implementation and extensive financial resources
[36]. Another strategy, which could be implemented
simultaneously in a localised setting, is to specifically
target substance misuse and bullying. Such interven-
tions could be incorporated into social and educational/
academic services throughout the life cycle in order to
change behaviours as earlier as possible.

For example, in 2016, Inuit Tapiriit Kanatami (ITK), the
national representational organisation for Canada’s Inuit,
launched the National Inuit Suicide Prevention Strategy
(NISPS), which seeks to coordinate suicide prevention efforts
at the national, regional, and community level, and provide
financial support for existing community and regional efforts
to prevent suicide [2]. The NISPS lists bullying and substance
misuse amongst other important risk factors for Inuit suicide
and offers direction for how these risk factors should be
addressed. For example, to address childhood adversities,
such as bullying, the NISPS recommends supporting “pro-
grams and approaches that build resilience and skills for
coping in children and youth” [2, p. 28]. Likewise, to address
mental health issues, which include substance misuse, it
recommends increasing access to “a full range of culturally
relevant mental wellness services at the community level” 2,
p. 28].

In a recent report, the NISPS Working Group identi-
fied 96 promising interventions (e.g. resources, pro-
grammes, services) related to suicide prevention in
Inuit Nunangat that could be supported by the NISPS
[2]. This includes 10 initiatives in Nunavik. Though not
targeted specifically, substance misuse and bullying fall
under the purview of many of these initiatives. For
example, issues of bullying are addressed in the Good
Touch Bad Touch programme. Similarly, Brighter Futures
focuses in part on mental wellness, which includes
issues of substance misuse. Challenges arise because
many of the initiatives identified by the NISPS
Working Group have not been formally evaluated, mak-
ing it difficult to glean best practices.

Other initiatives from the around the world have
shown to lower rates of bullying and substance misuses
in Indigenous communities. While these programs are
diverse, they tend to share a common approach, which
combines universal strategies directed towards the
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general population, with individualised strategies tar-
geting high-risk individuals. A good example is the
Community Mobile Treatment (CMT) program, a sub-
stance misuse initiative from Western Canada. This pro-
gram starts with an extensive multi-year public
outreach campaign to raise awareness about the dan-
gers of substance misuse and the benefits of treatment.
This campaign is delivered through the local media,
townhall meetings, and public health messaging. This
is followed by a month-long clinical intervention, which
is delivered to substance misusers by a mobile treat-
ment team consisting of social workers and local health
workers. The program ends with 6 months of aftercare
provided by community volunteers. Evaluations show
that during the CMT intervention as many as 75% of
community members received treatment, and a 75%
abstinence rate remains 6 months after the intervention
finishes [37].

Another example is the Mt Theo anti-petrol sniffing
program, which was created by the Australian aborigi-
nal community of Yuendemu. In this program, a com-
munity-wide educational campaign is first undertaken
to raise awareness about petrol sniffing and the treat-
ments that are available. Next, with the permission of
their family, individuals caught sniffing petrol are sent
out of the community to an outstation (Mt. Theo) where
they receive a month-long clinical intervention, pro-
vided by local elders and mental health professionals.
Upon returning from Mt. Theo community volunteers
provide ongoing aftercare support. Following this
model, over the course of a decade, Yuendemu was
able to completely eliminate petrol sniffing in the com-
munity. The program has now expanded to include
other forms of substance misuse and is funded by the
Australian government[38].

To our knowledge, there are no anti-bullying inter-
ventions designed specifically for work with Indigenous
populations. However, KiVa is a school-based program
that has been shown to work well with Indigenous
students [39]. This program also uses a combination of
universal and individualised strategies. It starts with a
general educational campaign about the dangers of
bullying, how to recognise bullying, and how to stop
bullying if it is encountered, which is directed towards
all students in the school, their parents, teachers, and
school administrators. Next, individualised strategies
target specific high-risk groups such as perpetrators
and victims of bullying. Targeted strategies include
one-on-one counselling and computer-simulated learn-
ing opportunities. Evaluations have found that the KiVa
program lowers bullying by 60%. It also increases
empathy towards victimised peers, self-efficacy
amongst bystanders to stop bullying, enjoyment of



8 W. AFFLECK ET AL.

school for bullied youth, and reduces anxiety, depres-
sion, and negative peer perceptions amongst all stu-
dents [40].

Universal strategies should be directed towards all
community members as both substance misuse and
bullying may have a direct or indirect effect on all age
groups. However, the results of this study suggest that
in order to have the greatest impact on future suicide
vulnerability, substance misuse interventions should
target young adults before they become future parents.
Substance misuse in households contributes to suicide
vulnerability in children, and youth are most vulnerable
to developing patterns of substance misuse. Likewise,
education on anti-bullying should start in an early
school setting, should be implemented continuously
over the school years, and be modulated throughout
the developmental process.

Limitations

This study has a number of limitations. First, there
was a limited number of participants. Despite tailor-
ing recruitment strategies to the local context, and
the researcher’s efforts to make themselves available
to answer questions about the research, the study did
not attract a high number of respondents. This is
likely due to stigma surrounding suicide; the difficulty
of talking about suicide; the lack of trust of Southern
researchers; and finally, a suspicion that participation
in research may not make a difference in policy
changes.

Next, the recruitment process was complex and
delicate, and the different procedures had to be
weighed against culturally accepted practices. For
example, the recruitment period corresponded with
a spike in suicides across Nunavik, and the steering
committee was not comfortable with the recruitment
of bereaved family members and close friends to
participate in this research, even if researchers had
extensive experience in regards to this type of
research interview [14,16,21]. Therefore, research
data for those who died by suicide were retrieved
solely from medical files and coroner’s reports, which
may not have documented or detailed important
events that may have occurred in the deceased’s life
especially in regards to the specific distal sphere like
sexual and physical violence.

Similarly, it is possible that some events such as early
physical and sexual violence may have been under-
reported by some participants. Again, if this did occur,
it would likely be a result of the sensitive nature of
these topics, sensibility to social judgement and mis-
trust in regards to the way the results could be

presented and interpreted. One of the interviewers
was also male, which may have made some participants
less likely to share information about past sexual
trauma.

The data on mental health were mostly identified through
self-report and medical files and was not identified with the
use of the Structured Clinical Interview for DSM Disorders
(SCID). This is why we do not refer to a mental health
diagnosis, but we use the term mental health problems.
These results are not as robust as they could have been
with the use of the SCID questionnaire. But this study was
not planned as a psychological autopsy study and the aim
was not to identify the presence of mental health disorders in
the months before the suicide occurred. Rather, this study
implemented a life trajectory methodology, which sought to
identify psychosocial risk factors, periods during which these
factors appeared over the life course and period during
which the burden of adversity was most important.

Results from this study should be interpreted in light
of these limitations. However, it is important that the
strengths of this study are considered as well. First and
foremost, the collaborative work with local partners and
the originality of the method contributed to widely
positive appreciation from our partners and from indi-
viduals who participants in this research.

Conclusion

Despite these limitations, this study provides a good
example of a collaboration between researchers,
mental health administrators and community mem-
bers to investigate a delicate event such as suicide
and to work and learn from one another. Suicide is
an important health problem, and talking about sui-
cide is difficult, not because community members are
denying the problem, but rather because talking
about the lives lost, while not having a specific strat-
egy creates deep feelings of despair and powerless-
ness. It is therefore important that recommendations
from this study regarding alcohol misuse and bullying
be implemented rapidly and incorporated into social
and educational/academic services, and for which the
rates of suicide behaviours be monitored in order to
verify if these strategies have an impact on reducing
suicides and suicide behaviours.
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Table 3. Trajectory parameters.

Suicide Attempt No attempt
Percentage of 47.4% 17.3% 35.3%
sample
Parameters, means
(SE)
Intercept 3.017 (0.144) 3.060 (0.245) 3.286 (0.233)
*A¥ *%¥% *A¥
Linear change 0.246 (0.064) 0.820 (0.132) 0.030 (0.109)
Quadratic change —0.001 (0.011) —0.181 (0.034) —0.023 (0.015)
NS *rx NS
**% p < 0.001.
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