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ABSTRACT

Purpose: The purpose of this article is to examine the factors that influence fly-in and fly-out
(FIFO) mental health service providers’ experiences of vicarious trauma as they deliver
services to communities in Inuit Nunangat through a constructivist self-development theory
(CSDT) lens.

Method: Using a participatory action research methodology, we conducted eight semi-
structured interviews with providers to understand their perspectives on the risk of develop-
ing vicarious trauma and potential mitigation strategies.

Results: We identified three themes through thematic analysis: 1) vicarious trauma is a risk
associated with working in communities with high rates of trauma; 2) establishing individual
and organizational strategies to reduce risk of vicarious trauma may improve FIFO providers’
well-being and career longevity; and 3) FIFO models of care may offer protective benefits for
mental health service providers against vicarious trauma.

Conclusions: We conclude that FIFO models of care may help mental health service providers
to manage the risk of vicarious trauma through reduced caseload and less time spent in
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Introduction

Mental health service delivery to rural and remote
regions of Canada is complex as community mem-
bers face barriers to mental health care (Mental

Health Commission of Canada (MHCC), n.d.).
Individuals residing in communities in Inuit
Nunangat, which comprises four regions that

include the Inuvialuit Settlement Region, Nunavut,
Nunavik, and Nunatsiavut, are often forced to travel
to obtain mental health services or rely on transient
and fly-in fly-out (FIFO) healthcare providers and
who do not reside in their community (Inuit Tapirit
Kanatami, 2014; Inuit Tapiritt Kanatami, 2021;
Oosterveer & Young, 2015). FIFO healthcare provi-
ders who live in southern Canada rotate in and out
of Inuit regions (Inuit Tapiritt Kanatami, 2021),
which can engender its own self of problems as
these providers may not be familiar with Inuit cul-
ture or language (Inuit Tapirit Kanatami, 2014).
Recruiting and retaining permanent health profes-
sionals is challenging due to the remoteness of Inuit
communities  (Inuit  Tapirit Kanatami, 2014;
Oosterveer & Young, 2015). This is especially proble-
matic for Inuit who reside in Inuit Nunangat and
may experience poor health outcomes related to
mental health (Inuit Tapirit Kanatami, 2014), which
are symptoms of colonialism, racism, and

marginalization amongst other challenges that
result in persistent inequality (Inuit Tapirit
Kanatami, 2014; Kirmayer et al., 2011). For mental
health service providers to provide continuity in
services to Inuit, there must be considerations for
the providers’ mental health and well-being.
Constant turnover of mental health providers is
a challenge for clients who need continuity of care
(Inuit Tapirit Kanatami, 2014). Although there is lim-
ited literature that examines the experience of vicar-
ious trauma in FIFO service providers, there is an
overwhelming amount of evidence that experiences
of trauma can be shared between provider and
client (Finklestein et al., 2015; McCann & Pearlman,
1990; Pearlman & Mac lan, 1995; Quitangon, 2019).
While researchers have examined the effects of
vicarious trauma on therapists globally (Cohen &
Collens, 2013; Finklestein et al.,, 2015; Harrison &
Westwood, 2009), to our knowledge, there is limited
peer-reviewed research on the impact for FIFO men-
tal health service providers Inuit communities in
Canada. As such, our objective is to examine the
factors that influence the experience of vicarious
trauma for FIFO mental health service providers
delivering services to Inuit Nunangat using the
CSDT framework.
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Literature review

Mental health service delivery in rural and
remote Canada

Members of communities in rural and northern
regions of Canada face significant difficulties when
accessing mental health care (Dyck & Hardy, 2013).
Although rural and remote communities are often
categorized by geographic isolation, they can also
be defined by their organizational, social, and cultural
arrangements (Bourke et al, 2013). Most often, the
terms rural and remote are used under the same
umbrella (Bourke et al, 2013), though Pitblado
(2005) found that the term “northern” is also fre-
quently used in the context of rural health research
in Canada. Barriers that affect access to services for
these residents include limited local mental health
care services and clinicians, high travelling costs, and
long wait times, among others (Boydell et al., 2006;
Dyck & Hardy, 2013). Due to these challenges, many
communities in the Circumpolar North rely on short-
term locum providers who travel from outside the
region to provide healthcare services (Huot et al,
2019). Wakerman et al. (2012) described FIFO services
in a healthcare setting in a variety of ways: specialist
outreach services; “hub-and-spoke” or outreach
arrangements for allied health and specialists, which
consists of an establishment (hub) providing services
to multiple secondary establishments (spokes); “orbit-
ing staff” who spend 12 months or more in one or
two specific communities; long-term shared positions
in which practitioners service the same communities
(e.g., one month on/one month off); and short-term
locums who service numerous rural locations on
a short-term basis. In Canada, little is known about
FIFO mental health services to Inuit communities,
although mental health service delivery is particularly
important for Inuit, who have complex histories of
colonization, trauma, marginalization, and racism
(Kirmayer et al., 2011). For FIFO mental health profes-
sionals working with Inuit, managing and monitoring
symptoms of vicarious trauma is essential given the
magnitude of historical and intergenerational trau-
matic issues experienced by this population and
thus treated by these health care providers.

Experiences of trauma for inuit

Inuit living in Inuit Nunangat experience many indica-
tors of poor health (Inuit Tapirit Kanatami, 2014).
Efforts of assimilation such as forced relocations, resi-
dential school and federal day school trauma, killing
of sled dogs, and other challenges (Kirmayer et al.,
2011) have resulted in historical trauma and a loss of
cultural cohesion (Brascoupé & Waters, 2009). As
a result, Inuit experience disproportionate burden of

disease and inequalities in healthcare services for this
population (Kirmayer et al., 2011; Nelson & Wilson,
2017). Maintaining awareness of the historical and
ongoing impacts of colonization and marginalization
is fundamental to understanding the trauma that Inuit
have experienced and continue to experience.

Vicarious traumatization

Secondary exposures to trauma can negatively affect
the well-being of mental health providers and the
quality of care they are able to provide (Quitangon,
2019). Three frequently used constructs that have
been used interchangeably to describe the impact of
providing trauma therapy on mental health providers
are: compassion fatigue, secondary traumatic stress
syndrome, and vicarious trauma (Devilly et al., 2009;
Quitangon, 2019; Voss Horrell et al., 2011). These
three constructs are interrelated and complex, with
some arguing that they measure the same phenom-
enon (Devilly et al., 2009), while others argue that
they in fact relate to different phenomena (Jenkins &
Baird, 2002; Quitangon, 2019). Quitangon (2019)
described compassion fatigue, which was originally
referred to as secondary trauma stress syndrome, as
empathic strain and exhaustion from caring for peo-
ple in distress, which present as PTSD-like symptoms.
Burnout is mentioned frequently in the literature as
a persistent state of exhaustion that is a result of
prolonged exposure to  occupational  stress
(Quitangon, 2019). Although both constructs describe
manifestations of exhaustion, unlike vicarious trauma,
neither compassion fatigue nor burnout are specific
to working with clients who have experienced trauma
(Quitangon, 2019). There is a body of research that
supports vicarious trauma as the only concept that
describes a change in world views that are similar to
the changes that occur in the traumatized client and
that emphasizes cognitive symptomatology (Jenkins &
Baird, 2002; Pearlman & Mac lan, 1995; Quitangon,
2019).

Pearlman and Mac lan (1995) defined vicarious
trauma as the inner transformation of a trauma pro-
vider due to a cumulative and empathetic engage-
ment with the client’'s traumatic experiences
(Pearlman & Mac lan, 1995). Clemans (2005) described
vicarious trauma in a broader manner and conceptua-
lized it as emotional, physical, and spiritual transfor-
mations that may occur when working with members
of populations that have experienced trauma.
Documented symptoms of vicarious trauma include
changes in one’s identity, worldview, interpersonal
relationships, sense of oneself in the world, cognitive
schemas or a person'’s beliefs and assumptions about
the world (Pearlman & Saakvitne, 1995), and post-
traumatic stress disorder (PTSD)-like symptoms such
as intrusive imagery, painful experiences of images,
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and emotions that are parallel to the traumatic mem-
ories of clients (Jenkins & Baird, 2002). For the pur-
poses of this paper, aligning with the definitions
provided by Jenkins and Baird (2002), Pearlman and
Mac lan (1995), and Quitangon (2019), we will con-
sider vicarious trauma as a separate construct that
occurs as a result of interactions with clients who
have experienced trauma. Considering the complexity
of trauma caused by historical and ongoing impacts
of colonialism experienced by Inuit, it is important to
explore the experiences of vicarious trauma among
FIFO mental health providers who empathetically
engage with Inuit.

Risk factors for mental health service
providers

Mental health providers are particularly vulnerable to
vicarious trauma as a result of repeated exposure to
details of clients’ trauma experiences (Quitangon,
2019). Researchers have found that the more time
mental health professionals spend with their trauma-
tized clients and the heavier the workload, the higher
the providers' risk of developing vicarious trauma
(Finklestein et al., 2015; Pearlman & Mac lan, 1995).
Additional influences on vicarious trauma include
stressful client behaviours, the nature of the clientele,
work setting, and social-cultural context, as well as
provider characteristics such as personal history of
trauma, professional development, and current stres-
sors and supports (Pearlman & Mac lan, 1995). In
a study that examined the predictors of vicarious
trauma in non-victims, Lerias and Byrne (2003)
reported that young age, being female, low socioeco-
nomic status, high levels of stress, and low levels of
social support may predict vulnerability to vicarious
trauma. These risk factors may be relevant for FIFO
mental health providers serving Inuit because of the
unique circumstances in which they deliver services.

Mitigation of vicarious trauma

To mitigate the risks of vicarious trauma for mental
health service providers, it is essential to understand
the protective and supportive factors. Cohen and
Collens (2013) conducted a metasynthesis to examine
the impact of trauma work on trauma workers, and
they posited that personal factors such as optimism
and spirituality can be considered resilience factors
due to their impact on practitioners’ ability to cope
with work-related distress. Optimism was found to not
only function as a coping strategy, but also as an
aspect of posttraumatic growth. Other researchers
have suggested that personal strategies such as the
balancing of personal and work life can moderate the
negative impact of trauma work (Pearlman & Mac lan,
1995). These findings are in contrast to findings from

a study conducted by Bober and Regehr (2006), who
found that although clinicians who work with victims
of violence reported the usefulness of engaging with
coping strategies such as self-care and leisure activ-
ities, there was no association found between self-
care and lower traumatic stress scores.

Bober and Regehr (2006) proposed that the most
significant predictor of high trauma scores for mental
health service providers was the number of hours
worked per week with clients who experience clients;
organizations should thus consider the ways in which
they distribute workload to providers to limit their
traumatic exposure (Bober & Regehr, 2006). Cohen
and Collens (2013) found that organizations can play
instrumental roles in managing the distress of mental
health workers, and these authors recommended that
organizations foster a systematic approach to mana-
ging the impact of trauma work by providing institu-
tional support and encouraging individual coping
strategies.

Finally, numerous professional variables have been
identified as affecting the development of vicarious
trauma such as mental health provider training and
professional support (Finklestein et al, 2015;
Michalopoulos & Aparicio, 2012; Trippany et al.,
2004). In a study looking at the development of vicar-
ious trauma among social workers, Michalopoulos and
Aparicio (2012) determined that more professional
experience and increased support predicted
a decrease in vicarious trauma symptoms. Having
access to peer support systems, specialized trauma
education, and training to support professional self-
efficacy can strengthen provider resources and help
to manage their risk of developing vicarious trauma
(Finklestein et al., 2015; Trippany et al., 2004). These
personal, professional, and organizational factors are
important for FIFO mental health workers serving
Inuit Nunangat and the organizations that employ
them to consider as these variables can help reduce
the likelihood of developing vicarious trauma.

Traumatization of mental health staff in rural
and remote Canada

Research and available information on the practice
and experience of delivering mental health services
in northern Canada is limited (O’'Neill et al., 2013).
Furthermore, the literature surrounding the transmis-
sion of trauma and coping strategies for mental
health providers in the North is scant (O’Neill, 2010).
In a review looking at secondary trauma in mental
health practitioners in northern communities, O’Neill
(2010) demonstrated the connection between iso-
lated mental health practice and secondary trauma.
In their review, secondary trauma was defined under
the constructs of vicarious trauma, burnout, compas-
sion fatigue, and secondary trauma stress. The author
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highlighted the vulnerability of providers to the var-
ious constructs of secondary trauma by describing the
potential impact of professional and personal isola-
tion combined with the requirements of empathic
engagement with clients (O'Neill, 2010). In a study
looking at the experiences of rural and remote nurses
in Canada, Jahner et al. (2020) detailed the risks of
encountering distressing incidents that affect the psy-
chological health and physical safety. Participants in
their study reported concern over limited protective
strategies and a lack of supportive action from orga-
nizations, which put providers’ psychosocial health
and safety (Jahner at al., 2020). It appears that trau-
matization occurring for mental health providers in
rural and remote is two-fold: stress from working
remotely with limited support, and a response to the
trauma experienced by individuals living in remote
areas.

Factors specific to northern mental health practice
may contribute to the development of secondary
trauma. O'Neill (2010) listed several contributing fac-
tors: prolonged interaction with traumatic material,
lack of clinical supervision, high visibility in small com-
munities, and complex overlapping relationships.
Although, as noted above, researchers have identified
protective practices to prevent vicarious traumatiza-
tion of mental health providers such as access to
supervision (Finklestein et al., 2015; Pearlman & Mac
lan, 1995), organizational support (Cohen & Collens,
2013), and training (Finklestein et al., 2015; Harrison &
Westwood, 2009; Pearlman & Mac lan, 1995), O'Neill
(2010) acknowledged that these practices are not
always possible in northern communinities. Although
outside of a FIFO context, O'Neill recognized the diffi-
culties in developing supportive social networks in
isolated or rural communities in combination with
a lack of clinical supervision, leaving providers vulner-
able to personal and professional isolation. Indeed,
this is problematic given the extensive number of
scholars who have noted how support can reduce
the risk of vicarious trauma. The purpose of the cur-
rent study was to extend the literature to include
experiences of vicarious trauma among FIFO mental
health providers who deliver services to Inuit commu-
nities in Inuit Nunangat. Through our participatory
action research (PAR) with Northern Counselling and
Therapeutic Services (NCTS), we aimed to co-identify
and recommend strategies to reduce the risk of trau-
matization for FIFO mental health service providers.

Theoretical framework

Vicarious trauma has its theoretical basis in the con-
structivist self-development theory (CSDT), which
allows researchers to conceptualize an individual’s
adaptation to trauma through interaction between
a traumatic event, personal history, and the social

and cultural context (Pearlman & Mac lan, 1995). The
underpinning of this theory is that individuals con-
struct their realities through cognitive schemas or
perceptions (Trippany et al, 2004). Trippany et al.
(2004) noted that the CSDT framework proposes that
changes in perceptions or cognitive schemas can
occur as a result of interacting with clients’ traumatic
material and personal characteristics. The new infor-
mation and experiences presented by clients are
incorporated into the beliefs and systems of meaning
for trauma therapists, which encourages change
within the provider. There are five components of
the self that are affected by exposure to trauma:
frame of reference; self-capacities; ego resources; psy-
chological needs; and cognitive schemas, memory,
and perception. According to CSDT scholars, vicarious
trauma reactions and distorted beliefs occur within
the five components (Trippany et al., 2004). By using
a CSDT lens, we sought to better understand how
FIFO mental health service providers experience vicar-
ious trauma. To our knowledge, this theoretical frame-
work has not been explicitly discussed in the context
of FIFO practitioners who serve Inuit Nunangat.

Methodology

The research was approved by Carleton University’s
Research Ethics Board (CUREB-B 112643). This study
was conducted using a PAR approach in partnership
with NCTS. NCTS offers a variety of services across the
North including in-person counselling services, crisis
response, clinical staff fill in, among others. In accor-
dance with a PAR approach, the aim of this research
was to co-create action and change with participants,
specifically through changes to existing policy, proce-
dures, and practice guidelines within the partner
organization to optimize their service provision in
the North (Baum et al, 2006). An advisory board,
which consisted of two FIFO mental health service
providers, two researchers, and one representative in
a management role from our partner organization,
guided all phases of the research, which was refined
and changed to reflect advisory board members’
insights. The two FIFO mental health service providers
were employed by NCTS, and took part in the
research study. While one researcher did not have
any experience related to FIFO service provision, the
other researcher lived remotely in northern Canada
for 17 years and was offered health care services
through a FIFO model. Both researchers provided
guidance on the research process, while the other
members offered their guidance on the interview
guide and the preliminary results, which they helped
to finalize. One of the members of the advisory board
served as a co-author on manuscripts stemming from
the research. Members of the advisory board met
virtually eight times by Zoom. All advisory board
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members were located in southern Canada as a result
of the COVID-19 restrictions in place at the time the
study was conducted (i.e., research in the territorial
north was halted by the territorial governments).
Communication was maintained over the course of
the research study through email and virtual meetings
so that advisory board members could provide
ongoing feedback and advice regardless of location.

Using an interview guide co-created with the advi-
sory board, the first author conducted eight semi-
structured interviews with FIFO mental health service
providers who work with NCTS and deliver services to
communities in Inuit Nunangat to understand the
experiences of vicarious trauma among FIFO mental
health providers (see, Table I: Service Providers). Given
the small population of FIFO providers servicing Inuit
communities in Canada, pseudonyms were assigned
and no detailed information about participants was
provided to preserve the anonymity of participants.
We recruited participants who met the following elig-
ibility criteria: spoke English and had a minimum of
one year of experience with FIFO delivery of mental
health services to residents of communities in Inuit
Nunangat. We recruited participants through an email
that was circulated within the partner organization
and snowball sampling (Ghaljaie et al, 2017).
Snowball sampling is particularly helpful when recruit-
ing members of populations with specific character-
istics (Ghaljaie et al, 2017). After conducting
interviews with the first two participants, who were
members of the advisory board, snowball sampling
was used to connect with other mental health service
providers. Before conducting interviews, each partici-
pant provided written informed consent. In total,
there were six female participants and two male par-
ticipants, all of whom identify as Caucasian and reside
outside of Inuit Nunangat. While participants all
reported a minimum of ten years of counselling
experience, their work in the FIFO capacity ranged
from one to ten years. Time spent in Inuit commu-
nities was described as dependent on the type of
contract, which differed among providers, varying
from a few weeks for crisis response and short-term
staff fill in, to multiple months for school settings and
longer-term staff fill in. Participants received a $25 gift
card to thank them for their involvement in the
research.

Table I. Service providers.

Pseudonym Years of FIFO Service Provision to Inuit Nunangat
Susan 10 years
James 10 years
Diane 1 year
Tanya 2 years
Carol 7 years
Rebecca 5 years
David 2 years
Rachel 3 years

[insert Table I]

Each interview was conducted remotely using
Zoom software or telephone. Two interviews were
conducted using Zoom, while six interviews were
conducted using the telephone. We digitally recorded
all interviews, which ranged in length between 45 and
90 minutes. The semi-structured interview guide
included questions such as, Do you believe that there
is compassion fatigue or vicarious trauma among men-
tal health providers? What do you or your colleagues do
to mitigate the risk of vicarious trauma? What supports
are available for practitioners who experience vicarious
trauma? What motivates you to return to northern
communities to provide mental health services? We
transcribed the interview data verbatim and the first
author checked the transcription accuracy before
sending the transcripts to participants for verification.
Participants made few changes: two participants
changed their transcripts were to remove identifying
information, and one participant added additional
information for clarification. We then uploaded the
transcripts into a qualitative software data analysis
programme, NVivo'?, for coding and analysis.

Analysis

To analyse the transcripts, the first and second author
used Braun and Clarke’s (2006) six-step approach to
thematic analysis using an inductive approach. We
also engaged in reflexivity while following Braun and
Clarke’s (2019) update to data analysis. The first
and second author familiarized themselves with the
data by reading the transcripts. Then, the authors
proceeded to generate initial codes and assign
descriptive data segments. From the data segments,
the authors began to organize the data to develop
potential themes. The authors reviewed the potential
themes for consistency and differences, and to deter-
mine if they were relevant to the extracted data. To
ensure the themes captured the experiences of FIFO
service providers, the findings were shared with the
advisory board members who helped the authors
refine the themes. Reviewing the results and discuss-
ing the findings was an iterative process shared with
the advisory board. In alignment with a PAR
approach, theme construction required cycles of par-
ticipation, action, and reflection. Thus in the final step,
which Braun and Clarke’s (2006) referred to as “devel-
oping the essence” (p. 22), we constructed three
themes with the advisory board: 1) vicarious trauma
is a risk associated with working in communities with
high rates of trauma; 2) establishing individual and
organizational strategies to reduce risk of vicarious
trauma may improve FIFO providers’ well-being and
career longevity; and 3) FIFO models of care may offer
protective benefits for mental health service providers
against vicarious trauma.
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To engage in reflexivity, we reflected on our posi-
tionalities as they related to the research, such as how
our own experiences of trauma and our professional
work may impact how we perceive the experience of
vicarious trauma. For example, all authors have under-
graduate or graduate level training in psychology, and
thus may have preconceived ideas of risk and protec-
tive factors for the development of vicarious trauma-
tization. In addition to following Braun and Clarke’s
(2006) approach, engaging with the CSDT framework
informed the interpretation and analysis of the data
by allowing us, as researchers, to conceptualize the
factors that influence the development of vicarious
trauma for FIFO providers. This framework provided
guidance to understand the perceived risk and pro-
tective factors that influence the risk of developing
vicarious trauma for FIFO mental health providers and
the social and cultural context in which they work.

Results

THEME 1: Vicarious trauma is a risk associated
with working in communities with high rates of
trauma

In the first theme, mental health providers identi-
fied exposure to trauma as an occupational hazard of
their work as counsellors in Inuit Nunangat. Many
participants described the risks associated with pro-
viding counselling services in small Inuit communities
where members have experienced trauma. Rebecca
stated,

Just the constant exposure to trauma, right? It's an
occupational hazard ... it's a small community. You
have to manage being discreet and neutral in the
community because you're carrying so many people’s
stories. You're at high risk [of developing vicarious
trauma] for sure.

Rebecca described the impacts of working in

a community on a longer-term FIFO contract:

| feel quite exhausted at the end of the week because
of the concentration of pain and the energy that it
takes me to show up professionally and interact with
a number of different professionals that | don’t have
a history with.

In comparison, Susan shared her experience of work-
ing in a crisis response role and the challenges that
this short-term position entailed. Susan recognized
the potential of being triggered by the trauma that
has cumulated from the lack of mental health care in
some communities despite the overwhelming need
for counselling services. Susan explained,

We know some of these deployments can be trigger-
ing ... we had a couple of counsellors come in to
respond to a suicide and while they were there,
someone else committed suicide, and then there
was an [type of accident] accident and [number of

people] people died. The whole community was just
completely overwhelmed with everything, and it’s
really hard not to get overwhelmed yourself because
you're in the middle of that. People just offload on
you, and it's sometimes people who haven't had the
opportunity for this kind of counseling when there’s
no crisis, so they also have a lot of pent up trauma or
emotion or courage or other experiences that all get
triggered and come out, so it's huge what comes to
our counsellors.

Whether service providers were in the community for
short- or long-term contracts, all participants agreed
that there is a risk for the development of vicarious
trauma.

THEME 2: Establishing individual and organiza-
tional strategies to reduce risk of vicarious trauma
may improve FIFO providers’ well-being and
career longevity

While mental health service providers recognized
the risk of developing vicarious trauma, they also
identified supports and boundaries that they believe
are required to promote personal well-being and
career longevity. Carol explained her personal strate-
gies when she is working in northern communities:

You have to be really self-aware and [have] excellent
self-care. | always find a place that | can work-out in
a community. And having the debriefing, open hon-
est debriefing with one of the associates [within
NCTS] to work through that, is really important.
Because sometimes you can’t just say sorry, | can't
work with you. That's not always an option.

Rachel also stated that debriefing with counsellors is
essential:

| think it's [debriefing with other counsellors] part of
the job. It's really, really important, because otherwise
it [trauma] can be carried in their bodies and it's just
important to keep clear and keep healing and be
present. We're not immune. Counsellors are not
immune to this.

Rebecca also emphasized the importance of self-care
and identified physical activity as one of her strate-
gies. Rebecca remarked, “I'd ride my bike to the hos-
pital in the summer in [the community], you know so
exercise was great.” Beyond physical activity, Rebecca
also engaged in other self-care strategies such as
massage therapy with a “massage therapist who did
trauma massage therapy.”

James concurred with the other providers’ remarks
regarding self-care and extended the discussion to
include the significance of providers having their
own therapist, often located in the South. He asserted,

Make sure that you are caring for yourself in healthy
ways as opposed to unhealthy ways that includes
alcohol and drugs. Exercise, and having your support
network so friends and family but also your own
counselor that you can call whenever you're stressed
to get specific strategies for the specific symptoms of
PTSD that you may be facing, feeling or thinking.
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Diane agreed that a strong support system is essen-
tial, and she emphasized the role that organizational
support can play as a crucial aspect of self-care:

Having that support to process, debrief, release and
knowing how to do that for yourself. At NCTS there’s
strong support to be well within your work as
a counselor and so that might mean that | need to
talk to my own supervisor and just say I'm really
struggling with the situation that I'm in front of
right now and | feel like the organization supports
that well, but also, | need to take that up as
a counselor and be aware that this is a real thing
that happens. Overtime you can, if you don’t take
care and process continuously, fall into vicarious
trauma, and compassion fatigue or burn out. | guess
it's the awareness that it definitely can happen.
| guess as counselors we always need to have
a supervisor ... who we check in with about our role
as the counselor and ... when [you're] beginning to
feel signs of burnout or anything like that, it kind of
keeps you in check.

In addition to self-care, personal and/or personnel
support, participants discussed the importance of
boundaries related to caseload management.
Rachel described a strategy she employs in which
she manages her caseload and sets boundaries for
the type of cases she take on while engaging in
other previously mentioned self-care approaches: “I
sort of titrate my involvement with the traumatic
situations and so | don’t load myself up too much.
| basically make sure that | pace myself in terms of
taking those types of cases.” Tanya found that limit-
ing time within communities is a boundary that is
essential. She remarked, “I don’t stay there too long,
like, 1 usually like not to stay more than 10 days or
14 days, the most.” The importance of engaging in
self-care strategies and setting boundaries was
highlighted by all participants as crucial aspects of
their practice that reduce the impact of vicarious
trauma.

THEME 3: FIFO models of care may offer protec-
tive benefits for mental health service providers
against vicarious trauma

Many providers credited the FIFO model of care as
a potential protective factor against their own trau-
matization. David explained,

Honestly, | think that we are lucky in a sense, if
we're doing this kind of work, where we're fly-in
and fly-out. We have the opportunity to debrief
with Northern Counselling support people and
admin people. And then of course once we're
back in the South, we have the opportunity to
access our own mental health services and our
own support networks. And so, | think there’s lots
of it [support] available once you're out of those
communities. When you're in those communities,
| don't think there is much available at all. But
again, we're not there for a long period of time.
So, in a way, it makes a huge difference when you
know you're leaving.

David described the benefits of having the ability to
leave communities so that he can decompress,
a strategy that he associated with mitigating the risk
of vicarious trauma. Rachel echoed this statement and
suggested that FIFO work offers health service providers
who live in communities an opportunity to recover:

I think there’s certainly a danger of those things
[vicarious trauma] happening, but | think in some
ways it's mitigated a little bit by the fly-in fly-out
model. Because we're in there, we deal with it for
a while, and then we’re gone. And we get a period
of time to recover.

Rachel predicted that the prevalence of trauma
among other professionals in the community was
higher due to the inability to have time to recover:
“The school staff that | was dealing with, the occur-
rence of PTSD within that school [staff], | would prob-
ably tag it around 40%. And then other simple trauma
and other types of just stress, | would say was close to
90% to a 100% of the staff were experiencing that.”

In line with the aforementioned comments, Tanya
described the benefits of being able to go home and
for minimizing the amount of time spent in the com-
munity and the exposure to traumatic experiences.
She stated:

Usually, we stay for a week or two. Sometimes, some
people stay for three weeks. Myself, | don’t want to
stay too long, because it's also hard on ourselves,
right, and we have lives here [in the South], as well.
So - and | find for our home and for health, it's good
not to stay too long. So, we can still be objective, and
we can be refreshed after a while.

Rachel felt that the FIFO model of care may act as
a protective factor against the development of vicar-
jous trauma, and she expanded the discussion to
include what puts FIFO providers at risk. Rebecca
agreed, arguing that the FIFO model enables providers
to benefit from breaks and keep returning, thus con-
tinuing to build relationships within the community:

That's a benefit of fly-in fly-out. For a couple of
months at a time, the relationship building is there.
But the person who's there, you know living in the
same building in which they offer services [e.g.,
health centre], they can make sure to get some dis-
tance [by flying out] - you know, and not let their
whole consciousness be around just their work.

According to providers, the FIFO model itself may
serve as a strategy to manage the risk of vicarious
trauma and can alleviate stress not only for the travel-
ling provider.

Discussion

Through this research, we aimed to provide insight
into the factors that influence the experience of vicar-
ious trauma for FIFO mental health providers in Inuit
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communities and to propose how FIFO models of care
may affect the risk of vicarious traumatization. These
conceptualizations were informed by the CSDT frame-
work, which we employed to examine how providers
perceive risk and protective factors of developing
vicarious trauma, and how they adapt to trauma.This
study advances the current literature on vicarious
trauma among mental health providers in northern
Canada (O’Neill, 2010; O'Neill et al., 2016) with a focus
on the Inuit Nunangat and FIFO contexts. Overall, we
found that participants acknowledged the risks of
developing vicarious trauma as a result of working
with highly traumatized clients in Inuit communities.
As a result, the providers in our study highlighted the
importance of developing self-care routines, establish-
ing boundaries, and maintaining supports to promote
well-being and career longevity. The providers
acknowledged the FIFO model of care as a potential
protective factor from vicarious traumatization. These
research findings offer opportunities to inform future
practice and policy for the delivery of mental health
services to Inuit Nunangat.

Perceived risk

In alignment with the CSDT framework, the mental
health service providers in our study agreed that their
engagement with trauma work makes them more
vulnerable to the negative effects of vicarious trauma.
Providers in our study acknowledged that their self-
capacitiescan be affected by engaging with trauma-
tized clients, which is characteristic of CSDT as
described by McCann and Pearlman (1990). Similar
to other research on vicarious trauma (Quitangon,
2019), providers in our study recognized the inherent
risk to their mental health when working with trau-
matized clients and communities. Although experi-
ences of vicarious trauma can happen in any setting
where trauma therapy is being delivered, Inuit have
experienced, and continue to experience, severely
traumatic events that may affect those who empathe-
tically engage with this population. The providers in
this study described the potential risks of developing
vicarious trauma based on the type of contract (short-
termor long-term) and thus the duration of time they
spent in the communities. A typical workday may vary
for providers depending on their role, and it can
include long workdays for crisis response workers
who attempt to see as many clients as possible
while in community, compared to providers who
work during regular business hours in long-term posi-
tions. The providers who assumed a short-term, crisis
response role acknowledged the potential of risk of
traumatization in the community due to the over-
whelming need for mental health services for a large
number of clients over a short period of time. These
findings align with the work of scholars who have

noted that heavier caseloads and constant exposure
to trauma stories put providers at a heightened risk
for developing vicarious trauma (Bober & Regehr,
2006; Pearlman & Mac lan, 1995). Providers in our
study affirmed that the prolonged exposure to trauma
in a small community setting for an extended period
of time can be overwhelming for them. In an article
addressing health care provider turnover in Nunavut,
Cherba et al. (2019) highlighted the need for Inuit to
retain short-term locum physicians. They argued that
the high turnover of health care personnel impacts
the quality of care for residents in Nunavut through
low patient satisfaction, poorer health outcomes, and
negative effects on community-provider relationships.
Cherba et al. (2019) noted the specific impact that
high turnover has on mental health services, citing
the lack of continuity in provision of services as
a potential cause of critical symptoms being missed.
Although discussed in a slightly different context (i.e.,
primary care provision), the need to ensure the men-
tal well-beingof FIFO providers is crucial to optimizing
care for community members.

Prevention strategies

Despite being in Inuit communities for relatively short
contracts, the participants in our study noted that
establishing strategies to prevent negative emotional
responses to trauma work is of utmost importance.
Prevention approaches are well reported in the litera-
ture, which suggests that engaging in different stra-
tegies can affect manifestations of vicarious trauma
(Cohen & Collens, 2013; Finklestein et al., 2015;
Pearlman & Mac lan, 1995). Engaging in self-care
behaviours has been described as a way for indivi-
duals to regulate emotions and experiences, and it is
required to provide high-quality services (Cohen &
Collens, 2013).

All providers in this study emphasized self-care as
crucial to their well-being as FIFO workers. Some of
the self-care strategies the providers used included
physical activity, massage therapy, and speaking
with family, friends. Providers in our study also
noted that access to external supports on
a professional and organizational level is key, includ-
ing debriefing with fellow associates and supervisors.
Michalopoulos and Aparicio (2012) described
increased social support as a professional variable
that could predict less severe vicarious trauma.
Furthermore, O’Neill et al. (2016) reported that con-
sistent clinical supervision could buffer the effects of
trauma. In addition to these supports, providers in this
study also described setting boundaries as an essen-
tial aspect of their practice such as reducing caseload
and time spent in community. On an organizational
level, Pearlman and Mac lan (1995) proposed that
balancing personal and work life can mitigate
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negative impacts of trauma, while Bober and Regehr
(2006) found that distributing caseload among thera-
pists to limit exposure to trauma can significantly
reduce the impact of trauma. Participants in our
study reported using both of these strategies while
working FIFO contracts, and they identified them
important elements for organizations to consider
when  distributing  workload to employees.
Engagement with prevention strategies is important
for FIFO mental health service providers to avoid
symptomatic adaptions or disruptions to previous
belief systems that occur most commonly within the
five components of self described by CSDT (Trippany
et al., 2004) as a result of vicarious traumatization.

FIFO model of care as a mitigator vicarious
trauma

To mitigate the risk of vicarious trauma noted by
providers, participants noted that in addition to the
strategies they engage in, the FIFO model of care
serves as an approach to reduce the risk of traumati-
zation. Through FIFO contracts, providers are able to
limit the amount of time they spend in communities
and, in turn, their exposure to trauma stories. Through
the CSDT framework, the FIFO model of care could be
employed to manage the risk of emotional, physical,
and spiritual transformations through reduced expo-
sure to traumatic material (Clemans, 2005). Although
their exposure to trauma may be heightened while in
a community, being employed on a FIFO basis allows
providers to exit the community after a short amount
of time. This gives providers the ability to engage in
self-care routines such as exercise and time spent with
friends, which, according to Harrison and Westwood
(2009), contribute towards well-being. In a study look-
ing at the experiences of FIFO and drive-in and drive-
out services with remote psychologists in Australia,
researchers found that working on a FIFO basis in
a rural community was associated with avoidance of
burnout (Sutherland et al., 2017).Although burnout is
a different construct than vicarious trauma (O’Neill,
2010), the psychologists in Sutherland et al.'s (2017)
study pointed to the advantage of being able to seek
support outside of the affected rural community
when a tragedy occurs (Sutherland et al., 2017).

The findings of this PAR process were used to
identify areas for action and change. As such, NCTS
is in the process of revising policies and practices to
further prioritize the mental health and well-being of
its employees who are mental health service provides
to clients in Inuit Nunangat, which will also serve to
enhance continuity of care and thus better care for
Inuit. Specifically, it is doing the following: 1)
Exploring the optimal amount time spent in commu-
nities that would allow for counsellors to develop
relationships with community members and also

maintain their mental health; 2) strengthen policies,
procedures, and internal structures to encourage dis-
creet and accessible pre- mid- and post-deployment
debriefing with fellow associates or supervisors and
other forms of self-care strategies.

Limitations

As with all research, our study has limitations. The aim
of this paper was to focus on the experience of FIFO
service providers; however, we acknowledge that the
most important perspectives are those of Inuit com-
munity members. Regardless of what is best for men-
tal health service practitioners who work in Inuit
Nunangat, the needs of Inuit are of utmost impor-
tance. The FIFO model presented in this study has
clear benefits for providers, but its benefits for com-
munity members may be limited. While ensuring that
FIFO mental health practitioners are mentally well
enough to continue FIFO work is of benefit to Inuit
in terms of providing some continuity of care, perma-
nent, resident, Inuit practitioners would likely provide
the greatest benefit to Inuit (Cherba et al.,, 2019; Inuit
Tapirit Kanatami, 2014). Further, upstream, Inuit-led
solutions to address past and current traumatic colo-
nial practices that continue to put Inuit at heightened
risk for poor mental health are urgently needed.
Future research should also consider the the ways in
which different cultural identities between southern-
based service providers (who are typically non-Inuit)
and Inuit clients may impact mental health service
delivery.

The scope of this study was limited as participants
were all employed by one organization, Northern
Counselling and Therapeutic Services. Though their
experiences may be directly related to other FIFO
providers, the professional and organizational support
for service providers will vary across organizations.
This is an important consideration as these variables
play an important role in the development of vicar-
jous trauma (Cohen & Collens, 2013; Finklestein et al.,
2015; Michalopoulos & Aparicio, 2012; Trippany et al.,
2004). Although the sample size was small and the
participants were employed within one organization,
this study provides useful insights into the FIFO men-
tal health service provision and the risk of developing
vicarious trauma. In the future, researchers might also
consider how FIFO workers spend their time while
outside of work in the Inuit communities, and if they
engage in other activities that may contribute to the
development or mitigation of vicarious trauma.

Conclusion

Our research adds a nuanced perspective to the vicar-
jous trauma literature to include the perspective of
FIFO mental health service providers who deliver
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services to communities in Inuit Nunangat. The find-
ings from this study confirm and extend prior
research to suggest that FIFO models of care may
reduce the impact of vicarious trauma by allowing
providers to reduce their caseload and limit their
exposure to traumatic work. When discussing the
perceived risk of vicarious trauma for FIFO mental
health providers, it is important to consider the syner-
gistic effects of three elements: 1) working in a remote
community with limited supports, 2) working
between cultures with different worldviews, and 3)
heightened degrees of trauma experienced by Inuit.
These three elements increase the vulnerability of
developing vicarious trauma for FIFO providers and
should be considered when implementing policies
and practices. Furthermore, this research provides
valuable theoretical contributions to the CSDT frame-
work by highlighting the risks of developing vicarious
trauma for FIFO mental health providers. By applying
the CSDT model to their own experiences, profes-
sionals can prevent negative consequences of vicar-
ious trauma and encourage self-care (Trippany et al.,
2004). Although there is a significant amount of lit-
erature that has investigated ways to predict the
development of vicarious trauma, this study acknowl-
edges the potential benefits of the FIFO model for
mental health service providers.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

The author(s) reported there is no funding associated with
the work featured in this article.

Notes on contributors

Candace Roberts is a doctoral student in the Department of
Health Sciences at Carleton University. Her research focuses
on health inequities within diverse communities using a
trauma-and violence-informed lens. Her interests include
community engagement, health promotion, and the differ-
ing experiences of urban and rural living.

Dr. Francine Darroch is an interdisciplinary health
researcher at Carleton University. Her feminist participatory
action research focuses on leveraging trauma- and violence-
informed physical activity to improve quality of life, social
connections, community cohesion and overall health and
well-being.

Audrey R. Giles is an applied anthropologist and Full
Professor in the School of Human Kinetics at the University
of Ottawa. She conducts her research primarily with
Indigenous communities in the Arctic and Sub-Arctic.

Rianne van Bruggen is the executive director at Northern
Counselling & Therapeutic Services. She has over 15 years of
experience in social, health and mental health research,

planning and program design, long-term institutional policy
development, analysis and implementation, and community
development and partnership engagement.

References

Baum, F., MacDougall, C., & Smith, D. (2006). Participatory
action research. Journal of Epidemiology and Community
Health, 60(10), 854-857. https://doi.org/10.1136/jech.
2004.028662

Bober, T., & Regehr, C. (2006). Strategies for reducing sec-
ondary or vicarious trauma: Do they work? Brief Treatment
and Crisis Intervention, 6(1), 1-9. https://doi.org/10.1093/
brief-treatment/mhj001

Bourke, L., Taylor, J.,, Humphreys, J. S., & Wakerman, J. (2013).
“Rural health is subjective, everyone sees it differently”:
Understandings of rural health among Australian stake-
holders. Health & Place, 24, 65-72. https://doi.org/10.
1016/j.healthplace.2013.08.005

Boydell, K. M., Pong, R., Volpe, T, Tilleczek, K., Wilson, E., &
Lemieux, S. (2006). Family perspectives on pathways to
mental health care for children and youth in rural
communities. The Journal of Rural Health, 22(2), 182-188.
https://doi.org/10.1111/j.1748-0361.2006.00029.x

Brascoupé, S., & Waters, C. (2009). Cultural safety exploring
the applicability of the concept of cultural safety to
aboriginal health and community wellness. International
Journal of Indigenous Health, 5(2), 6-41 doi:10.3138/ijih.
v5i2.28981.

Braun, V. & Clarke, V. (2006). Using thematic analysis in
psychology. Qualitative Research in Psychology, 3(2),
77-101. https://doi.org/10.1191/1478088706qp0630a

Braun, V., & Clarke, V. (2019). Reflecting on reflexive the-
matic analysis. Qualitative Research in Sport, Exercise and
Health, 11(4), 589-597. https://doi.org/10.1080/2159676X.
2019.1628806

Cherba, M., Akearok, G. K. H., & MacDonald, W. A. (2019).
Addressing provider turnover to improve health out-
comes in Nunavut. CMAJ, 191(13), E361-E364 https://doi.
org/10.1503/cmaj.180908

Clemans, S. E. (2005). Recognizing vicarious traumatization:
A single session group model for trauma workers. Social
Work with Groups, 27(2-3), 55-74. https://doi.org/10.
1300/J009v27n02_05

Cohen, K., & Collens, P. (2013). The impact of trauma work
on trauma workers: A metasynthesis on vicarious trauma
and vicarious posttraumatic growth. Psychological
Trauma: Theory, Research, Practice, and Policy, 5(6), 570.
https://doi.org/10.1037/a0030388

Devilly, G. J., Wright, R,, & Varker, T. (2009). Vicarious trauma,
secondary traumatic stress or simply burnout? Effect of
trauma therapy on mental health professionals. Australian
and New Zealand Journal of Psychiatry, 43(3), 373-385.
https://doi.org/10.1108/nfs.2009.01739cab.005

Dyck, K. G., & Hardy, C. (2013). Enhancing access to psycho-
logically informed mental health services in rural and
northern communities. Canadian Psychology, 54(1),
30-37. https://doi.org/10.1037/a0031280

Finklestein, M., Stein, E., Greene, T., Bronstein, |, &
Solomon, Z. (2015). Posttraumatic stress disorder and
vicarious trauma in mental health professionals. Health
and Social Work, 40(2), e25-e31. https://doi.org/10.1093/
hsw/hlv026

Ghaljaie, F., Naderifar, M., & Goli, H. (2017). Snowbeall
sampling: A purposeful method of sampling in


https://doi.org/10.1136/jech.2004.028662
https://doi.org/10.1136/jech.2004.028662
https://doi.org/10.1093/brief-treatment/mhj001
https://doi.org/10.1093/brief-treatment/mhj001
https://doi.org/10.1016/j.healthplace.2013.08.005
https://doi.org/10.1016/j.healthplace.2013.08.005
https://doi.org/10.1111/j.1748-0361.2006.00029.x
https://doi.org/10.3138/ijih.v5i2.28981
https://doi.org/10.3138/ijih.v5i2.28981
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1503/cmaj.180908
https://doi.org/10.1503/cmaj.180908
https://doi.org/10.1300/J009v27n02_05
https://doi.org/10.1300/J009v27n02_05
https://doi.org/10.1037/a0030388
https://doi.org/10.1108/nfs.2009.01739cab.005
https://doi.org/10.1037/a0031280
https://doi.org/10.1093/hsw/hlv026
https://doi.org/10.1093/hsw/hlv026

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING . 1

qualitative research. Strides in Development of Medical
Education, 14(3) , e67670 doi:10.5812/sdme.67670.

Harrison, R. L., & Westwood, M. J. (2009). Preventing vicar-
ious traumatization of mental health therapists:
Identifying protective practices. Psychotherapy, 46(2),
203-219. https://doi.org/10.1037/a0016081

Huot, S, Ho, H., Ko, A., Lam, S., Tactay, P., MacLachlan, J., &
Raanaas, R. K. (2019). Identifying barriers to healthcare
delivery and access in the Circumpolar North: Important
insights for health professionals. International Journal of
Circumpolar Health, 78(1), 1571385. https://doi.org/10.
1080/22423982.2019.1571385

Inuit Tapirit Kanatami. (2014). Social determinants of Inuit
health in Canada. https://www.itk.ca/wp-content
/uploads/2016/07/ITK_Social_Determinants_Report.pdf

Inuit Tapiritt Kanatami. (2021). Systemic discrimination in the
provision of healthcare in Inuit Nunangat [Brief]. https://
www.itk.ca/wp-content/uploads/2021/02/20210122-ITK-
Systemic-Discrimination-in-the-Provision-of-Healthcare-in
-Inuit-Nunangat.pdf

Jahner S., Penz K., Stewart N. J,, and MacLeod M. L. (2020).
Exploring the distressing events and perceptions of sup-
port experienced by rural and remote nurses: A thematic
analysis of national survey data. Workplace Health &
Safety, 68(10 480-490), 480-490. 10.1177/
2165079920924685

Jenkins, S. R, & Baird, S. (2002). Secondary traumatic stress
and vicarious trauma: A validational study. Journal of
Traumatic Stress: Official Publication of the International
Society for Traumatic Stress Studies, 15(5), 423-432.
https://doi.org/10.1023/A:1020193526843

Kirmayer, L. J,, Dandeneau, S., Marshall, E., Phillips, M. K., &
Williamson, K. J. (2011). Rethinking resilience from indi-
genous perspectives. Canadian Journal of Psychiatry, 56
(2), 84-91. https://doi.org/10.1177/070674371105600203

Lerias, D., & Byrne, M. K. (2003). Vicarious traumatization:
Symptoms and predictors. Stress and Health, 19(3),
129-138. https://doi.org/10.1002/smi.969

McCann, L., & Pearlman, L. A. (1990). Vicarious traumatiza-
tion: A framework for understanding the psychological
effects of working with victims. Journal of Traumatic
Stress, 3(1), 131-149. https://doi.org/10.1007/BF00975140

Mental Health Commission of Canada (n.d.). Rural and
remote mental health in Canada. https://www.mental
healthcommission.ca/sites/default/files/2020-05/Rural_
remote_mental_health_evidence_brief_eng.pdf

Michalopoulos, L. M., & Aparicio, E. (2012). Vicarious trauma
in social workers: The role of trauma history, social sup-
port, and years of experience. Journal of Aggression,
Maltreatment & Trauma, 21(6), 646-664. https://doi.org/
10.1080/10926771.2012.689422

Nelson, S. E., & Wilson, K. (2017). The mental health of
Indigenous peoples in Canada: A critical review of

research. Social Science and Medicine,
doi:10.1016/j.socscimed.2017.01.021.

O'Neill, L. K. (2010). Mental health support in northern com-
munities: Reviewing issues on isolated practice and sec-
ondary trauma. Rural and Remote Health, 10(2), 388
doi:10.22605/RRH1369.

O'Neill, L., George, S., Koehn, C, & Shepard, B. (2013).
Informal and formal mental health: Preliminary qualita-
tive findings. International Journal of Circumpolar Health,
72(1), 21203. https://doi.org/10.3402/ijch.v72i0.21203

O'Neill, L., Koehn, C,, George, S., & Shepard, B. (2016). Mental
health provision in northern Canada: Practitioners’ views
on negotiations and opportunities in remote practice.
International Journal for the Advancement of Counselling,
38(2), 123-143. https://doi.org/10.1007/s10447-016-9261-
z

Oosterveer, T. M., & Young, T. K. (2015). Primary health care
accessibility challenges in remote indigenous commu-
nities in Canada’s North. International Journal of
Circumpolar Health, 74(1), 29576. https://doi.org/10.3402/
ijch.v74.29576

Pearlman, L. A., & Mac lan, P. S. (1995). Vicarious traumatiza-
tion: An empirical study of the effects of trauma work on
trauma therapists. Professional Psychology: Research and
Practice, 26(6), 558-565. https://doi.org/10.1037/0735-
7028.26.6.558

Pearlman, L. A, & Saakvitne, K. W. (1995). Trauma and the
therapist: Countertransference and vicarious traumatization
in psychotherapy with incest survivors. W.W. Norton & Co.

Pitblado, J. R. (2005). Best practices in research methods- So,
what do we Mmean by” rural,”” remote,” and “northern”?
Canadian Journal of Nursing Research Archive, 37(1),
163-168.

Quitangon, G. (2019). Vicarious trauma in clinicians:
Fostering resilience and preventing burnout. Psychiatric
Times, 36(7), 18-19.

Sutherland C. R., Chur-hansen A., and Winefield H. (2017).
Experiences of Fly-In, Fly-Out and Drive-In, Drive-Out
Rural and Remote Psychologists. Australian Psychologist,
52(3), 219-229. 10.1111/ap.12194

Trippany, R. L., Kress, V. E. W.,, & Wilcoxon, S. A. (2004).
Preventing vicarious trauma: What counselors should
know when working with trauma survivors. Journal of
Counseling & Development, 82(1), 31-37. https://doi.org/
10.1002/j.1556-6678.2004.tb00283.x

Voss Horrell, S. C,, Holohan, D. R,, Didion, L. M., & Vance, G. T.
(2011). Treating traumatized OEF/OIF veterans: How does
trauma treatment affect the clinician? Professional
Psychology: Research and Practice, 42(1), 79-86. https://
doi.org/10.1037/a0022297

Wakerman J, Curry R, and McEldowney R. (2012). Fly in/fly
out health services: the panacea or the problem?. Rural
and Remote Health, 12(2), 2268, 10.22605/RRH2268

176, 93-112.


https://doi.org/10.5812/sdme.67670
https://doi.org/10.1037/a0016081
https://doi.org/10.1080/22423982.2019.1571385
https://doi.org/10.1080/22423982.2019.1571385
https://www.itk.ca/wp-content/uploads/2016/07/ITK_Social_Determinants_Report.pdf
https://www.itk.ca/wp-content/uploads/2016/07/ITK_Social_Determinants_Report.pdf
https://www.itk.ca/wp-content/uploads/2021/02/20210122-ITK-Systemic-Discrimination-in-the-Provision-of-Healthcare-in-Inuit-Nunangat.pdf
https://www.itk.ca/wp-content/uploads/2021/02/20210122-ITK-Systemic-Discrimination-in-the-Provision-of-Healthcare-in-Inuit-Nunangat.pdf
https://www.itk.ca/wp-content/uploads/2021/02/20210122-ITK-Systemic-Discrimination-in-the-Provision-of-Healthcare-in-Inuit-Nunangat.pdf
https://www.itk.ca/wp-content/uploads/2021/02/20210122-ITK-Systemic-Discrimination-in-the-Provision-of-Healthcare-in-Inuit-Nunangat.pdf
https://doi.org/10.1177/2165079920924685
https://doi.org/10.1177/2165079920924685
https://doi.org/10.1023/A:1020193526843
https://doi.org/10.1177/070674371105600203
https://doi.org/10.1002/smi.969
https://doi.org/10.1007/BF00975140
https://www.mentalhealthcommission.ca/sites/default/files/2020-05/Rural_remote_mental_health_evidence_brief_eng.pdf
https://www.mentalhealthcommission.ca/sites/default/files/2020-05/Rural_remote_mental_health_evidence_brief_eng.pdf
https://www.mentalhealthcommission.ca/sites/default/files/2020-05/Rural_remote_mental_health_evidence_brief_eng.pdf
https://doi.org/10.1080/10926771.2012.689422
https://doi.org/10.1080/10926771.2012.689422
https://doi.org/10.1016/j.socscimed.2017.01.021
https://doi.org/10.22605/RRH1369
https://doi.org/10.3402/ijch.v72i0.21203
https://doi.org/10.1007/s10447-016-9261-z
https://doi.org/10.1007/s10447-016-9261-z
https://doi.org/10.3402/ijch.v74.29576
https://doi.org/10.3402/ijch.v74.29576
https://doi.org/10.1037/0735-7028.26.6.558
https://doi.org/10.1037/0735-7028.26.6.558
https://doi.org/10.1111/ap.12194
https://doi.org/10.1002/j.1556-6678.2004.tb00283.x
https://doi.org/10.1002/j.1556-6678.2004.tb00283.x
https://doi.org/10.1037/a0022297
https://doi.org/10.1037/a0022297
https://doi.org/10.22605/RRH2268

	Abstract
	Introduction
	Literature review
	Mental health service delivery in rural and remote Canada

	Experiences of trauma for inuit
	Vicarious traumatization
	Risk factors for mental health service providers
	Mitigation of vicarious trauma
	Traumatization of mental health staff in rural and remote Canada
	Theoretical framework
	Methodology
	Analysis
	Results
	Discussion
	Perceived risk
	Prevention strategies
	FIFO model of care as amitigator vicarious trauma
	Limitations
	Conclusion
	Disclosure statement
	Funding
	Notes on contributors
	References

