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experiences,11,17,19,22 all of which contribute to poorer mental
health outcomes.19 In particular, many of these factors linked to
parental residential school attendance are predictors of higher
rates of suicide and suicidal behaviors and psychological distress
across cultures.4
Parental childhood adversity has been linked with an earlier
age of onset of psychological distress and suicidal behavior in
non-Indigenous samples.23–25 If this is the case within Indigenous
populations affected by IRSs, it would be expected that those with
a parent who attended IRS would be at an elevated risk for
suicidal thoughts or attempts earlier in life, which could be a
contributor to the differential rates of suicide evident in younger
v. older age cohorts. Much of the research exploring the
intergenerational effects of IRSs has focused on assessing these
relationships in adult samples,8,17 and we are unaware of any
research assessing how parental IRS attendance interacts with age
to influence mental health outcomes during adolescence or
childhood. Considering the large proportions of First Nations
adults, youth and children who have been intergenerationally
affected by IRS system,26 understanding when the risks associated
with parental IRS attendance manifests themselves across the
lifespan is important to inform effective culturally based mental
health and wellness programming and interventions.
Familial factors and early-life adversity in predicting mental
health across development
The development of severe psychological distress, suicidal ideation
and the progression from ideation to suicide attempts are distinct
phenomena with unique predictors and outcomes that vary across
development.27 For example, depression is associated with an
increased risk for suicide attempts in non-Indigenous samples, but
the strength of this association changes over the lifespan.28,29 An
international study across 21 countries revealed that childhood
adversity (e.g., abuse, family violence, parental death or divorce)
had the strongest associations with suicide attempts in childhood,
and the strength of this relation decreased during adolescence, and
declined still further in young adults, before a slight increase was
apparent in older adulthood.30 Similarly, studies conducted within
the general population in the United States and Europe suggest
that the influence of familial and early-life factors might be particularly strong predictors of mental health issues in earlier life.31
Likewise, adult offspring of parents with mood disorders and a
history of suicidal behavior reported a lower mean age of onset of
suicidal ideation if they experienced childhood adversity,24 and
earlier age of onset for depressive symptoms as adults.23,25,31,32
Studies that distinguished between the onset of depressive symptoms in childhood (before 12) or early adolescence (12–14) v. later
adolescence (15–18) have revealed that earlier onset is linked with
a greater risk for chronic suicidal behaviors, mental health problems and substance use in adulthood.33–37
Considering the chronic childhood adversity faced by many
IRS survivors, and how this influenced the abilities of some to
provide adequate environments for their children,8,9,19 it would be
expected that adults with a parent who attended IRS would be at
risk for higher levels of mental health issues, and would also be
more likely to have these difficulties earlier in life. To explore this
possibility in a national representative sample of First Nations
adults living on-reserve, analyses of the youth and adult versions
of the 2008–2010 First Nations Regional Health Survey (RHS)
were carried out. In Study 1, analyses assessed whether or not
parental IRS attendance was related to suicide ideation and
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attempts in childhood, adolescence and/or in adulthood, and
whether these relations varied by sex. In Study 2, analyses of the
youth version of the RHS explored the links between parental
attendance at IRS with suicidal thoughts and/or attempts within
the past year, and whether these relations varied with age and sex.
Methods
The data were collected from 250 First Nation communities
across Canada between 2008 and 2010 [see First Nations Information Governance Centre (FNIGC),26 for detailed methodology
of RHS). To achieve statistically valid estimates for the population
sample, analyses were performed using the complex samples
module of the Statistical Package for the Social Sciences (v. 20;
IBM Corporation) to take into account the two-stage stratified
sampling design of the RHS. The adult and youth surveys
included questions asking if they had ever thought about suicide
and/or attempted suicide in their lifetime (yes or no), and if yes,
whether this occurred in the past year, in childhood (before the
age of 12), in adolescence (12–17) and/or in adulthood (18 or
older; latter option only included for adults).26 Both adults and
youth were asked about their parents’ and/or grandparents’
attendance at IRS, and adults were asked if they personally
attended IRS. The adult version of the RHS was administered to
11,043 randomly selected First Nations adults who were 18 years
of age or older (mean = 40.7 years; S.E. = 0.18), with equal representation of males (50.7%) and females (49.3%). The RHS youth
questionnaire was administered to 4837 randomly selected youth
between the ages of 12 and 17 years. In the youth sample, there
was a nearly equal representation of males (51.3%) and females
(48.7%), and their mean age was 14.51 years (S.E. = 0.04).
When the adult sample was categorized into mutually
exclusive categories according to personal, parent and grandparent attendance at IRS, 26.0% reported that they did not
personally attend IRS and that none of their parents or grandparents attended. Just under half (45.7%) reported that at least
one of their parents attended, 9.8% had a grandparent (but no
parent) who attended and 5.1% who attended IRS personally but
did not have a parent who attended. An additional 13.4% who
responded ‘don’t know’ or ‘refused’ an answer to at least one of
the IRS questions were excluded from further analyses. To focus
on comparisons of the intergenerational effects of having a parent
who attended IRS, those who personally attended IRS or who had
a grandparent but no parent who attended were also excluded
from the analyses. Thus, the final sample in Study 1 comprised
7716 adults (weighted n = 186,830).
In the youth sample in Study 2, 15.2% (n = 692) said that they
didn’t know or refused to answer questions about their parent/
grandparent IRS attendance, and 28.9% (n = 1262) had a grandparent but no parent who attended IRS. These respondents were
removed from the analyses, which left 27.8% who did not have a
parent or grandparent who attended (n = 1541), and 28.1% who
had at least one parent who attended (n = 1342). The final
unweighted sample in Study 2 comprised 2883 youth (weighted
n = 30,190).
Using the adult RHS in Study 1, binary logistic regression
models assessed the main effects of parental IRS attendance
(no = 0 v. yes = 1), sex (male = 1 v. female = 2), and the potential
two-way interaction between parental IRS attendance and sex in
predicting suicidal thoughts and attempts in childhood, adolescence and/or adulthood. Similarly, to assess the youth sample in
Study 2, binary logistic regression models were used to test the
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main effects of parental IRS attendance, sex and age (continuous),
and all two-way and three-way interactions in predicting past
year suicide ideation and attempts. Cross-tabulations assessed
interactions between parental IRS attendance, sex and age in
Study 1 and 2, with non-overlapping 95% confidence intervals
indicating statistical significance. In cases where there were fewer
than five individuals per cell or the coefficient of variability was
higher than 33.3%, data were suppressed and not released by
FNIGC to protect anonymity (represented by ‘ds’).
Study 1: results in adult RHS sample
Of the adult sample analyzed, just over one-third (36.3%)
reported that they did not have any parents who attended IRS,
leaving just under two-thirds (63.7%) who had at least one parent
who attended. Just under 1% (0.9%; 95% CI = 0.7–1.2%) reported
having thoughts about suicide in childhood, 10.7% (95% CI = 9.8–
11.7%) had such thoughts in adolescence and 10.0% (94% CI =
9.2–11.0%) reported suicidal ideation in adulthood. In considering suicide attempts during different phases of the lifespan,
0.5% (95% CI = 0.3–0.6%) reported that this occurred in childhood, 6.7% (95% CI = 6.0–7.4%) said it happened in adolescence
and 6.2% (95% CI = 5.6–7.0%) said they had an attempt in
adulthood.
The regression analyses predicting reports of suicidal ideation
in childhood did not reveal any significant predictors. However,
parental IRS attendance and being female were associated with
Table 1. Binary logistic regressions predicting suicide ideation in childhood,
adolescence and/or adulthood by parental Indian residential school (IRS)
attendance and sex in the adult First Nations Regional Health Survey sample
Suicide ideation in Suicide ideation in
childhood
adolescence
b

OR

b

OR

greater ideation in adolescence, with no significant two-way
interaction (Table 1). In predicting ideation in adulthood,
there was a significant two-way interaction (Table 1), with the
cross-tabulation analyses showing that parental IRS attendance
was only a significant predictor of a greater likelihood of
reporting suicidal ideation among males (Fig. 1).
When considering suicide attempts, there was a significant
interaction between parental IRS attendance and sex in predicting
an attempt in childhood (Table 2). It appeared that males affected
by parental IRS attendance were more likely to report an attempt
in childhood, but this relation was not significant among females
(Fig. 2). That said, because of the small unweighted number of
adults in the sample who reported an attempt in childhood, this
should be interpreted with caution. There were no significant
two-way interactions predicting attempts in adolescence or
adulthood, but parental IRS attendance was linked with greater
risk at both age spans. Sex was marginally significant in predicting
attempts in adolescence, with females being at greater risk (Fig. 2).
Study 2: results in youth RHS sample
Of the total youth sample analyzed, 49.7% of youth reported that
they did not have any parents who attended IRS, and 50.3%
reported they had at least one parent who attended. In all, 7%
(7.1%) said that they thought about suicide in the past year, and
3.0% reported an attempt in the past year. The regressions and
cross-tabulations predicting suicidal ideation in the past year
Table 2. Binary logistic regressions predicting suicide attempts in childhood,
adolescence and/or adulthood by parental Indian residential school (IRS)
attendance and sex in the adult First Nations Regional Health Survey sample

Suicide ideation in
adulthood
b

Suicide attempt in
childhood

OR

Model 1
IRS

1.30

−0.08

0.40**

2.26

0.24*

1.50
1.27

0.54***

1.72

−0.08

IRS

0.92

Sex

Model 2
IRS

1.69

0.12**

IRS × sex

−0.76

0.37*

2.92

0.22

0.47

0.07

†

1.45
1.24
1.07

0.33*

OR

b

OR

b

OR

0.42

4.52

0.83***

2.30

0.70***

2.02

1.23

0.004

1.00

0.34

1.40

0.23

†

−0.20
0.43*

1.38

IRS

−0.26

0.77

0.74**

2.10

0.81***

2.25

0.82

Sex

−0.20

0.87

0.18

1.20

0.05

1.05

1.54

IRS × sex

10.41

0.21

1.23

−0.21

0.81

†P < 0.10, *P < 0.05 **P < 0.01, ***P < 0.001.

2.34**

†P < 0.10, *P < 0.05 **P < 0.01, ***P < 0.001.

Suicide ideation

20%
15%

11.9%
8.3%

10%
5%

b

Model 2
0.52

Sex

Suicide attempt in
adulthood

Model 1
0.26

Sex

Suicide attempt in
adolescence

0.8% 1.1%

ds ds

13.0%
10.8%
7.2%

9.4%

11.5%
7.0%

12.5%
6.3%

10.5%
7.8%

1.6%
1.0%

0%
Childhoo

Childhood
Males

Childhood
Females

Adolescence Adolescence Adolescence
Females
Males
Non-IRS

Adulthood

Adulthood
Males

Adulthood
Females

IRS

Fig. 1. The proportion of adults who reported having suicidal thoughts in childhood, adolescence and/or in adulthood as a function of having a parent who attended Indian
residential school (IRS) or who did not attend IRS. Error bars represent 95% confidence intervals. The proportions could not be reported for males in childhood because of data
suppression (ds).
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Suicide attempt

20%
15%
7.9%

10%

3.6%

5%
0.4% 0.6%

0%

Childhoo

ds

ds

Childhood
Males

8.6%

7.2%

4.3%

2.9%

7.7%
4.0%

7.6%
4.3%

7.9%
3.7%

0.7% 0.6%

Adolescence Adolescence Adolescence
Males
Females

Childhood
Females

Non-IRS

Adulthood

Adulthood
Males

Adulthood
Females

IRS

Fig. 2. The proportion of adults who reported suicide attempts in childhood, adolescence and/or in adulthood as a function of having a parent who attended Indian residential
school (IRS) or who did not attended IRS. Error bars represent 95% confidence intervals. The proportions could not be reported for males in childhood because of data
suppression (ds).

Table 3. Results from logistic regressions predicting past year suicidal ideation
and suicidal attempts in the youth First Nations Regional Health Survey sample
Past year suicide ideation
b

OR

Past year suicide attempt
b

OR

2.50

0.89**

2.45

1.51

0.20

1.22

0.92

0.88†

0.92

752.77

4.44*

76.09

0.06

1.14

Model 1
IRS
Age
Sex

0.90***
−0.09

†

0.41*

Model 2
IRS

6.62***

Age

0.07

1.07

Sex

2.36

10.61

8.23***

10.61

IRS × age

−0.35***

0.71

−0.27*

0.79

IRS × sex

−1.11**

0.33

−0.88

0.40

Age × sex

−0.11

0.90

−0.48***

0.90

IRS, Indian residential school.
†P < 0.10, *P < 0.05, **P < 0.01, ***P <0.001.

revealed significant two-way interactions between parental IRS
attendance with age and with sex, such that effects of having a
parent who attended IRS were greater in younger youth and
among females (the three-way interaction was not significant)
(Table 3; Fig. 3). Likewise, the regressions and cross-tabulations
predicting suicide attempts in the past year revealed a two-way
interaction between parental IRS attendance and age, with the
relation between IRS attendance and attempts being greater in
younger youth (Fig. 4). The two-way interaction between parental
IRS attendance and sex in predicting attempts was not significant,
and the three-way interaction was not significant (Table 3).

Discussion
The current study adds to the growing evidence demonstrating
the long-term outcomes associated with the IRS system among
Indigenous adults,8,9,11,12 and further demonstrates that the
increased risks for suicidal thoughts and attempts associated with
parental IRS attendance start to manifest early in life before
adulthood. In Study 1, analyses of the 2008/2010 adult RHS
sample revealed that parental IRS attendance was associated

with greater retrospective reports of suicidal thoughts and
attempts that occurred during adolescence (between the age
of 12 and 17 years), and that increased risk persisted into
adulthood. These data are consistent with the findings among
mainstream samples suggesting that parental factors and early-life
adversity can influence mental health outcomes throughout
the lifespan.38,39
Although some studies have shown that certain parental risk
factors and childhood experiences are more influential in predicting mental health outcomes in childhood and adolescence v. in
adulthood,40,41 this does not seem to be the case in relation to
parental IRS attendance among First Nations living on-reserve. In
this regard, the proportions of adults in Study 1 who reported
suicidal thoughts and/or attempts in adulthood were comparable
with their estimates of these occurrences in adolescence. Although
the rates of reporting were greater among those whose parents
attended IRS, the stability of reports was evident in both the
IRS-affected group and those not affected by IRSs. These findings
emphasize the long-lasting effects of the IRS system on the
children of those who attended, as well as the increased need for
targeted mental health and wellness programming beginning early
in life. The higher risk for suicide ideation and attempts could be
related to parenting styles that evolved as a result of the childhood
experiences of survivors at IRS, including patterns of communication associated with parents’ IRS trauma,41 as well as
epigenetic changes related to gene expression of several neurobiological factors. Inasmuch as the offspring of IRS survivors have further
endured substandard living conditions and pervasive interpersonal
and systemic discrimination, these factors may have additively or
synergistically undermined well-being, including elevated levels of
psychological distress and suicidal thoughts and behaviors.19
In assessing potential sex differences in the adult RHS sample,
the influence of parental IRS attendance appeared to be generally
the same among men and women in predicting retrospective
reports of suicidal thoughts in their childhood and adolescence.
However, it appeared that in the adult sample IRS exposure was
somewhat more aligned with suicide ideation among males,
although the trend was in the same direction for females. In nonIndigenous samples, sex differences have been reported in relation
to the links between various types of childhood adversity and
mental health outcomes in adulthood.43,44
However, in some studies suicidality was more likely to be
associated with childhood environmental risk factors in females,45
whereas in other studies a greater association occurred in males.46
Cultural factors and the local context also moderate the influence
of sex on various health and social outcomes,5,6 and may explain
some of these disparate results across populations. Within
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Suicidal ideation in past year
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30%
13.9%

20%

11.9%
11.2%
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12.8% 12.9%

15.5%

5.8%

5.0%

7.4%

11.9%
10.6%
7.6%

11.4%

9.5%
7.5%
4.7%

4.0%
2.3%
ds

0%

Total
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Female

12 to 14
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Non-IRS

12

ds

13

ds

ds

14

15

16

17

Parent attended IRS

Fig. 3. The proportion of youth who reported suicidal ideation in the past year as a function of age, sex, and whether or not they had a parent who attended Indian residential
school (IRS). Error bars represent 95% confidence intervals. The proportions could not be reported for each age because of data suppression (ds).

Suicide attempt in past year
40%
30%
20%
10%
3.0% 3.1%
ds

0%

Total

1.6%

2.9%

Male

2.7%

3.6%

ds

Female
Non-IRS

5.2%

4.8%

12 to 14

15 to 17

Parent attended IRS

Fig. 4. The proportion of youth who reported suicidal attempts in the past year as a function of age, sex, and whether or not they had a parent who attended Indian residential
school (IRS). Error bars represent 95% confidence intervals. The proportions could not be reported for males not affected by IRS or for each age because of data
suppression (ds).

Indigenous contexts, it has been suggested that the high rates of
suicide among males are linked to the significant social changes
that have come with colonization, particularly in relation to the
effects on traditional societal and family roles, responsibilities,
identities, as well as patterns of interactions and social support
networks.6,47–49 Although there are many potential reasons for
why males appeared to be more influenced than females by
parents’ IRS attendance in adulthood, it might be that the traditional roles for men in some First Nations communities are more
obsolete relative to females who have maintained their traditional
roles in caregiving for their children. At the same time, it is
noteworthy that females in the adult sample recalled greater
suicidal ideation during adolescence. The source for the adolescent v. adult disparity is uncertain, especially given that retrospective reports might not be entirely accurate, particularly those
made by adults in relation to their childhood and adolescence.
Although it was expected that parental IRS attendance would
be associated with elevated suicidal thoughts and attempts in
childhood, there were no significant differences as a function of
parental IRS attendance in the adult sample. This said, the frequency of such recollections were very small, and the conclusions
that can be made in relation to the childhood estimates are
hampered by data suppression and low coefficients of variabilities.
What can be concluded in this cohort of adults in Study 1 is that
those with at least one parent who attended IRS were at greater
risk for suicidal ideation and attempts in adolescence before the
age of 18, and that this greater risk continued into adulthood.
As in the adult sample, analyses of the youth sample in Study 2
indicated elevated reports of suicidal ideation and suicide

attempts in the past year among youth with a parent who had
attended IRS. The elevated ideation was present even among
respondents as young as 12 years of age, and was greater among
females than in males. These differential effects of sex in relation
to suicidal ideation in Study 1 and 2 may reflect developmental
differences in how factors associated with sex influence suicidal
thoughts in youth v. adulthood. Alternatively, this difference
could reflect a cohort effect such that the increased influence of
parental IRS attendance for females may be a newer phenomenon
in younger generations. The possibility of such a cohort effect in
relation to the greater risk for ideation among adolescent females
is consistent with the increasing rates of completed suicides in
young females being reported in some First Nations communities,50 among Inuit in Nunavik,51 as well as in non-Indigenous
samples in Canada52 and in other countries.53,54 One factor that
may be particularly relevant for Indigenous populations, and
other populations affected by collective trauma, is that many of
the collective long-term outcomes include increased exposure to
childhood adversity and violence,9,55,56 particularly among young
women relative to men.11,51 Issues related to violence against
women and childhood adversities may not have been present
within Indigenous communities prior colonization, but may be
associated with the pervasive intergenerational consequences of
the residential school system that were associated with greater
exposure to certain types of stressors and trauma that
disproportionately affected females.8,9
Another possible explanation for this potential cohort effect
related to sex differences is that certain risk factors for stress-related
issues appear to be specific to the transmission from mothers to
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daughter whereas male offspring are not affected in the same way.
In this regard, animal studies have revealed transgenerational epigenetic changes, occurring mostly in male offspring, as a result of
chronic, unpredictable parental separation.57 Likewise, several sexdependent transmission patterns were proposed that were mediated
by parental factors, possibly stemming from epigenetic actions.58
Such outcomes may come about owing to distress in pregnant
females causing glucocorticoid changes that promote sex-dependent
epigenetic actions.59 Indeed, stressors experienced some time before
pregnancy in rodents led to changes of dendritic length and spine
density within brain regions associated with cognitive functioning
and mood (i.e., anterior cingulate cortex and prelimbic/infralimbic
cortex), primarily among male offspring.60 Understandably, less
information concerning transgenerational effects of stressors is
available in humans. Nevertheless, intergenerational changes associated with stressors have been reported.61 An epidemiological
analysis in humans likewise indicated that childhood trauma, in this
case stemming from parental death, had transgenerational effects
that varied with the age of the trauma among males, whereas age
was less important in producing adverse effects in females.62
We have previously speculated that epigenetic changes might
contribute to the transgenerational effects of the trauma related to
the IRS experience.8,20 Yet, as we indicated, the trauma experienced did not end with release from these schools, but continued
when survivors returned to their communities.9 Thus, in
considering the specific pathways leading to psychological distress
in children and grandchildren, prenatal and postnatal environmental factors, and their interactions, may underlie intergenerational patterns in stress-related outcomes, brain morphometry,
and gene expression patterns, and could possibly vary in a
sexually dimorphic fashion.
While some physiological pathways of transmission of risk and
resilience factors across generations are limited to females, there
are other mechanisms that influence both sexes and/or males
only. For example, early life experiences and relationships, especially those with parents, may contribute to the development of
particular coping styles, which, may influence affective responses
elicited by stressors encountered in adulthood. However, these
outcomes may be sex-dependent and may vary yet again with the
bonding patterns with the male or female parent.63 Likewise, in a
sample of adolescents and their parents in a mainstream population, maternal depressive symptoms predicted increased late
adolescent depressive symptoms for girls but not males, whereas
paternal depressive symptoms predicted increase depressive
symptoms in all youth.64 There are certainly numerous interacting environmental and biological mechanisms that may be
involved in the intergenerational transmission of risk that are
involved in these effects, some of which influence males and
females similarly and some that do not, and which might differ
across the lifespan. The findings of the present investigation do
not speak to the specific mechanisms involved, but they likely
reflect the additive or interactive influence of multiple
biopsychosocial and cultural factors that remains to be elucidated.
In considering the significant interaction between parental IRS
attendance and age in predicting suicidal ideation and attempts in
youth, cross-tabulations in Study 2 revealed that the proportions
of those not affected by IRS reporting suicidal ideation and/or
attempts was significantly lower among youth ages 12–14 years
compared with those ages 15–17 years, which is consistent with
the typical trajectory reported in mainstream samples. In contrast,
there were no differences between those reporting suicidal ideation and/or attempts in the younger v. the older age cohort among
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those with a parent who attended IRS, suggesting these IRSaffected youth were at greater risk for an earlier onset of suicidal
thoughts and behaviors. Knowing that exposure to childhood
adversities is a key contemporary mediator of the intergenerational transmission of IRS trauma,8,9,19 the findings related to age
in the youth sample are consistent with prospective studies that
have reported links between various forms of child maltreatment
and the earlier emergence of mental health disturbances relative
to controls.65,66 In essence, these findings are in line with the view
that parental IRS attendance not only increases risk of developing
serious psychological distress and suicidal behaviors, it can
accelerate onset of these features. Similar intergenerational relationships have been observed between parental exposure to collective trauma in childhood and negative mental health outcomes
in youth,38 however, we are unaware of studies that reported links
with the earlier onset of such symptoms.
The timing of onset of psychological systems has significant
implications in terms of prevention and treatment, as it has been
suggested that etiology of early- v. late-onset disorders may differ
and could potentially represent unique subtypes of certain
mental35 and physical67 conditions. This makes the developmental
stage at which symptoms manifest an important starting point for
examining possible causes, risk factors and protective factors in
males and females. The importance of identifying the risk and
protective factors involved in the transmission of IRS trauma is
highlighted by the fact that earlier onset of psychological distress,
depression, suicidal ideation and suicide attempts appear to follow
a distinct trajectory of greater chronicity, severity of symptoms and
more deleterious behavioral, social and health outcomes.24,68,69
Considering the significant negative outcomes associated with
early-onset mental health issues, and the large proportion of the
on-reserve First Nations population affected by the IRS system,
combined with the continued mental health inequities in Canada,
further exploration is needed to build on findings of the present
investigation. In this regard, however, the analyses were particularly limited in assessing how parental IRS was associated with
suicidal thoughts in childhood due to the low unweighted sample
sizes that lacked statistical power for these particularly variables.
Another limitation, which may have particularly affected adults in
Study 1, is that such retrospective reports tend to underestimate
the incidence of mental health concerns as they are forgotten over
time.70,71 Generational differences may also have contributed to
the underreporting of suicidality and differentially influenced the
adult and youth cohorts assessed in Study 1 and Study 2. Yet
another limitation is that we did not consider additional variables
that might interact to predict suicidal thoughts, attempts and
distress, such as substance use. For example, in a study of First
Nations youth living on-reserve in the United States, earlier age of
first substance use predicted developmental course and increased
risk of later psychological outcomes.72 The potential synergistic or
additive effects of having both parents who attended, and/or of
having a grandparent who attended, were also not considered in
the analyses.8,20 Finally, research in animal and human studies
demonstrating the moderating influence of the parental sex in
determining the transmission of risks and protective factors to
their sons and/or daughters raises the potential importance of
considering parental gender in future analyses.
Additional research should explore culture-related protective
factors that can mitigate the transmission of risk factors across generations. For example, in mainstream samples, early-intervention
cognitive-behavioral therapy (CBT) can be effective as either a
prevention or intervention technique to reduce psychological risk in
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the offspring of individuals with a mental illness.73,74 In this regard,
CBT-based programs have been shown to reduce internalizing and
externalizing symptomatology and rates of illness onset in the
offspring of depressed parents.73 Moreover, a family-based
CBT program significantly reduced anxiety disorder onset in the
7–12-year-old offspring of anxious parents.75 Because of the unique
nature of the culture-related trauma faced by generations of Indigenous children who were exposed to cultural shaming and separation from their traditional beliefs, languages and lifestyles,
interventions that build on the strengths that are inherent in First
Nations cultures and communities are especially needed.76,77 It is
important to note that there are significant variations across First
Nations communities with respect to distress levels, suicidal behavior,
and the personal and collective impacts of the IRS system, and
therefore, regional and community-level variations should also be
explored. As suggested by others,5,51 there is also a clear need for
further research concerning how recent cultural changes in gender
roles and expectations influence mental health and suicidal behaviors.
Notwithstanding the limitations, the current findings suggest
that mental health and healing initiatives for Indigenous peoples
should focus on improving the well-being of children and
younger-aged youth and those showing signs of early-onset
distress and mental health symptoms. Early identification of
psychological distress is imperative due to potential sensitive
periods of increased predisposition and greater potential for
favorable outcomes from treatment.78 Without intervening in the
intergenerational cycles of distress and accompanying health and
social problems in First Nations communities that have been
catalyzed by the IRS system and other aspects of colonization, the
significant mental health disparities might continue to persist.
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