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ABSTRACT
Given the higher suicide rates among the adult population in the northernmost part of Norway 
and some unfavourable psychosocial outcomes associated with the Laestadian revival movement 
in this region, it is reasonable to investigate the relationship between religiosity/spirituality and 
suicidal behaviour in this context. This study used cross-sectional data from the population-based 
SAMINOR 2 questionnaire survey (2012; n = 11,222; 66% non-Sámi; 22% Laestadian-affiliated; 27% 
response rate) in mixed Sámi-Norwegian areas of Mid and North Norway. We analysed the 
associations between religious/spiritual factors and lifetime suicidal ideation and attempts, age 
at the first attempt, motives, and number of attempts. Multivariable-adjusted regression models 
considering sociodemographics, Sámi background and self-ascription, and health-related risk 
factors were applied. Sámi and Laestadian affiliations were significantly associated with religious 
self-ascription, regular attendance, and Established Church membership. In a fully adjusted 
model, Laestadian family background was negatively associated with lifetime suicide attempts 
(OR = 0.66, 95% CI: 0.47–0.93) compared with other family circumstances, whereas regular 
religious participation was inversely associated with suicide ideation (OR = 0.74, 95% CI: 0.61– 
0.91) compared with non- or rare attendance. The findings suggest that Laestadianism and 
religious attendance contribute to less suicidal behaviour among adults in Sámi-Norwegian areas.
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Introduction

Religion and spirituality (R/S) describe the search for the 
sacred, transcendent, divine, or supernatural, as 
opposed to the secular, humanist, rational, or scientific 
[1]. Spirituality typically denotes either deep traditional 
religiosity or personal religiosity outside organised reli-
gion [1]. Several extensive longitudinal studies show 
that R/S is protective against suicidal behaviour [2–5], 
with religious service attendance being the strongest R/ 
S factor [2] and even protective against completed 
suicides [3–5]. Social support received from fellow 
believers [6] and moral objections against suicide due 
to its proscription by several world religions, especially 
Christianity, seem to explain some of R/S’s protective 
effects against suicidal behaviour[7]. However, this 
favourable effect varies across ethnic groups, e.g. 
between Latino and Black subgroups in the US [8], 
and a reverse effect is found in indigenous populations 
[9]. This study by Stack and Cao (2020) among 

indigenous Canadians (n = 15,294) found that affiliation 
with traditional indigenous spirituality was significantly 
associated with lifetime suicide ideation compared with 
lack of religious affiliation, whereas being Christian was 
no different from the latter. The study did not include 
other R/S indicators.

The northern and central parts of Norway have areas 
with a mixed population of Norwegians and Sámi, the 
latter being indigenous people primarily living in the 
northern territories of Norway, Sweden, Finland, and 
the Russian Kola Peninsula. Although the exact size of 
the Sámi population is unknown, the assumed largest 
proportion lives in Norway. The Sámi traditionally 
adhered to nature-oriented (shamanistic) religion, but 
missionary efforts during the 18th century caused 
a significant religious change. During the latter part of 
the 19th century, the teetotalist Laestadian revival 
movement strongly influenced this region. It originated 
about 1845 around the Swedish Lutheran state church 
vicar Lars Levi Laestadius (1800–1861) in the Finnish- 
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Sámi population of Swedish and Finnish Lapland and 
was brought by Sámi and Finns to their ethnic peers in 
Norway. Laestadianism only later spread to the Swedish 
and Norwegian populations [10]. During the enforced 
Norwegian governmental assimilation programme from 
the mid-19th to the mid-20th centuries [11], Finns/ 
Kvens (an ethnic Finnish minority in North Norway) 
and Sámi found acceptance of their languages and 
cultures in the movement [12]. Laestadianism in the 
areas included in this study, is associated with ethnic 
(particularly Sámi) minority affiliation and represents an 
acculturative phenomenon different from 
Laestadianism in other parts of the world. Traditionally 
and also today, the established state churches are 
dominant denominations across native groups in the 
Nordic region and encompass most Laestadians as well.

The revival has had a considerable regional influ-
ence, especially on the Sámi people, presumably con-
tributing to the higher religious participation rate and 
lower alcohol consumption in Sámi than non-Sámi dis-
tricts of Finnmark County [13]. Laestadianism is also 
associated with abstinence and less drinking and intox-
ication among Sámi and non-Sámi adolescents and 
young adults in North Norway [14]. Nevertheless, the 
suicide rate of Finnmark is the highest in Norway 
(1987–2016) [15]. Furthermore, the Sámi of North 
Norway (1970–1998) have a 30% higher suicide mortal-
ity rate [16], and more recent and extensive studies 
reveal a higher prevalence of suicide ideation and 
attempts among adolescent and young adult Sámi in 
Sweden and Norway compared with their majority 
counterpart [17–19]. The Sámi also have 
asignificantly higher prevalence of anxiety; depression; 
post-traumatic stress symptoms; and childhood expo-
sure to emotional, physical, and sexual violence [20], 
which are all well-known risk factors for suicidal beha-
viour [21]. Poorer self-rated health (SRH), another risk 
factor for suicide [22], was found among Laestadians in 
Finnmark [23], but the study (conducted in 1990) did 
not adjust for ethnicity. As among other indigenous 
populations, acculturative stress is a relevant explana-
tion for the higher prevalence of suicidal behaviour 
among the Sámi [18,19]. However, Laestadian adher-
ence or family background (combined variable) was 
associated with higher lifetime exposure to violence in 
women after adjusting for ethnicity [24].

Due to the higher suicide rates and the unfavourable 
psychosocial outcomes associated with the Laestadian 
revival movement in this context, we aimed to examine 
whether R/S, particularly Laestadianism, is a protective 
or risk correlate of suicidal behaviour in Sámi- 
Norwegian areas. Because of the considerable correla-
tion between Laestadianism and Sámi ethnicity in this 

area, the enterprise would have to include ethnic self- 
ascription and background among its control variables. 
To our knowledge, this topic has not been studied ear-
lier in the Nordic countries.

Methods

Procedure and sample

This study applied data from the second survey of 
the Population-based Study on Health and Living 
Conditions in Regions with Sami and Norwegian 
Populations – The SAMINOR 2 Questionnaire Survey. 
The survey (following the SAMINOR 1 Survey, carried 
out in 2003–2004) was conducted in 2012 by the 
Centre for Sami Health Research, UiT – The Arctic 
University of Norway – aiming to explore the health 
and living conditions in the Sámi and non-Sámi 
populations [25]. All inhabitants aged 18 to 
69 years in 25 municipalities or districts with mixed 
Sámi and Norwegian settlements in Mid and North 
Norway were invited (27% response rate). After the 
exclusion of respondents without information regard-
ing ethnicity, R/S, and suicidal behaviour, the study 
sample included 11,222 participants (consult Figure 1 
for details concerning the inclusion process), of 
whom 65.9% were non-Sámi and 55.9% were females 
(Table 1).

Instruments and variables

Suicidal behaviour – outcome variables
Suicidal ideation was covered by the question “Have 
you considered taking your life?” The possible answers 
were “Yes, during the past year”, “Yes, earlier”, and 
“No, never”. The question “Have you tried to take 
your life?” correspondingly tapped suicide attempts. 
Due to the small number of positive answers concern-
ing past year ideation (n = 303) and attempts (n = 26), 
we merged the data into two dichotomous variables: 1) 
lifetime prevalence of suicide ideation and 2) lifetime 
prevalence of suicide attempts. As the reported suicide 
attempts might be of different degrees of lethal intent 
and severity, there should be an assessment of some 
aspects of these attempts. Thus, three more questions 
assessed the suicide motives (“A clear wish to die”, 
“The situation felt unbearable”, and “I wanted help 
from someone”, multiple answers possible), the age 
at the first suicide attempt, and the total number of 
attempts. For these three questions, we only included 
the responders who explicitly reported suicide 
attempts.
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Indicators of R/S – independent variables
Contemporary scholars apply a multidimensional- 
multilevel definition of R/S encompassing identity, cul-
ture, relationship, and practice [26] from the biological 
to the global level [27]. Thus, the measures of R/S in 
SAMINOR 2 are suitable for studying both social, cul-
tural, and private aspects of a religiously homogeneous 
Norwegian study population dominated by pietist- 
influenced or traditional Lutheranism – particularly the 
Established Church [28]. In addition, Laestadian affilia-
tion is explored due to its historical importance in the 
study area [12].

The religious attendance rate during the past six 
months at (a) a church, (b) congregation house, or (c) 
other religious building was reported separately as 
“more than three times a month”, “1–3 times a month”, 
“1–6 times”, or “never”. The total participation rate at all 
three building categories was pooled and categorised as 
“regularly” (once per month or more often in the past 
6 months; rural church services are usually held once or 
twice a month [29]), “irregularly” (1–6 times in the past 
6 months), or “never or rarely” (not in the past 6 months).

Regarding personal adherence to a religious group or 
fellowship of belief, the respondents could check off one 
or more categories: “Established Church”, “Laestadian 
congregation”, “other religious congregation”, “non- 
religious denomination”, and “not a member of any 
denomination”. We accordingly made five dummy vari-
ables of congregational affiliation.

The adherence question was repeated for grandpar-
ents and both parents, revealing a Laestadian family 
background by at least one parent or grandparent 
versus other family backgrounds – indicating 

Laestadianism as a possible cultural affiliation and psy-
chosocial factor during childhood, e.g. influencing 
drinking behaviour [14,30].

The final parameter is a scale combining the view of life 
(atheist, agnostic, or believer in a god) and religious 
importance or commitment (religious or not-so-devoted 
believer) and comprised four categories: “I am a believer/ 
confessing or personally Christian” (“religious”); “I believe 
there is a god, but religion is not so important in my 
everyday life” (“less devoted believer”); “Unsure”; “I do 
not believe there is any god” (“non-believer”).

Sociodemographic control variables
The sociodemographic factors included sex, age, educa-
tion level (continous variable categorized as 1–9 years, 
10–12 years, 13–15 years, or >15 years), total household 
gross income (<301,000 NOK; 301,000–750,000 NOK; 
>750,000 NOK), living arrangement (living with some-
one or alone), municipality (described in Brustad et al. 
[2014] [25]), and ethnicity. The ethnicity report 
(Norwegian, Sámi, Kven, and/or “other”) included 
home language (respondent, parents, and all grandpar-
ents), ethnic background (respondent and both par-
ents), and self-ascription. The final ethnic categories 
were “non-Sámi self-ascription” (89.7% unmixed 
Norwegian self-ascription and 7.1% non-Norwegians), 
“Sámi self-ascription”, and “Sámi background without 
Sámi self-ascription” (95.4% Norwegian self-ascription), 
considering the effect of assimilation [31]. The Kvens 
(n=349), being few and mainly ethnically mixed (85.1%), 
were divided between the non-Sámi (n=125), the Sámi 
(n=162), and the Sámi background groups (n=62).

Figure 1. Flow chart of inclusion – Religion and Health in Arctic Norway – the SAMINOR 2 Questionnaire Survey, 2012.
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Health-related control variables
Both Laestadian and many other religious groups 
endorse health-related norms, e.g. related to alcohol 
and substance use and extramarital sexual intercourse, 
and social modelling of healthy behaviours might 
reduce the risk of suicidal behaviour in such settings 
[1]. To adjust for this effect in our analyses, we included 
five important health-related control variables. First, 
tobacco use and alcohol consumption are well-known 
risk factors for suicidal behaviour [32,33] and relevant 
confounders when studying a temperance movement 
like Laestadianism. Also, alcohol consumption is 
a known partial mediator of the protective effect of 
religious attendance on completed suicides [4]. 
Furthermore, SRH is a measure of general health, and 
poor SRH is a risk factor for suicide [22] and associated 
with suicidal thoughts in Sámi adolescents in Norway 
[34]. Finally, depression and anxiety disorders and expo-
sure to emotional, physical, or sexual violence are well- 
known strong risk factors for suicidal behaviour [21] 
and relevant confounders explaining the low preva-
lence of suicidal behaviour in R/S social settings. Also, 
depressive symptoms partly mediate the protective 
effect of religious attendance on completed suicides [4].

Lifetime exposure to emotional, physical, or sexual 
violence was reported separately for the past year, ear-
lier in adulthood, and during childhood and finally 
merged into a dichotomous variable of lifetime violence 
exposure [24].

Anxiety and depression symptoms were defined as 
a score above the clinical cut-off level (1.85) on the 
Hopkins Symptom Checklist (10-item version) during 
the past four weeks [35]. The instrument and its cut- 
off level are validated for Norwegian and Sámi popula-
tions and subgroups having Sámi family background 
without Sámi self-ascription [36].

Smoking and snuffing were tapped separately 
(“never”, “former”, “sometimes”, or “daily”) and finally 
pooled and categorised as “never or previously” (snuff-
ing or smoking), “current cigarette or snuff user” (either 
snuffing or smoking – daily or occasionally), or “current 
dual user” (snuffing and smoking – daily or 
occasionally).

Drinking frequency during the past year was 
reported on an eight-point scale from “never consumed 
alcohol” to “4–7 times a week” and finally categorised 
as “never or not in the past year”, “a few times to 
weekly”, or “more than two times per week”.

SRH was reported on a four-point scale from “poor” 
(1) to “very good” (4) and dichotomised into “good” 
(“good” or “very good”) or “poor” (“poor” and “not so 
good”).

Statistical analyses

Using Stata 16 and a significance level of five percent, 
we applied chi-square tests to compute differences 
across categorical data and conducted t-tests and 
Bonferroni tests for the continuous data. Mixed-effect 
logistic regression models – including sociodemo-
graphic and health-related risk factors – were used to 
estimate the association of the different R/S categories 
with suicide ideation, attempts, and suicide motives. 
Municipality was added as a random effect in the ana-
lyses, taking local clusters of suicidal behaviour and 
assumed, unmeasured differences into account, includ-
ing variations between the Laestadian groups.

Ethical considerations

The Norwegian Regional Committees for Medical and 
Health Research Ethics approved this study (reference 
code 2006/1766/REK nord).

Results

Sample description

The lifetime prevalence of suicide ideation in the total 
sample was 17.6% (Table 2), whereas 4.0% – 447 respon-
ders – reported lifetime prevalence of suicide attempts. 
Among those reporting suicide attempts, the mean age 
for the first attempt was 23.01 years (SD 11.30, not tabu-
lated), and the mean total number of attempts was 2.62 
(SD = 4.00). The most frequent motive for suicide attempts – 
reported by 93.9% – was that the situation felt unbearable 
(not tabulated). Overall, 56.0% reported a clear wish to die 
as a suicide motive, being more frequent among males 
(66.1%) than females (50.0%, χ2[1] = 7.4, p = 0.007). In total, 
59.0% reported having made attempts that were calls for 
help, more frequently reported by females (64.5%) than 
males (48.1%, χ2[1] = 7.7, p = 0.006).

The sample comprised 86.1% Established Church- 
affiliated individuals, 4.1% Laestadian adherents, 3.6% 
affiliated with other congregations, 8.6% unaffiliated, 
and 3.4% affiliated with non-religious denominations 
(Table 1). Overall, 23.1% had a Laestadian family back-
ground (21.3% either Laestadian family background or 
personal adherence, not tabulated). The rates of regular 
religious attendance and religious self-ascription were 
23.2% and 16.0%, respectively (Table 1).

In both Sámi categories, the frequency of Laestadian 
adherence was four times higher, and the frequency of 
Laestadian family background more than three times 
higher than among the non-Sámi. The regular atten-
dees were also more common among those with Sámi 
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identity or background, as were those of religious self- 
ascription. The proportion of the Laestadian adherents 
reporting regular religious attendance (80.0%) was 
more than three times higher than that of the 
Established Church-affiliated (23.3%, not tabulated). 
Also, the percentage of self-ascribed religious among 
the Laestadians (77.0%) was almost five times higher 
than among the Established Church members (15.6%, 
not tabulated). Moreover, the Laestadians typically 
reported affiliation with the Established Church 
(80.6%, not tabulated). Established Church membership 
was more common among the participants of 
Laestadian family background (90.6%) than in those 
from non-Laestadian families (84.8%, χ2[1] = 48.0, 
p < 0.001, not tabulated).

Laestadianism was associated with some unfavour-
able sociodemographic factors, also after ethnic strati-
fication. Compared with those of other family 
circumstances, the respondents with a Laestadian 
family background had a lower income and education 
level (mean 13.3 years vs. 13.6, t[9,974] = 3.55, 
p < 0.001, not tabulated). They also had a higher fre-
quency of alcohol abstainers, but this finding was insig-
nificant after stratification on personal Laestadian 
adherence (not tabulated). Moreover, violence exposure 
was more frequent in those of Laestadian family back-
ground. However, after ethnic stratification, this associa-
tion – the effect size being small – was only found 
among persons of Sámi self-ascription (χ2[1] = 5.4, 
p = 0.020, not tabulated), indicating an ethnic confoun-
der. Participants of Laestadian family background were 
also more often living alone, but the finding was insig-
nificant after stratification by age groups (not tabu-
lated). The Laestadian adherents also had a lower 
income and education level (mean 12.3 years vs. 13.5, 
t[10,765] = 6.83, p < 0.001, not tabulated), compared 
with the non-Laestadians. However, they were also 
more frequently abstainers from tobacco and alcohol 
(ESM Table S1). The Laestadians reported lower levels of 
SRH, but this was not significant after ethnic stratifica-
tion (not tabulated).

Association between R/S factors and suicidal 
behaviour – unadjusted analyses

Among the respondents with a Laestadian family back-
ground, significantly fewer reported suicide ideation 
(16.0%) and attempts (3.3%) compared with those 
from non-Laestadian families (18.6% and 4.4%, respec-
tively, Table 2). These findings also applied to the per-
sonal Laestadian adherents (11.2% suicide ideation) 
compared with the non-Laestadians (17.8% suicide 
ideation, not tabulated), yet the frequency of 

attempters was insignificantly lower. Compared with 
non-membership, Established Church affiliation was 
inversely associated with suicide ideation and attempts 
(Table 2) and border-significantly associated with 
a 2.86 years older age at the first suicide attempt 
(23.86 years, F[1,399] = 4.55, p = 0.034, not tabulated). 
The regular and irregular attendees were less likely to 
report suicidal ideation (16.0% and 15.2%, respectively) 
and attempts (3.0% and 4.3%, respectively, with the 
latter number being only borderline significantly 
lower) compared with the non- or rare attendees 
(22.4% and 5.4%, respectively). The total number of 
suicide attempts was 1.17 attempts lower among irre-
gular and regular attendees pooled together than non- 
or rare attendees (3.29 attempts, F[1,411] = 8.91, 
p = 0.003, not tabulated). The regular attendees were 
border-significantly more likely to report their attempts 
being calls for help, compared to non- or rare attendees 
(Table 2). Non-belief was significantly associated with 
suicide ideation – compared with all other categories – 
and suicide attempts – compared with being a not so 
devoted believer. Non-believing attempters also more 
rarely reported having made attempts that were calls 
for help. The debut age was higher among the not so 
devoted believers compared to the non-believers, but 
the difference disappeared completely after stratifica-
tion by age groups. R/S was not associated with suicide 
motives being a wish to die or an unbearable situation 
(not tabulated).

Logistic regression models for suicide behaviour in 
multivariable-adjusted models

Both irregular (OR = 0.82, Table 2) and regular 
(OR = 0.74) religious attendance were significantly 
inversely associated with lifetime suicide ideation com-
pared with non- or rare attendance in the adjusted 
model. Laestadian adherents were less apt to report 
suicide ideation in a model adjusting for religious and 
sociodemographic factors (OR = 0.57, 95% CI: 0.39–0.82, 
not tabulated). However, this beneficial association was 
rendered insignificant after adjustment for health- 
related variables. The respondents of Laestadian family 
background were significantly less likely to report life-
time suicide attempts (OR = 0.66, 95% CI 0.47–0.93, 
Table 2) than those from non-Laestadian families. 
Compared with non- or rare attendance, irregular reli-
gious attendance was inversely associated with suicide 
attempts in a model adjusting for R/S and sociodemo-
graphic factors (OR = 0.72, 95% CI: 0.56–0.93, not tabu-
lated). However, this favourable association became 
insignificant after adjustment for health-related vari-
ables. Compared with non-membership, Established 
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Church affiliation was inversely associated with suicide 
ideation and attempts in the adjusted model (Table 2).

Due to the considerably small total number of sui-
cide attempters, adjusting for multiple control variables 
increased the risk of over-adjustment bias when testing 
the association of R/S with the motives for suicide 
attempts. Thus, we made the regression analyses by 
a careful, stepwise introduction of each control variable 
into the models. In the unadjusted analyses, only one R/ 
S factor was significantly associated with a suicide 
motive. This association and its significance level 
remained stable through all steps: Compared with the 
non-believers, the non-atheist suicide attempters were 
three to eight times more likely to report having made 
attempts that were calls for help (Table 2). There was 
a border significant association (p = 0.045) between 
being a regular attendee and having a want for help 
as a suicide motive in the unadjusted test. However, the 
significance disappeared in the very next regression 
step. Also, in the very final step, Established Church- 
affiliated and “other” affiliated had a border significant 
likelihood not to report having made attempts that 
were calls for help.

Discussion

Here, we studied the association of R/S factors with suicidal 
behaviour in a mixed Sámi-Norwegian adult sample using 
data from the population-based SAMINOR 2 Questionnaire 
Survey. The study applied multivariable-adjusted regres-
sion models controlling for religious, sociodemographic, 
and health-related factors. Following international research 
[2–5], we found that religious attendance was inversely 
associated with lifetime suicide ideation and fewer lifetime 
attempts. Laestadian family background was 34% less asso-
ciated with suicide attempts than non-Laestadian family 
circumstances, whereas personal Laestadian adherence 
was not significantly associated with suicidal behaviour in 
the fully adjusted models. Both Sámi- and Laestadian- 
affiliated individuals more frequently reported religious 
self-ascription, attendance, and Established Church 
membership.

Laestadianism and other congregational 
affiliations, and suicidal behaviour

The Laestadian movement is a diverse phenomenon 
globally, within the Arctic region, and locally, and its 
significance on the personal level varies considerably. 
Still, this study applies crude categories like personal 
Laestadian adherence or non-adherence and Laestadian 
or non-Laestadian family background. However, up to 
the present, measures of Laestadian affiliation in 

epidemiological studies have predominantly been 
pooled variables of personal and parental adherence 
[14] and even grandparents’ affiliation with the move-
ment [20,24]. Our variables enable us to discriminate 
between the correlates of personal Laestadian adher-
ence and Laestadian family background, including 
Laestadianism as a broader psycho-socio-cultural phe-
nomenon. Also, the SAMINOR 2 study area included all 
three main Laestadian subgroups represented in 
Norway, the Alta, Lyngen, and Ofoten groups [37], 
named according to their geographical distribution. 
However, no theological analyses indicate differences 
in the application of norms related to suicidal beha-
viour among these groups. Nonetheless, using munici-
pality as a random effect in the regression analyses, we 
could take unmeasured differences between the 
Laestadian subgroups into account.

The considerable correlation between Laestadianism 
and Sámi affiliation in this study sample necessitates 
a careful adjustment for ethnicity, especially consider-
ing the association between Sámi family background 
without Sámi self-ascription and Laestadian affiliation. 
The definition of Sámi ethnicity differs across the pub-
lished studies, some demanding both Sámi language 
competence in the family and Sámi self-ascription 
[20,24], others requiring either Sámi parentage, family 
language competence, or self-ascription [14,17,18]. 
Eriksen et al. (2015, also SAMINOR 2 data) – finding 
higher exposure to violence among persons of 
Laestadian family background in their adjusted models – 
included only self-ascribed Sámi in their Sámi category, 
not considering the many respondents of apparent 
Sámi family background in their non-Sámi category. 
Thus, their finding and the earlier reported lower levels 
of SRH in Laestadians [23] might have been con-
founded by Sámi minority background. However, the 
association between Laestadianism and some disadvan-
tageous socioeconomic factors in our sample – like 
lower income and education level – could not be 
explained by ethnicity alone.

Furthermore, the high frequencies of membership in 
the Established Church of Norway among the persons 
of Laestadian adherence and family background indi-
cate no tendency of separation from the Established 
Church among the Laestadian-affiliated in this sample. 
On the contrary, the finding suggests that 
Laestadianism contributes to the social integration of 
Sámi and non-Sámi adherents into the wider 
Norwegian community. This acculturation strategy is 
a possible result of the movement’s implementation 
of the Lutheran “two kingdoms” doctrine: accepting 
secular laws and taking an active part in society except 
when doing so compromises one’s convictions [38,39].
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We also found a beneficial relationship between 
Laestadian adherence and lifetime suicidal behaviour, 
and such relation seemed to be mediated or con-
founded by differences in health-related factors. This 
probably mediating effect was not explored by further 
analyses. However, in our sample, Laestadian adherence 
was inversely associated with suicidal risk factors, such 
as tobacco [21] and alcohol use [32]. The beneficial 
effects of Laestadianism on alcohol consumption have 
been studied earlier [14], and alcohol intoxication is 
known to be related to suicide attempts in Sámi ado-
lescents in particular [40].

Furthermore, the respondents of Laestadian family 
background – independently of personal Laestadian 
adherence, religious participation, and belief – were 
significantly less likely to report suicide attempts. This 
finding – being independent of sociodemographic and 
health-related factors – might be due to psychosocial 
benefits connected to the movement’s strong family 
and social networks [14,41,42]. Strong social and family 
ties and a firm belief are elements known to buffer risk 
factors, such as discrimination and acculturative stress 
in other R/S and ethnic minorities [43–45]. The kind of 
social support possibly associated with Laestadian 
family background – although not being assessed in 
the SAMINOR 2 Study – might represent benefits not 
gained by Laestadian congregational adherence alone.

Also, in contrast to the situation among indigenous 
Canadians, where Christian mission to a considerable 
degree destroyed the native culture and family struc-
ture and fostered distrust towards Western religions [9], 
the Laestadian version of Christianity established firm 
roots among the Sámi people by the ministry of their 
kin in their mother tongue [12]. The traditional Sámi 
siida societies’ social and family ties were preserved and 
employed within the Laestadian communities [42].

However, this study did not adjust for other kinds of 
social support, except for living alone or with someone. 
For example, the social and family networks within the 
Sámi reindeer-herding communities [46] may protect 
against suicide risk in some contexts [16]. Also, the 
higher R/S measures in the Laestadian- and Sámi- 
affiliated individuals might be partly due to their rela-
tion with rural areas, typically associated with higher R/ 
S involvement [13,29].

Finally, compared with non-membership, Established 
Church affiliation was significantly inversely associated 
with lifetime suicide ideation and attempts. However, 
this finding is probably due to its dominating status 
(86% of the sample reporting being members), repre-
senting the ethnic Norwegian majority population. In 
contrast, being a non-member of the Established 
Church in this context may indicate non-Sámi ethnic 

or R/S minority status, social marginalisation, or less 
integration, circumstances typically associated with 
risk factors for suicidal behaviour. Also, Established 
Church-affiliation was not associated with high levels 
of R/S, only 16% being self-ascribed religious and 23% 
reporting regular religious attendance. Thus, any asso-
ciation between Established Church membership and 
mental health is probably not due to R/S factors.

Religious attendance and suicidal behaviour

Although the religious attendees reported fewer suicide 
attempts, the analyses suggest health-related circum-
stances might mediate a possible impact of religious 
attendance on lifetime suicide attempts. However, we 
did not test such mediation effect, but, for instance, 
non- or rare attendees more frequently reported risk 
factors, such as violence exposure and anxiety and 
depression symptoms [21]. Also, depressive symptoms 
are earlier found to partly mediate the protective effect 
of religious attendance on completed suicides [4]. The 
negative association between religious participation 
and lifetime suicide ideation in our sample was inde-
pendent of sociodemographic, health-related, and 
other R/S factors. This finding follows a large amount 
of research exhibiting the protection of religious atten-
dance against not only suicide ideation and attempts 
but also completed suicides [3–5]. Although this effect 
is found to be independent of social integration [6], 
a well-known protective factor against suicide attempts 
[6], the suicide-protective component of R/S seems to 
lie in its social dimensions. Same-faith social bonds are 
significantly more likely sources of help during challen-
ging times [47]. Perceived and anticipated emotional 
support from one’s fellowship of believers is the only 
aspect of R/S social support that is significantly asso-
ciated with reduced suicidal behaviour[48]. The comfort 
of knowing about this available support strengthens 
one’s mental health more than does the level and 
intensity of the contact [48].

Religious importance and view of life, and suicidal 
behaviour

We did not find any association between religious 
importance and belief and suicide ideation or attempts 
in our adjusted models. These findings align with pre-
vious evidence showing no protective effect of R/S 
importance or strength on completed suicides [3] or 
major depression [49] after controlling for social net-
work or religious attendance, although it is inversely 
associated with the risk factors, such as alcohol abuse, 
in this population [14]. Suicidal behaviour was not 
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reported more frequently by the believers. On the con-
trary, in both the unadjusted and adjusted models, 
being a non-believing suicide attempter was strongly 
associated with not having called for help through an 
attempt. This phenomenon might represent the feeling 
of hopelessness and entrapment characterising the sui-
cidal state – the vicious spiral and tunnelling of vision, 
where the attempter sees no alternative to the suicide 
[50,51]. The non-atheists, on the contrary, seem to have 
retained hope of relief and help [48] or R/S objections 
against suicide [7].

Strengths and limitations

The survey’s considerably low response rate (27%) is an 
obvious limitation that might have caused a selection 
bias. It raises the question of our study’s external valid-
ity and generalisability, and the results must be inter-
preted with caution [25]. Still, SAMINOR 2 is the 
numeric most extensive population-based study 
(n = 11,222) in mixed Sámi-Norwegian areas, tapping 
both R/S factors and suicidal behaviour and adding 
essential knowledge to the limited research field of R/ 
S and mental health in this region. Although the cross- 
sectional study design cannot determine any causal 
relationships, our main findings are in line with inter-
national longitudinal studies on the topic. However, 
SAMINOR 2 lacks information about marital/relationship 
status, which is associated with less suicidal behaviour 
[6,9]. There may also be an under-reporting of suicidal 
behaviour among more devoted Christians, particularly 
Laestadians, due to moral objections [7], affecting the 
internal validity of our results. Further, this study 
focuses on the sociological dimensions of organised 
traditional and Pietist Lutheranism, leaving out the 
assessment of less organised and non-Christian Sámi 
spirituality.

Conclusion

Religious participation seems to be protective against 
suicidal behaviour among adults in Sámi-Norwegian 
areas. Despite Laestadianism’s association with some 
disadvantageous socioeconomic factors, like lower 
income and education level, Laestadian family back-
ground and adherence seem to contribute to less sui-
cidal behaviour in the mixed Sámi-Norwegian 
population.

Acknowledgments

UiT professor Tom Wilsgaard and senior engineer Marita 
Melhus for statistical advice.

Disclosure statement

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

Funding

Finnmark Hospital Trust [2015/2236–2];Sami Norwegian 
National Advisory Unit on Mental Health and Substance Use 
[06/2017, 12/2017, and 06/2019];

References

[1] Hg K, King D, Vb C. Handbook of Religion and Health. 
Vol. 2. New York: Oxford University Press; 2012.

[2] Opsahl T, Ahrenfeldt LJ, Möller S, et al. Religiousness and 
depressive symptoms in Europeans: findings from the 
survey of health, ageing, and retirement in europe. 
Public Health. 2019;175:111–119.

[3] Kleiman EM, Liu RT. An examination of the prospective 
association between religious service attendance and 
suicide: explanatory factors and period effects. J Affect 
Disord. 2018;225:618–623.

[4] VanderWeele TJ, Li S, Tsai AC, et al. Association 
between religious service attendance and lower sui-
cide rates among US women. JAMA Psychiatry. 
2016;73(8):845–851.

[5] Kleiman EM, Liu RT. Prospective prediction of suicide in 
a nationally representative sample: religious service 
attendance as a protective factor. Br J Psychiatry. 
2014;204(4):262–266.

[6] Stack SJ. Religious activities and suicide prevention: 
a gender specific analysis. Religions. 2018;9(4):127.

[7] Van Den Brink B, Schaap H, Braam AW. Moral objections 
and fear of Hell: an important barrier to suicidality. J Rel 
Health. 2018;57(6):2301–2312.

[8] Gearing RE, Alonzo D. Religion and suicide: new findings. 
J Rel Health. 2018;57(6):2478–2499.

[9] Stack S, Cao L. Social integration and indigenous 
suicidality. Arch Suicide Res. 2020;24(sup1):86–101.

[10] Foltz A, Yliniemi M. A Godly Heritage – historical View of 
the Laestadian Revival and the Development of the 
Apostolic Lutheran Church in America. Frazee, MN: Self- 
published by the Editors; 2005.

[11] Minde H. Assimilation of the Sami - implementation and 
consequences. Gáldu Čálá — Journal of Indigenous 
Peoples Rights. 2016;3:1–33.

[12] Bjørklund I. Fjordfolket organiserer seg: den læstadianske 
vekkelse. In: Bjørklund I, editor. Fjordfolket 
i Kvænangen – fra samisk samfunn til norsk utkant 
1550–1980. Tromsø: Universitetsforlaget; 1985. p. 
291–322.

[13] Larsen S, Saglie J. Alcohol use in Saami and non-Saami 
areas in northern Norway. Eur Addict Res. 1996;2 
(2):78–82.

[14] Spein AR, Melhus M, Kristiansen RE, et al. The influence of 
religious factors on drinking behavior among young 
indigenous Sami and non-Sami peers in northern 
Norway. J Rel Health. 2011;50(4):1024–1039.

[15] Norwegian Institute of Public Health. Norwegian Cause 
of Death Registry. Bergen: Norwegian Institute of Public 
Health; 2018.

10 H. KIÆRBECH ET AL.



[16] Silviken AC, Haldorsen T, Kvernmo SE. Suicide among 
Indigenous Sami in Arctic Norway, 1970–1998. Eur 
J Epidemiol. 2006;21(9):707–713.

[17] Reigstad B, Kvernmo SE. Concurrent adversities and sui-
cide attempts among Sami and non-Sami adolescents: 
the Norwegian Arctic Adolescent Study (NAAHS). Nord 
J Psychiatry. 2017;71(6):425–432.

[18] Sørvold MT. Suicidal behaviour in adolescence and later 
mental healthcare use: a population-based registry study 
of Norwegian youth. Exploring potential gender differ-
ences and ethnic differences between indigenous Sami 
and non-Sami. Tromsø: UiT – The Arctic University of 
Norway; 2017.

[19] Omma L, Sandlund M, Jacobsson L. Suicidal expressions 
in young Swedish Sami, a cross-sectional study. 
Int J Circumpolar Health. 2013;72(1):19862.

[20] Eriksen AMA, Hansen KL, Schei B, et al. Childhood 
violence and mental health among indigenous Sami 
and non-Sami populations in Norway: a SAMINOR 2 
questionnaire study. Int J Circumpolar Health. 2018;77 
(1):1508320.

[21] McClatchey K, Murray J, Rowat A, et al. Risk factors for suicide 
and suicidal behavior relevant to emergency health care set-
tings: a systematic review of post-2007 reviews. Suicide Life 
Threat Behav. 2017;47(6):729–745.

[22] Stenholm S, Kivimäki M, Jylhä M, et al. Trajectories of 
self-rated health in the last 15 years of life by cause of 
death. Eur J Epidemiol. 2016;31(2):177–185. .

[23] S-m Å, Kleiven M, Olstad R, et al. Religiøs tilhørighet og 
psykisk helse – finnes det en sammenheng? 
Helseundersøkelsen i Finnmark 1990 [Religious affiliation 
and mental health – is there any association? The Health 
Survey in Finnmark 1990]. Tidsskr Nor Laegeforen. 
1996;116(30):3598–3601.

[24] Eriksen AMA, Hansen KL, Javo C, et al. Emotional, physi-
cal and sexual violence among Sami and non-Sami popu-
lations in Norway: the SAMINOR 2 questionnaire study. 
Scand J Public Health. 2015;43(6):588–596.

[25] Brustad M, Hansen KL, Broderstad AR, et al. A 
population-based study on health and living conditions 
in areas with mixed Sami and Norwegian settlements - 
the SAMINOR 2 questionnaire study. Int J Circumpolar 
Health. 2014;73(1):23147.

[26] Woodhead L. Five concepts of religion. Int Rev Sociol. 
2011;21(1):121–143.

[27] Zinnbauer BJ, Pargament KI. Religiousness and spiri-
tuality. In: Paloutzian RF, Park CL, editors. Handbook 
of the psychology of religion and spirituality. 1st. ed. 
New York, NY and London UK: The Guilford Press; 
2005. p. 21–42.

[28] Sørensen T, Lien L, Holmen J, et al. Distribution and 
understanding of items of religiousness in the Nord- 
Trøndelag Health Study, Norway. Ment Health Religion 
Cult. 2012;15(6):571–585.

[29] Norwegian Centre for Research Data. NSD 
Kirkedatabasen. 2017 ed. Bergen: Norwegian Centre for 
Research Data; 2017.

[30] Larsen S. The origin of alcohol-related social norms in the 
Saami minority. Addiction. 1993;88(4):501–508.

[31] Minde H. Assimilation of the Sami—Implementation 
and consequences. Guovdageaidnu/Kautokeino: 
Resource Centre for the Rights of Indigenous Peoples; 
2005.

[32] Nordström T-A RI. Alcohol consumption as a risk factor 
for suicidal behavior: a systematic review of associations 
at the individual and at the population level. Arch 
Suicide Res. 2016;20(4):489–506.

[33] Perera S, Eisen RB, Bhatt M, et al. Exploring metabolic 
factors and health behaviors in relation to suicide 
attempts: a case-control study. J Affect Disord. 
2018;229:386–395.

[34] Spein AR, Pedersen CP, Silviken AC, et al. Self-rated 
health among Greenlandic Inuit and Norwegian Sami 
adolescents: associated risk and protective correlates. 
Int J Circumpolar Health. 2013;72(1):19793.

[35] Strand BH, Dalgard OS, Tambs K, et al. Measuring the mental 
health status of the Norwegian population: a comparison of 
the instruments SCL-25, SCL-10, SCL-5 and MHI-5 (SF-36). Nord 
J Psychiatry. 2003;57:113–118.

[36] Sørlie T, Hansen KL, Friborg O. Do Norwegian Sami and 
non-indigenous individuals understand questions about 
mental health similarly? A SAMINOR 2 study. 
Int J Circumpolar Health. 2018;77(1):1481325.

[37] Kristiansen RE. Samisk religion og læstadianisme [Sámi 
Religion and Laestadianism]. Bergen: Fagbokforlaget; 2005.

[38] Nykänen T. The political trinity of conservative laesta-
dianism: god, his kingdom and authorities. Political 
Theol. 2017;18(6):458–474.

[39] Luther M. Von welltlicher Uberkeytt, wie weyt man yhr 
gehorsam schuldig sey. In: D Martin Luthers Werke: 
Kritische Gesamtausgabe (Weimarer Ausgabe). Weimar: 
Böhlau; 1900. p. 245–281.

[40] Silviken AC, Kvernmo SE. Suicide attempts among indi-
genous Sami adolescents and majority peers in Arctic 
Norway: prevalence and associated risk factors. 
J Adolesc. 2007;30(4):613–626.

[41] Pesälä L. When one does not want to be like others. The 
basis of the sense of control among conservative laesta-
dian mothers with large families. Yearb Popul Res Finl. 
2004;40: 153–171.

[42] Langås-Larsen A, Salamonsen A, Kristoffersen AE, et al. 
“We own the illness”: a qualitative study of networks in 
two communities with mixed ethnicity in Northern 
Norway. Int J Circumpolar Health. 2018;77(1):1438572.

[43] Utsey SO, Stanard P, Hook JN. Understanding the role 
of cultural factors in relation to suicide among African 
Americans: implications for research and practice. In: 
Leong FTL, Leach MM, editors. Suicide Among Racial 
and Ethnic Minority Groups: theory, Research, and 
Practice. 1st ed. New York: Routledge; 2008. p. 57–80.

[44] Lai D, Li L, Daoust G. Factors influencing suicide behaviours in 
immigrant and ethno-cultural minority groups: a systematic 
review. J Immigr Health. 2017;19(3):755–768.

[45] Tuck A, Bhui K, Nanchahal K, et al. Suicide rates for 
different religious groups in the South Asian origin popu-
lation in England and Wales: a secondary analysis of 
a national data set. Int J Hum Rights Healthc. 2015;8 
(4):260–266.

INTERNATIONAL JOURNAL OF CIRCUMPOLAR HEALTH 11



[46] Thomas MG, Næss MW, Bårdsen B-J MR. Saami reindeer 
herders cooperate with social group members and 
genetic kin. Behav Ecol. 2015;26(6):1495–1501.

[47] Merino SM. Social support and the religious dimen-
sions of close ties. J Sci Study Religion. 2014;53 
(3):595–612.

[48] Hovey JD, Hurtado G, Morales LRA, et al. Religion-based 
emotional social support mediates the relationship 

between intrinsic religiosity and mental health. Arch 
Suicide Res. 2014;18(4):376–391.

[49] Balbuena L, Baetz M, Bowen R. Religious attendance, spiritual-
ity, and major depression in Canada: a 14-year follow-up 
study. Can J Psychiatry. 2013;58(4):225–232.

[50] Shneidman ES. Definition of Suicide. New York: Wiley; 1985.
[51] Williams JMG. Cry of Pain: understanding Suicide and the 

Suicidal Mind. 3rd ed. London: Piatkus; 2014.

12 H. KIÆRBECH ET AL.


	Abstract
	Introduction
	Methods
	Procedure and sample
	Instruments and variables
	Suicidal behaviour– outcome variables
	Indicators of R/S– independent variables
	Sociodemographic control variables
	Health-related control variables

	Statistical analyses
	Ethical considerations

	Results
	Sample description
	Association between R/S factors and suicidal behaviour– unadjusted analyses
	Logistic regression models for suicide behaviour in multivariable-adjusted models

	Discussion
	Laestadianism and other congregational affiliations, and suicidal behaviour
	Religious attendance and suicidal behaviour
	Religious importance and view of life, and suicidal behaviour

	Strengths and limitations
	Conclusion
	Acknowledgments
	Disclosure statement
	Funding
	References



