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Abstract 

 

American Indian and Alaska Native Youth Suicide:  
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The University of Texas at Austin, 2012 

 

Supervisor:  David Drum 

 

American Indian and Alaska Native youth have the highest rate of suicide in the 

nation. The following report outlines the factors that contribute to these rates. These 

factors include barriers to mental health care and the unique risk factors. Barriers to 

mental health care that American Indians and Alaska Natives face include isolation of 

tribes, cultural values, limitations of Indian Health Services, and a lack of qualified 

providers. Unique risk factors faced by these groups include isolation, oppression, tribal 

characteristics, and high rates of alcohol abuse. Two prominent theories in suicide 

research are examined to help explain the epidemic of American Indian and Alaska 

Native youth suicide. These theories include the Interpersonal Theory of Suicide as well 

as Strain Theory of Suicide. A close look at current interventions is also provided. 

Limitations of these interventions are discussed. Implications for community and college 

counselors are given, which include being sensitive to the unique needs of these clients 

and designing interventions targeted specifically at these groups. Suggestions for future 

research are also included.  
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INTRODUCTION 

Suicide, the intentional taking of one’s own life, is the 11th leading cause of death 

for all ages in the United States. In 2007, there were 34,598 reported suicides throughout 

the nation. This is the equivalent of 94 suicides per day, one suicide every 15 minutes or 

11.5 suicides per 100,000 people (Centers for Disease Control and Prevention [CDC], 

2010). For every completed suicide there are significantly more attempts. Each year there 

is an average of 650,000 people who receive emergency treatment for a suicide attempt 

(Moscicki, 1999). These rates are greatly influenced by ethnic and racial differences. 

Two of the most profoundly affected groups are the American Indians (AI) and 

Alaska Natives (AN). These groups consistently experience the highest rate of suicide of 

all ethnic groups in the United States (Olson & Wahab, 2006). In 2007, the suicide rate 

among American Indians and Alaska Natives aged 15-34 was 20.0 per 100,000; nearly 

double the rate of the U.S. general population (CDC, 2010). Overall, American Indians 

and Alaska Natives are a young population; AI median age is 25 (Aboujaoude & Koran, 

2010) while AN median age is 23 (Indian Health Service [IHS], 2000). The rate of 

suicide among AI/AN youth, ages 10 to 24, is the highest of any racial or age group in the 

United States (Dorgan, 2010) In regards to this group of youth, the most vulnerable are 

those aged 15-19; it is these young people who typically comprise the majority of 

completed suicides among this population (Dorgan, 2010). Despite millions of dollars in 

funding and substantial efforts by communities and organizations (D’Oro, 2011), these 

rates have remained fairly consistent over time.  
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Importantly, there are often central misunderstanding and misnaming of exactly 

what these groups include. The terms American Indian and Alaska Native can hold 

several meanings. It is recognized that the majority of these individuals prefer to be 

called by their tribal name. However, there are over 560 federally recognized AI/AN 

tribes (Olson & Wahab, 2006); 231 of those located just in Alaska (Jaeger, 2004). 

Therefore, for the purpose of this report, American Indian will refer to a member of any 

aboriginal tribe of the United States except for those located in Alaska. Because 

American Indians are not exact equivalents when referring to aboriginal peoples of 

Alaska and Canada, Alaska Native will be used to include all of the indigenous groups in 

Alaska. While these two groups may appear similar in many respects, it is important to 

acknowledge that they are heterogeneous populations, each with distinct tribes whose 

cultural backgrounds can vary tremendously. 

Several factors are thought to contribute to the epidemic of suicide among AI/AN 

youth, many of which are shared with other populations (Olson & Wahab, 2006). These 

include previous suicide attempts, mental and addictive disorders, physical or sexual 

abuse, stressful life event or loss, easy access to lethal methods, and exposure to the 

suicidal behavior of others (CDC, 2008; Olson & Wahab, 2006). Notably, many of these 

risk factors are more prevalent on reservations and in Native villages (Dorgan, 2010), 

which may contribute to the heightened rate of suicide seen among these groups. Besides 

the typical risk factors, AI/AN communities also experience unique vulnerabilities that 

can have a large impact on the mental health of their youth.  
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American Indians and Alaska Natives face heightened risk for adverse 

consequences of alcohol use. Alcohol abuse and dependence are common among 

American Indians and Alaska Natives and are associated with high rates of violence and 

mental health problems (Olson & Wahab, 2006; Seale, Shellenberger, & Spence, 2006). 

Heavy drinking is also closely associated with suicidal behavior and suicidal deaths 

(Borowsky, Resnick, Ireland, & Blum, 1999). When compared with other youth, 

American Indians and Alaska Natives tend to begin experimentation with alcohol at a 

younger age. The frequency and the amount of drinking are greater and as a group they 

experience more negative consequences from their alcohol use (Garrett & Carroll, 2000; 

May & Morgan, 1995). These variances in alcohol use represent only one of many 

distinct risk factors for suicide among AI/AN groups.  

Another significant risk that AI/AN individuals experience is the inadequate 

availability of doctors and counselors who are qualified to treat these specific groups. 

Despite the apparent need for quality health care among these populations, AI/AN 

communities are often faced with various barriers to mental health services. Although 

more than half of AI/AN individuals live in non-rural areas (U.S. Department of Health 

and Human Services, 2001), many still lack access to the medical benefits provided by 

Indian Health Service (IHS), a department established by the U.S. Government to provide 

AI/AN populations with health care. For those who do reside in the rural and isolated 

communities mental health services are especially limited. For example, many Alaska 

Natives live in tribes and villages located away from the road system and that are only 

accessible by plane or boat; access to these areas is expensive and dependent on weather 
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conditions (Jaeger, 2004). Because of this extreme isolation it is often difficult to recruit 

and retain mental health care professionals to these remote regions (Dorgan, 2010). 

 Access to health care is only part of the problem. Johnson and Cameron (2001) 

note that the help seeking behavior of these groups is often influenced by the role of 

cultural factors and concerns surrounding trust of institutional sources of care.  Research 

on AI/AN suicide, especially among youth, is limited due to lack of recognition and 

funding. Also, the majority of research currently available fails to move beyond 

descriptive and quantitative data. Few studies conducted on AI/AN suicide include 

contextual information or inferential statistics. Olson and Wahab (2006) suggest this may 

be due to the fact that social scientists, Native researchers, and practitioners are rarely 

involved.  

These limitations provide several implications for researchers, counselors, and 

educators. The average age of these groups coincide with a college-aged population; 

therefore, college counselors have the opportunity to play an important role in the 

prevention of suicide among AI/AN college students. With the majority of these groups 

living in non-rural areas, it is likely for college counselors to work with AI/AN students. 

Developing college-based suicide prevention programs designed specifically for these 

populations will help ensure they are being reached in an appropriate manner. Besides 

college counselors, community advocates must also work to reduce the drastic suicide 

rates among AI/AN youth who do not attend college. This should be done through the 

development and implementation of prevention and intervention efforts that take into 
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account specific cultural variables among the different groups of American Indians and 

Alaska Natives.  

In consideration of the disturbing rate of suicide among AI/AN youth and the lack 

of recognition afforded to the topic, several goals have been set for the purpose of this 

report. These goals include illustrating the breadth of factors that influence the high rate 

of suicide among American Indian and Alaska Native youth and to target appropriate 

interventions that will help reduce these rates. Specifically, the conditions surrounding 

this issue will be discussed, including circumstances that pose risk as well as factors, that 

when heightened, serve as protection against suicide. Second, this report will introduce 

prominent theories that can help explain this phenomenon. Finally, several promising 

suggestions will be offered that integrate a holistic approach to prevention and that will 

allow counselors to work closely with AI/AN populations, including youth, parents, 

elders and community workers. Also included are suggestions for future research. 
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Chapter 1: American Indian and Alaska Native Youth Suicide Overview 

Today’s American Indians represent a group that has struggled desperately to 

survive a history of destruction and annihilation inflicted upon them by early European 

settlers. They currently struggle to survive in a society limited by severe oppression; a 

society in which their needs are met with resistance, ignorance, and a somewhat apathetic 

response (Crofoot Graham, 2002). Alaska Natives have experienced similar 

circumstances with both the Russian occupancy and the 18th century European 

colonization of Alaska (Ongtooguk, 2004). The effects of this historical trauma add a 

layer of distress among AI/AN youth. While American Indians and Alaska Natives have 

survived the devastation experienced in their past, many are left with lasting scars that 

greatly affect their lives today (Crofoot Graham, 2002).  The high rate of suicide seen 

among AI/AN adolescents is one manifestation of the struggle these groups face. 

It is important to note that rates of suicide vary across tribal communities 

(Lafromboise & Lewis, 2008). While the overall rate of AI/AN adolescent suicide is two 

times higher than the national rate, variations do exist across different tribal communities 

(May & Van Winkle, 1994). The lowest suicide rates among AI/AN youth are found in 

the California, Nashville, and Oklahoma service areas (Alcantara & Gone, 2007). The 

highest suicide death rates are documented in the Tucson, Aberdeen and Alaska service 

areas (CDC, 2003). The severity of this issue is easily demonstrated by examining the 

rates of suicide among AN youth. Alaska Natives 19 and younger have a suicide rate of 

76 per 100,000 (Alaska Injury Prevention Center, Critical Illness and Trauma Foundation 

Inc., & American Society of Suicidology, 2007). Data based on a 10-year average (1990-
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2000) from Northwest Alaska showed Inupiat young people, aged 15-19, as having a 

suicide rate of 185 per 100,000 (Wexler, Hill, Bertone-Johnson, & Fenaughty, 2008). 

This is nearly 9 times higher than the national rate at that time (Wexler, 2009).  

Differences in suicidality are also present between AI/AN youth living in rural 

settings versus AI/AN youth residing in urban areas. Freedenthal and Stiffman (2004) 

found that those AI adolescents who spent two thirds or more of their life on a reservation 

were at an increased risk for suicidal thoughts and behaviors compared to those who 

spent the majority of their life in an urban area. Variations in suicide rates are thought to 

be a product of the heterogeneity across AI/AN groups. Novins, Beals, Roberts, and 

Manson (1999) found that rates of suicidal thoughts and behaviors tend to consistently 

correlate with a tribe’s social structure, individual and gender expectations, support 

systems, and conceptualization of death. This range of factors is reflective of the cultural 

heterogeneity among tribal groups (Alcantara & Gone, 2007).  

The high suicide rates among AI/AN youth represent a devastating phenomenon 

that has been occurring throughout our nation for decades. Unfortunately, suicide 

completion rates only tell half the story. Suicidal ideation and suicide attempts are also of 

particular concern. Suicidal ideation is defined as thoughts of harming or killing oneself, 

and suicide attempt refers to a non-fatal, self-directed, potentially injurious behavior with 

any intent to die as a result of the behavior (CDC, 2010). The prevalence of suicidal 

ideation and suicidal behaviors is exceedingly higher than the rates of completed suicide 

among AI/AN adolescents. The ratio of suicide ideation and attempts to suicide 
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completion is especially high among AI/AN females (Alcantara & Gone, 2007). Because 

it is common for young AI/AN individuals to consider or even attempt suicide, the 

already high completion rates have the possibility of increasing even further.  

The high rate of suicide among AI/AN youth negatively affects both AI/AN 

communities and the nation as a whole. Youth suicide among this group limits the 

possibility and hope of passing on the culture to future generations. Loss of AI/AN youth 

deprives our country of a valuable heritage and the gifts of its first peoples (Strickland, 

Walsh, & Cooper, 2006). Losing a child to suicide devastates the family, friends, and 

neighbors of that individual. The experience of losing a relative or friend to suicide also 

exacerbates the risk that others will do the same and choose suicide as an escape from 

their pain and suffering (Crofoot Graham, 2002). Given the severity of these 

consequences, researchers must focus their attention on combating the rate of youth 

suicide among AI/AN tribes. 
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Chapter 2: Barriers to Mental Health 

Because of the disproportionately high suicide risk for AI/AN youth, it is 

imperative for scholars to closely examine factors that may contribute to the problem. A 

factor of utmost importance, in regards to AI/AN adolescent suicide, is the significant 

barriers to mental health that many AI/AN communities face. This section will elaborate 

on several of these potential variables, including: limited access to IHS services, 

isolation, cultural values, and a lack of qualified mental health providers.  

Limitations of Indian Health Services 

The Indian Health Services (IHS), an agency within the department of Health and 

Human Services, provides federal health services to American Indians and Alaska 

Natives. AI/AN groups served by IHS are eligible to receive a full range of health care 

benefits, including preventative and primary medical care, community health, alcoholism 

programs, rehabilitation services, and secondary medical health care (Johnson & 

Cameron, 2001). However, the federal government has drastically underfunded IHS 

programs for many years, and although technically eligible for IHS benefits, members of 

the 564 federally recognized tribes often go without services (Dorgan, 2010; Hill, 2009). 

In fact, IHS estimates that Congressional appropriations have consistently only met 52% 

of the health care needs of AI/AN individuals (Dorgan, 2010). The deficiency in health 

care among AI/AN individuals remains among the most severe of any group in the 

United States (U.S. Commission on Civil Rights, 2003). Due in part to funding issues, 

services offered by IHS are restricted to a limited portion of the AI/AN population. Less 
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than one half of uninsured, low-income AI/AN individuals have access to services 

provided by IHS, including mental health care (Zuckerman, Haley, Roubideaux, & Lillie-

Blanton, 2004). Johnson and Cameron (2001) also note that those AI/AN tribes that are 

not federally recognized are unable to take advantage of the services offered by IHS. The 

limitations surrounding health care services provided by IHS are significant dilemmas 

due to the high risk for depression, anxiety, and alcohol and drug abuse that AI/AN 

adolescents face (Olson & Wahab, 2006).  

Isolation 

The geographic location of several AI/AN groups leaves individuals isolated from 

the rest of society. This isolation is partially accountable for the lack of access to the 

health care services provided by IHS (Olson & Wahab, 2006). Those located in isolated 

communities face difficulty in accessing medical care offered through providers other 

than IHS as well. The reservations and villages of several AI/AN tribes are located 

hundreds of miles away from an urban area, making adequate care and outreach to 

AI/AN groups difficult. Also, it is challenging to recruit and maintain mental health 

practitioners to AI/AN reservations and villages (Dorgan, 2010). Many of these rural 

areas are difficult to travel to. In Alaska for example, several Native villages are 

accessible only by plane or boat, making travel to these areas both expensive and 

inconvenient. Because of these circumstances, it is hard to get long-term commitments 

from health care providers who are willing to live under these conditions (Dorgan, 2010).  
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Isolation also presents issues surrounding confidentiality. Individuals who live in 

sparsely populated areas may be less likely to seek out mental health care because of the 

stigma associated with psychiatric or psychological services (Goldston, Molock, 

Whitbeck, Murakami, Zayas, & Nagayama Hall, 2008). Those living in small 

communities may be reluctant to get help for depression, anxiety, or substance abuse 

problems because of the difficulty they may face in keeping their concerns private. 

Privacy is just one of many cultural values that may serve as a barrier to mental health 

care. 

Cultural Values  

The help seeking behavior of American Indians and Alaska Natives is often 

influenced by the way their culture interprets and communicates it’s individual, family, 

and community problems. According to Kleinman (1988), American Indians assign 

different meanings in response to illness; the meaning of the illness refers to the “Attitude 

and belief about whether an illness is real or imagined, whether it is in the body or the 

mind, what might cause it, and what type of person might succumb to it” (Johnson & 

Cameron, 2001, p. 218). These cultural meanings influence an individual’s decision to 

seek treatment and affect whom they will seek treatment from. There are various options 

for AI/AN individuals who are seeking physical or mental health treatment. AI/AN tribes 

may be more inclined to seek out help that is provided by traditional healers or clergy 

members (Johnson & Cameron, 2001).  
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The long-standing history of oppression, persecution, and discrimination that 

American Indians and Alaska Natives have faced in the United States has led to a 

mistrust of the dominant culture (Johnson & Cameron, 2001). Lack of trust for the 

dominant culture may lead to a lack of trust for mental health professionals. Many 

believe that mental health services represent the “White man’s” system and culture 

(Gone, 2004); this prevents help seeking behavior among AI/AN individuals. Adding to 

their sense of apprehension is the belief that professionals would not understand AI/AN 

ways (King, 1999). The mistrust of institutionalized sources of care may be passed down 

through generations, thus influencing the attitudes and the help seeking behavior of 

AI/AN youth. Those youth who experience suicidal thoughts or tendencies may never 

consider seeking treatment from a professional whose culture does not reflect that of their 

own. Reluctance and a lack of trust for working with members of the dominant culture is 

one of several factors thought to influence help seeking behavior AI/AN individuals; 

certain aspects of AI/AN culture may also function as an impediment among youth 

throughout several tribes. 

Another significant cultural barrier that exists among AI/AN youth is the 

embarrassment and stigma attached to seeking out mental health services. In a study done 

by Freedenthal and Stiffman (2007), one third of the participants (AI adolescents age 12-

19) cited stigma, embarrassment, and fears of others’ knowing as reasons for not seeking 

help for their depression and suicidal thoughts. Self-reliance was another reason cited by 

several participants. Self-reliance refers to the belief that one should be able to resolve 

problems through their own strength and resources. Those who held self-reliant values 
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indicated that they had either resolved their suicidal thoughts themselves, or that they 

believed they should not need help from others. A cultural value of self-reliance may 

hold negative consequences for those youth who are experiencing suicidal thoughts or 

engaging in suicidal behaviors. If stigma, embarrassment, and self-reliant attitudes were 

less prominent, AI/AN youth may be more likely to seek help from professionals. Help 

seeking, however, proves to be only part of the problem. In the absence of counselors, 

psychologists, and psychiatrists who are knowledgeable of AI/AN culture, treatment 

plans may fall short. 

Lack of Qualified Mental Health Care Providers 

The lack of qualified mental health providers available to AI/AN youth is another 

significant barrier to health care that has been cited throughout the literature. Several 

factors are thought to contribute to the absence of competent clinicians. For instance, it is 

believed that some American Indians and Alaska Natives are likely to prefer ethnically 

matched providers. However, there are few American Indian and Alaska Native mental 

health professionals (psychologists, psychiatrists, social workers, counselors) (Olson & 

Wahab, 2006). Benson (2003) noted that the total number of American Indian 

psychologists in the U.S. is estimated at less than 200, with only a dozen or so new 

degrees granted each year, and in 1996 there were only an estimated 29 AI/AN 

psychiatrists (United States Department of Health and Human Services [USDHHS], 

2001).  
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When the clinician and patient do not come from the same ethnic or cultural 

background, there is an increased chance that cultural differences will lead to poor 

treatment outcomes (Johnson & Cameron, 2001). Johnson and Cameron (2001) note that 

clinicians may be more likely to dismiss symptoms that AI/AN feel are important, they 

may be less likely to understand AI/AN perception and meaning of illness, and the 

patient and provider may have different assumptions about how treatment should look. 

Providing culturally competent care to AI/AN youth is especially challenging for 

practitioners trained in western behavioral health systems. These systems diverge from an 

emphasis on indigenous practice of AI/AN communities and rely more on evidence-

based practices (Goodkind, Ross-Toledo, John, Hall, Ross, Freeland, Coletta, Becenti-

Fundark, Poola, Begay-Roanhorse, & Lee, 2010). Providers who typically work with 

these groups often lack training in effective counseling methods for working with AI/AN 

individuals.  

Of particular relevance to this report, another area in which these clinicians lack 

training is in the field of child and adolescent mental health. In 1992 there were only 17 

child-prepared mental health professionals within the entire IHS system, and in 4 of the 

12 IHS service units there were no child or adolescent-trained mental health care 

providers (Manson, 2000). In his article, Manson (2000) noted that these numbers had 

conveyed little change in the years leading up to 2000. The lack of qualified mental 

health care providers perpetuates the likelihood that AI/AN youth will not receive 

adequate treatment for depression or suicidality.   
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Chapter 3: Unique Risk Factors 

Besides the various barriers to mental health, there are also several unique risk 

factors that these communities face. These risk factors contribute to the elevated levels of 

youth suicide seen among AI/AN tribes. Several of the risk factors for youth suicide 

among these groups are shared with other adolescent groups around the nation. However, 

these risks are often experienced by AI/AN youth at higher, more severe levels. 

Isolation 

 According to the CDC (2008), suicides among AI/AN youth occur five times 

more frequently on reservations and tribal land than on nontribal land. Freedenthal and 

Stiffman (2004) note that life on rural, isolated, reservations amplifies risks for suicide. 

For instance, those living on geographically isolated reservations or in remote Alaskan 

areas are at an increased risk for economic deprivation, lack of education, and limited 

employment opportunities. The authors suggest that these factors may contribute to the 

sense of hopelessness common among young people in these areas. In an article released 

by Indian Country Today Media Network (2011) it was suggested that AI/AN children 

and adolescents grow up seeing a “Glittering contemporary life on television while living 

amid unremitting poverty and little economic opportunity at home” (para. 2). The authors 

of this article suggest that those youth are subjected to parental neglect and community-

wide alcohol and substance abuse and are thus driven to participate in risky behavior, 

therefore falling into a subculture that constitutes their only sense of community. Isolated 

AI/AN youth may have a difficult time picturing their lives off the reservation, and it is 
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possible that they have never been exposed to the various opportunities that exist (i.e. 

college scholarships, better access to health care, occupational prospects, etc.). This lack 

of knowledge then leads to a perpetuation of the problem.  

Youth living in isolated tribal areas are exposed to the aforementioned negative 

experiences at much greater rates than those living in urban settings (Freedenthal & 

Stiffman, 2004). Accordingly, it has been found that those AI youth living on 

reservations have higher lifetime suicidal ideation compared to those in urban settings; 

one-third versus one-fifth; and urban American Indian youth have fewer psychological 

and psychosocial problems associated with suicidal behavior (Freedenthal & Stiffman, 

2004). For instance, those living on reservations were found to have higher rates of 

conduct disorder, drug and alcohol dependence, gang involvement, police or court 

involvement, and perceived discrimination due to native status. It was also found that 

among those living on reservations, but not among urban youth, drug and alcohol 

dependence is significantly associated with a suicide attempt; as is a history of conduct 

disorder, family history of substance abuse, and perceived discrimination—all of which 

are found at significantly higher rates among reservation youth. These findings illustrate 

the negative impact that isolation has on the AI/AN communities.  

Oppression and Discrimination 

 The experiences of stress, depression, and suicidal ideation among American 

Indians and Alaska Natives are grounded in historical and contextual elements such as 

historical trauma, colonization, and loss of connectedness and cultural practices 
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(Strickland, Walsh & Cooper, 2006). For instance, colonization destroyed and demeaned 

traditional cultural practices of AI/AN communities (Duran & Duran, 1995). Parents and 

grandparents of AI/AN adolescents of today experienced the Termination Era between 

1946 and 1968 in which the government attempted to terminate federal responsibility of 

AI/AN tribes (Beane, 1989). During this period AI/AN peoples were forced to assimilate 

into the dominant US culture; some were forcibly relocated from reservations to 

metropolitan cities (Crowfoot Graham, 2002) and in some instances, to keep with 

assimilationist goals, Inupiat children in Alaska were taken from their homes and forced 

to attend schools in other parts of the state and country (Wexler, 2009). For those who 

stayed on the reservations, the practice of traditional religion was illegal, and often 

individuals were unable to support their family, which created dependence on food 

distribution and other resources by the government (Goldston et al., 2008).  

The sense of intergenerational trauma persists today, with daily reminders 

including reservation living and losses of traditional ways (Whitbeck, Adams, Hoyt, & 

Chen, 2004). In a study done by Yoder, Whitbeck, Hoyt, and LaFromboise (2006), it was 

found that perceived discrimination was a potent stressor in the lives of AI youth and was 

a strong predictor of suicidal ideation. More specifically, perceived discrimination may 

interfere with establishing identities by introducing confusion regarding self-worth; this 

may lead to serious emotional and behavioral consequences for adolescents (Whitbeck, 

Hoyt, McMorris, Chen, & Stubben, 2001). For instance, Olson and Wahab (2006) note 

that mental health problems, including depression, among AI/AN youth may arise from 

difficult life experiences, including oppression and racial discrimination. This assertion is 
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supported by a study done by Whitbeck et al. (2001) who found that adolescents respond 

to discrimination by internalizing symptoms. Whitbeck et al. (2001) also found that 

perceived discrimination was linked to anger and delinquent behaviors, which in turn, 

were strongly related to substance abuse; another strong predictor of suicide risk among 

AI/AN youth.  

The past and current oppression and discrimination experienced by AI/AN 

communities is an important risk factor that must be considered in understanding the 

mental health of these populations. A close look into the issue reveals an 

intergenerational trauma that is associated with demoralization and hopelessness and may 

be associated with increased suicide risk among AI/AN youth (Goldston et al., 2008). It 

is imperative to discern modern-day manifestations of colonialism from the 

understandings and systems that reflect Western values in order to redefine the nature and 

solutions to the emotional and behavioral issues faced by AI/AN youth today (Wexler, 

2009). 

Tribal Characteristics 

With over 500 AI/AN tribes there exist a variety of cultural characteristics, some 

of which are unique to certain communities, and others which are common among the 

majority of tribes. Although diversity exists between tribes, a common core of values 

characterizes tradition across nearly all of the tribal groups (Herring, 1997). For example, 

AI/AN culture emphasizes unity; there is an importance on cooperation and sharing, 

modesty, non-interference, harmony and balance, a present-time focus, a deep respect for 
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elders, and the importance of community and family (Herring, 1998).  Besides a set of 

common core values, several characteristics of AI/AN suicide have been identified in the 

literature as well. For instance, in a study done by Novins, Beals, Roberts, and Manson 

(1999), it was noted that the correlates of suicidal ideation differed between tribes but 

were consistent with the tribe’s social structure, individual and gender expectations, and 

support systems. 

Tribal Social Structure 

LOOSE SOCIAL INTEGRATION 

Research has pointed to the disruption of connectedness and tribal unity as a risk 

factor for youth suicide (Hill, 2009). Acculturation has occurred in many AI/AN cultures 

leading to a disruption of tribal unity and creating a challenge to the traditional way of 

life, values, and relational systems (Johnson & Tomren, 1999). For instance, Hill (2009) 

asserts that traditional cultural buffers, including connectedness to family and cultural 

resources, which protect against suicidal ideation and suicidal behaviors, have been 

weakened over time as a result of sociohistorical events. This has led to deterioration in 

parental and community influences and a loss of native language. Hill (2009) suggests 

that this type of social change undermines a tribe’s sense of connectedness and increases 

the risk for suicide among young people. May (1987) also notes that tribes with loose 

social integration or connectedness, which emphasize a higher degree of individuality, 

have higher suicide rates than those with tight integration that emphasize conformity. 

According to Olson and Wahab (2006), in less traditional tribes, where pressures to 
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acculturate have been great and tribal conflict exists concerning traditional cultural 

practices, the suicide rate in the adolescent and young adult population is high.  The loose 

social integration that is becoming increasingly more common among AI/AN tribes is 

fueled by competing worldviews that the youth of these communities must navigate and 

live by.  

American Indian and Alaska Native youth hold ideas about themselves, their 

families and communities, and their future, which are negatively affected by the 

misalignment between tribal characteristics and Western expectations and values. 

Western understandings have become the standard in many of these communities and 

youth believe they have to follow these standards to achieve success. This is problematic 

because unlike a Western worldview that emphasizes the importance of individual 

responsibility, it is the tradition of many AI/AN tribes to emphasize an awareness of 

others and the broader contexts in which people act (Wexler, 2009). The differences 

between these two worldviews often leaves young people feeling confused, and as 

Wexler (2009) suggests, they often blame their own people for failing to achieve the 

Western standards, which assert that individuals should have control over their own lives. 

American Indian and Alaska Native youth often struggle to achieve the Western ideal of 

individual responsibility and choice while living within a traditional culture of shared 

destiny. In a qualitative study done by Wexler (2009), several Alaskan Inupiat youth 

stated they have two choices; to either give up and fail, or to hold on to the idea that they 

can work hard, make good choices and succeed. Making their own choices, however, is 

difficult because it is unacceptable to depart from traditional practices and community 
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norms. Wexler (2009) notes that because of the struggle between these two competing 

worldviews, young people often feel hopeless about their future.  

  INDIVIDUAL AND GENDER EXPECTATIONS 

Some AI/AN tribes hold individual and gender expectations that have also been 

shown to contribute to the elevated suicide rate among young people. For example, help 

seeking among these populations is generally influenced by culturally relevant attitudes 

including an emphasis on self-reliance (Freedenthal & Stiffman, 2007). Mock, Grossman, 

Mulder, Stewart, and Koespell (1996) noted that only 10% to 35% of American Indian 

adolescents and young adults sought professional mental health during a suicidal episode. 

In a more recent study, Stiffman, Striley, Limb and Ostmann (2003) determined that 

many American Indian young people chose to “go it alone” during a mental health crisis. 

Herring (1998) also suggests that AI/AN culture often holds the belief that each 

individual chooses to make him or herself well or unwell and that each individual should 

be in control of his or her emotional responses.  

Gender expectations also play a role in the help seeking attitudes of many AI/AN 

populations. In addition, the cultural values across different tribes may play a critical role 

in determining the gender-specific predictors and meanings of suicidal behavior (Canetto, 

1997). For instance, Wexler (2009) explains that Inupiat men are generally seen as less 

capable than women due to the imposed economic system and their inability to support 

their families. This creates a strain for young Inupiaq men who are just entering 

adulthood. These young men often have a more difficult time seeing purpose in their 
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future. Unfortunately, men are less likely to speak about their feelings or emotions and 

also less likely to seek out mental health care even when it is available. One participant in 

Wexler’s qualitative study (2009) responded to the question of “Why do you think people 

attempt suicide?” by stating, “Men are tired of how they live and the way they live. They 

are bored and think there is nothing better to do with their lives” (p. 15). The negative 

effects of gender roles and gender expectations among these populations extend not only 

to men, but to women as well. In a study done by Novins et al. (1999), which examined 

the factors and patterns associated with suicidal ideation and behavior across three 

different tribes, it was found that cultural values largely determine the roles and 

expectations of each gender. For instance, a Southwest tribe examined in the sample of 

Novins et al. (1999) is matrilineal and a more externalized locus of control was 

associated with suicidal ideation among females, but not males. Therefore, females in this 

community held a sense of limited control over the direction of their lives, which then 

leads to an increase in suicidal ideation. A common factor that is often noted throughout 

the literature regarding gender expectations and help seeking among AI/AN groups, is 

that males often times have fewer means of support during times of significant stress 

(Novins et al., 1999).  

SUPPORT SYSTEMS: 

 A third tribal characteristic that stands as a unique risk factor for youth suicide is 

weakened support systems, which are becoming more common throughout AI/AN 

communities. Similar to the social structure previously described, support systems, which 
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include immediate and extended family, have become more fragmented over time 

(LaFromboise & Lewis, 2008).  Hopelessness, which is strongly linked to suicidal 

ideation and behavior, is often related to family dysfunction and family instability. The 

dysfunction and instability often includes family violence, sexual abuse, alcohol, divorce, 

and poverty (Strickland, Walsh, & Cooper, 2006). In a study completed by Dinges and 

Duong (1992) it was found that parental conflict was related to youth suicide among 

American Indians and Alaska Natives. Youth who belong to families with absent fathers 

or who live in a home without both biological parents are also at risk (Gartell, Jarvis, & 

Derksen, 1993; Novins et al., 1999). This type of weakened household structure has 

become more common in these communities over the last several decades. This can be 

explained in part due by an increase in dispersed housing subdivisions and a decrease in 

extended family dwellings. The new housing patterns found in reservations throughout 

the country have adversely affected the value of the extended family as a social, 

emotional, cultural, and economic support system (LaFromboise & Lewis, 2008). 

Alcohol Abuse 

Alcohol use and dependence is one of the leading health problems facing 

American Indians and Alaska Natives today (Olson & Wahab, 2006). Seale, 

Shellenberger, and Spence (2006) described three important studies between 1989-2004, 

which confirmed that the problem of drinking is an “epidemic” (p. 2) among Alaska 

Natives and identified alcohol abuse as their number one health problem. These authors 

noted that 95% of the 1,400 Alaska Natives convicted of crime the previous year had 
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committed alcohol-related offenses. Olson and Wahab (2006) also describe alcohol 

misuse as the leading and most costly risk factor among American Indians, stating that it 

very often acts as the underlying cause of premature death, including suicide. 

Alcohol abuse among these groups is not limited to adults; there tends to be 

earlier and higher rates of alcohol use among AI/AN youth compared to most other ethnic 

groups (Goldston et al., 2008). For example, in a study done by Wallace, Bachman, 

O’Malley, Schulenberg, Cooper, and Johnston (2003), it was found that almost a quarter 

of American Indian eighth graders, surveyed around the nation, reported drinking five or 

more drinks at a single sitting within the past two weeks. According to focus group 

discussions that took place during a qualitative study done by Seale, Shellenberger, and 

Spence (2006), participants reported that alcohol and illegal drug use is very common not 

only among adults, but also among adolescents and pre-teens. Most of these focus group 

participants began drinking at age 9-13. Additional studies have reached similar 

conclusions; American Indian and Alaska Native youth tend to be younger during their 

first involvement with alcohol, their use is more frequent, and the amount of drinking is 

greater compared to other youths in the United States (Garrett & Carroll, 2000; May & 

Moran, 1995).  

Alcohol use among these groups is extremely concerning because there is a more 

frequent relationship between alcohol and suicidal deaths among American Indians and 

Alaska Natives compared to the general population (Olson & Wahab, 2006). Greater 

reporting of alcohol use has been associated with attempted suicide among both adults as 
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well as AI/AN adolescent youth (Shaughnessy, Doshi, & Everett Jones, 2004). A recent 

study of suicide deaths in New Mexico found that alcohol served as a precipitating factor 

in 44% of the general population, compared to 66% in AI/AN populations (May et al., 

2002). Among young people specifically, it has been found that substance and alcohol 

use are significantly associated with elevated risk for attempting suicide in both males 

and females ages 9-15 (Pettingell, Bearinger, Skay, Resnick, Potthoff, & Eichhorn, 

2008). May et al. (2002) found that alcohol-involved suicides emerged as prevalent 

among males, and overwhelmingly high blood alcohol content levels were found in three 

American Indian groups that were examined. Focus group participants in the study done 

by Seale, Shellenberger, and Spence (2006) also stated that since the 1960s alcohol-

related suicide has been a major problem, especially among young males between the 

ages of 17 and 30. 

Reasons for underage drinking among AI/AN groups are influenced by a number 

of factors, including cultural values and norms regarding alcohol and alcohol availability 

(Olson & Wahab, 2006). In Seale, Shellenberger, and Spence’s study (2006) many 

participants of the focus groups stated that alcohol was easily accessible, and often family 

members taught them how to drink. Participants also spoke about the influence of cultural 

changes on drinking patterns throughout their communities; “The stress, confusion, and 

depression caused by the dramatic cultural changes of the twentieth century were 

described as a major influence on alcohol consumption” (p. 11). The most common 

reason for drinking given by participants were addiction, coping with problems, and 

forgetting painful experiences, all of which tend to stem from these cultural changes. 
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Chapter 4: Theories of Suicide 

Interpersonal Theory of Suicide 

 A number of studies have examined the characteristics of individuals who have 

attempted and completed suicide. The most common risk factor associated with suicide is 

psychopathology (Van Orden, Merrill, & Joiner, 2005). Of all the mood disorders, 

depression has been found to be the most strongly associated with completed suicide 

(Moscicki, 2001). A common symptom of depression that is prominent among suicidal 

individuals is a sense of hopelessness. Hopelessness refers to a feeling that conditions 

will never improve, that there is no solution to a problem, and, for many, that dying by 

suicide would be better than living (Caruso, n.d.). Gidley (2001) notes that the strong 

relationship between hopelessness and suicide is one of the most consistent findings in 

the extensive psychological literature on suicidality.  

Thomas Joiner’s Interpersonal Theory of Suicide has extended the research to 

move beyond the widely cited relationship between hopelessness and suicidality. This 

theory more specifically examines the characteristics of suicidal individuals, thus 

providing a model of suicidal behavior that is comprehensive and empirically defensible 

and that attempts to “Answer the question, Why do people die by suicide?” (Joiner, Van 

Orden, Witte, & Rudd, 2009, p.3). The theory posits that serious suicidal behavior will 

not occur unless an individual has both the desire to commit suicide and the ability to do 

so. Two factors contribute to an individual’s desire, including perceived burdensomeness 

and a sense of failed belongingness. According to the theory, the ability to complete 



 

  27 

suicide can be acquired over time through habituation to mental and physical pain (Van 

Orden, Merrill, & Joiner, 2005). In the following section American Indian and Alaska 

Native youth suicide will be examined within the framework of the Interpersonal Theory 

of Suicide.  

DESIRE 

Perceived Burdensomeness 

Shneidman (1985) suggests that the experience of unendurable psychological pain 

leads individuals to complete suicide. The Interpersonal Theory of Suicide explores the 

causes of psychological pain among depressed, suicidal individuals and asserts that 

perceived burdensomeness serves as clear predictors for suicidal risk (Joiner, Van Orden, 

Witte, & Rudd, 2009).  In a study done by Joiner, Pettit, Walker, Voelz, Cruz, Rudd, and 

Lester (2002), burdensomeness was associated with completed suicide versus attempted 

suicide and was also linked with those who died by violent means versus those who died 

by less violent means. These effects were specific to burdensomeness and did not hold 

regarding hopelessness and general emotional pain.  In a study done by Olson, Wahab, 

Thompson, and Durrant (2011) in which suicide notes were analyzed, it was found that 

American Indian note writers often used the word burden to describe their situation. The 

authors note that the motivation of these individuals to kill themselves appeared to come 

from genuine concern for others and was expressed as, “I don’t want to burden you”; “I 

will no longer be a burden”; or “I am sorry I put such a burden on you” (p. 1489). In one 

individual’s suicide note it was stated, “We all have to go sometime and I believe it is 
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best for all concerned “ (p. 1489).  In a study conducted by Sanddal (2011) that used 

follow-back interviews to examine the context and antecedents of Alaska Native suicide, 

findings supported the Interpersonal Theory of Suicide, with belongingness and 

burdensomeness being a prominent theme in the majority of narratives. More 

specifically, burdensomeness was frequently noted by family members and law 

enforcement investigators in response to the question “Why do you think that xxxx killed 

himself/herself?” References to burdensomeness ranged from very direct like “Didn’t 

want to be a burden on others” or “Couldn’t live with being a burden to others,” to less 

direct but equally dramatic responses such as, “He had no pride left and nothing left to 

give but his organs” (p. 85). 

Joiner, Van Orden, Witte, and Rudd (2009) note that psychopathology, 

specifically major depressive disorder, increases the likelihood that an individual will 

experience perceived burdensomeness as well as a sense of thwarted belongingness, 

therefore acting as an important risk factor for suicide. For example, a person with 

depression may begin to feel that he or she is a burden on loved ones as challenges with 

interpersonal relationships surface. Individuals who struggle with depression often 

experience many work or school-related deficits, which can also lead to feelings that one 

is a burden on others. Feelings of burdensomeness stemming from psychopathology is 

relevant to American Indian and Alaska Native youth because such a large proportion of 

these populations suffer from mental health issues such as depression and bipolar 

disorder. For instance, according to Olson and Wahab (2006), American Indian and 

Alaska Native youth are at a higher risk for many mental health disorders compared to 
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other racial and ethnic groups. Generally, these groups appear to suffer most from 

depression complicated by anxiety and the use of alcohol and drugs.  

Failed Sense of Belongingness 

A failed sense of belongingness is also a powerful motive for suicide, according 

to The Interpersonal Theory of Suicide (Joiner, Van Orden, Witte, & Rudd, 2009). 

According to Hill (2009), belonging is multidimensional and reflects the psychological, 

sociological, physical, and spirituality connections of individuals, families, or 

communities. A sense of belonging and connection in American Indian and Alaska 

Native tribes is often a deep spiritual connection to family, community, nature, the 

Creator, land, environment, ancestors, and traditional ways of life. Hill (2009) describes 

this sense of belonging and connectedness as the fundamental focal point of American 

Indian cultural.  Middlebrook, LeMaster, Beals, Novins, & Manson (2001) proposed that 

a sense of belonging and integration of an individual to their community or social group 

has an inverse relationship to suicide. Joiner (2005) notes that of all the various risk 

factors for suicidal behavior, the clearest overall support has emerged for indicators of 

social isolation.  

Research has shown that American Indians who have completed suicide were 

more likely than other ethnic groups to feel a sense of alienation or social isolation 

(Olson, Wahab, Thompson, & Durrant, 2011; Grossman, Milligan, & Deyo, 1991). In 

their study, Olson, Wahab, Thompson and Durrant found that the motivation to complete 

suicide among American Indians was often emotional isolation from society, friends, 
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family, or intimate partner relationships. Alienation also commonly stemmed from 

conflict within important relationships in their lives, which in turn seemed to cause 

loneliness and isolation. Suicide notes of American Indian adolescents conveyed their 

alienation by stating that their family members did not know them well enough to 

recognize or help them with their problems. For example, a young American Indian 

female wrote, “I am sorry you had to find out that I hated my life so much it drove me to 

killing myself” (p. 1488).  

 Findings from Sanddal’s (2011) study on Alaska Native suicide showed 

belongingness was the most frequently cited reason given in interviews about why an 

individual had completed suicide. Responses in this category ranged from relatively 

straightforward like “She was desperate, she was alone…” to more veiled descriptions of 

failed relationships such as “Scared to see his grandmother die. They helped each other 

out” (p.85). Relationship challenges were noted to be present frequently with intimate 

challenges most often described as relationships ending, leading to a sense of failed 

belongingness.  

 As previously noted, American Indian and Alaska Natives are likely to suffer 

from mental health issues such as depression. Those who suffer from depression are more 

likely to feel a lack of belongingness due to the challenges of interpersonal interactions 

(Joiner, Van Orden, Witte, & Rudd, 2009). Joiner, Van Orden, Witte, and Rudd (2009) 

suggest that people who are depressed tend to avoid interpersonal interactions, especially 

those that may involve conflict. This avoidance increasingly becomes a coping 
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mechanism of the person with depression, which ultimately leads to social isolation. 

Social isolation then leads to feelings of thwarted belongingness, which, again, is an 

important component of suicidal desire according to Joiner’s Interpersonal Theory of 

Suicide.   

One last factor demonstrated in the research (Gray & Nye, 2001; Echohawk, 

1997) that may lead to a fractured sense of connectedness and belonging among AI/AN 

youth is the trans-generational trauma experienced by tribes over the last several decades. 

For instance, the high rate of suicide among AI/AN youth may be related to historical and 

cultural factors that have weakened tribal unity, and as previously noted, family and 

community unity is central to American Indian and Alaska Native culture (Hill, 2009). 

Dinges and Duong (1992) note that family deviance and instability are related to suicide 

among AI/AN youth. More specifically, these authors found that parental conflict and 

depression were related to fragmented family unity, thus influencing the adolescent’s 

sense of connectedness and belonging and placing them at risk for suicide. 

CAPABILITY 

 According to Joiner’s Interpersonal Theory of Suicide, capability for suicide is a 

marker of risk that can amplify the seriousness of suicidal desire. Experiences that enable 

individuals to acquire the capability for suicide are those that foster habituation to the 

pain and fear of self-inflicted injury to the body. One of the most common means of 

acquiring capability is past suicidal symptoms and suicide attempts. However, any 

experience that induces fear and causes pain may allow individuals to begin to habituate 
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to self-injury. These experiences may include aborted suicide attempts, daredevil 

behaviors, self-injecting drug use, non-suicidal self-injury such as accidents, and 

exposure to physical violence and injury (Joiner, Van Orden, Witte, & Rudd, 2009). 

Many types of habituation experiences are common among AI/AN youth. Rates of 

accidents, suicide, and homicide among AI/AN individuals are 50% higher compared to 

US all races (Pettingell et al., 2008). 

Previous Suicide Attempts  

American Indian and Alaska Native youth have high rates of suicidal ideation and 

suicidal behavior, thus leading to the habituation of self-injury and pain. Grossman, 

Milligan, and Deyo (1991) conducted a study investigating risk factors for suicide among 

American Indian adolescents, with a sample of 7,254 students in grades 6-12. Results 

indicated that almost 15% had been suicidal at some point in their lives. In a national 

analysis of AI/AN high school youth it was found that 32.2% of females and 22.2% of 

males reported a history of at least one suicide attempt (Pettingell et al., 2008). These 

numbers are striking and worrisome since a previous suicide attempt is the most powerful 

form of habituation according to the Interpersonal Theory of Suicide.  

Exposure to Physical Violence, Sexual Abuse and Injury 

Experiences related to suicidal thoughts and attempts among American Indian and 

Alaska Native youth are often influenced by a family history of physical abuse and 

violence as well as sexual abuse, especially among females (Grossman, Milligan, & 

Deyo, 1991). This type of exposure to violence is common among AI/AN young people. 
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For example, in one study that sampled over 500 AI students, nearly 15% of females and 

7% of males had been sexually abused.  In 1999, the Bureau of Justice Statistics reported 

that AI/AN women have the highest rates of sexual assault than any other ethnicity in this 

country (Williams, n.d.). Exposure to physical and sexual abuse has considerable 

potential to be perceived as life-threatening by those victimized and can leave them with 

a sense of vulnerability and helplessness (Williams, n.d.). American Indian and Alaska 

Native youth have higher rates of physical violence compared to other races as well. 

According to a Williams (n.d.), the average annual rate of violent victimization for ages 

12 and older was 124 per 1,000 American Indian and Alaska Natives; this is compared to 

61 per 1000 for African Americans, 49 per 1000 for Whites, and 29 per 1000 for Asians.  

Exposure to other types of violence, which is very common in AI/AN 

communities, is also linked with suicide attempts and can help explain the ways in which 

AI/AN youth habituate to self-harm. For example, Pettingell et al. (2008) found that 

involvement in violence perpetration was significantly associated with elevated risk for 

attempting suicide in both boys and girls. In the Pettingell et al. study (2008), which 

sampled nearly 560 urban AI youth, there was a high level of violence experienced by 

participants. For example, 19% of participants had seen someone get shot or stabbed; 

65% had someone in their family that had been shot or stabbed; 12% had been physically 

abused; 25% had carried a weapon in the last month; 9% had shot at someone with a gun 

in the past year and 11% had cut or stabbed someone in the past year. Findings from the 

above noted studies clearly illustrate ways in which AI/AN youth have ample opportunity 

to habituate to self-harm and pain. 
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Exposure to Guns 

 American Indian and Alaska Native youth may have greater access to lethal 

means compared to youth of other races. For example, many AI/ANs are hunters, thus 

firearms are often present in their homes (Faye, 2005). According to the American 

Firearms Institution (2009), U.S. firearm suicide rate is highest among AI/AN individuals 

ages 15-24. American Indians were also found to be more vulnerable to weapon violence 

in general and firearm violence in particular than their respective counterparts. The rate 

of armed violence among AI/ANs is also much higher compared to other races, 

presumably because access to firearms is more common. For instance, the rate of armed 

violence (25 per 1,000 AI/ANs) was 43% higher than the rate for African Americans; 

78% higher than the rate for Hispanics; and 184% higher than the rate for Whites. 

American Indian and Alaska Native youth ages 18-20, had the highest rates of 

victimization by armed offenders within this population (American Firearms Institution, 

2009).  

High Rate of Tribe Member Suicide 

 Several studies have found that the experience of having a friend or family 

member who attempted or completed suicide is an important risk factor for suicidal 

thoughts and behaviors among AI/AN youth (Grossman, Milligan, and Deyo, 1991; 

Freedenthal, & Stiffman, 2004). Exposure to peer or family suicide is another form of 

violence that can lead to habituation of fear. In a recent study, completed by Alcantara 

and Gone (2007), the strongest risk factor associated with a history of attempted suicide 
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among both male and female respondents was being exposed to a friend or peer suicide. 

Goldston et al. (2008) notes that there is growing evidence that AI/AN youths may be at 

particular risk for suicide contagion, perhaps because of small, intense social networks 

among adolescents on rural reservations. In one example of cluster suicides among AI 

youth, seven individuals on one particular reservation completed suicide in a 40-day 

period. 

Accidents and Daredevil Behavior 

 Risk taking behavior that leads to unintentional injury also has the capacity to 

habituate individuals to self-harm and pain (Joiner, Van Orden, Witte, & Rudd, 2009). 

This is important to consider because, according to Hill (2009), the suicidal behaviors of 

AI/AN youths often occur in the context of high rates of other risk-taking and potentially 

life-endangering behaviors. For example, according to the CDC (2006) the death rates for 

all unintentional injuries combined among 10-19 year old AI/AN youths are 50% higher 

than the overall US rates. In an analysis of the National School-Based Youth Risk 

Survey, where 10,251 AI/AN high school students were sampled, it was found that 

AI/AN youth engaged more often in risky behaviors than White or African American 

youths (Frank, & Lester, 2010). It has also been found that suicidality among AI/AN 

youth can be predicted by alcohol and drug use (Dinges & Quang, 1994). Engagement in 

risky behavior that leads to unintentional injury has the ability to increase pain tolerance, 

therefore possibly leading to capability to complete suicide. 
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Strain Theory of Suicide 

 The strain theory of suicide postulates that strain, resulting from conflicting and 

competing pressures in an individuals life, precedes suicidal behavior. A strain is made 

up of at least two pressures or two variables (Zhang & Lester, 2008). As previously 

discussed, AI/AN youth experience several factors that influence their rate of depression 

and suicide. These factors range from trans-generational oppression and discrimination, 

inadequate health care services, fractured and fragmented communities and families, and 

living amongst competing worldviews of traditional and Western ways of life. According 

to Strain Theory there are four different types of strain derived from specific sources.  

The first type of strain is value strain, which stems from two or more conflicting 

social values or beliefs that are competing in an individual’s daily life (Zhang & Lester, 

2008). American Indians and Alaska Natives commonly struggle with two sets of 

conflicting values and beliefs: their traditional tribal culture and the dominant Western 

culture and norms. American Indian and Alaska Native youth may feel pressure from 

parents and tribal elders to conform to a more traditional life style, while at the same time 

their lives are becoming increasingly inundated with Western ideals and standards, which 

they become familiar with from television, books, magazines, and peers. 

The second type of strain is aspiration strain, which stems from an individual’s 

reality versus their aspirations. A person experiences this type of strain if there is a 

discrepancy between the reality they have to live with and their aspirations (Zhang & 

Lester, 2008). For some AI/AN youth living in rural reservations and villages, aspiration 
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strain may be a common experience. For instance, a young person in these areas may 

have aspirations to leave the village, to go to college, to have a job not offered on the 

reservation, or to live within the dominant culture as young people may find these 

standards and norms appealing. However, AI/AN youth may never get the opportunity to 

fulfill these aspirations because they are isolated from the rest of society and do not have 

the resources, knowledge, or support from family and community to accomplish these 

goals. 

The third type of strain is deprivation strain, which happens when an individual 

living in poverty realizes that other people are leading a much better life (Zhang & 

Lester, 2008).  Living below the poverty line is a reality for many AI/AN families. Living 

in poverty can often negatively affect an individual’s health and education and is 

commonly linked with drug and alcohol abuse and violence (Pettingell et al., 2008). 

Often times, for people living in poverty, it becomes hard to recognize positive 

opportunities that are available and it can be even harder to find the support and recourses 

needed to seize these opportunities when they are realized. An AI/AN young person may 

accept this lifestyle because they see no way out, this, however, leads to deprivation 

strain. 

The final type of strain is the coping strain, which is experienced when an 

individual facing a life crisis is not able to cope with it (Zhang & Lester, 2008). 

According to Zhang and Lester (2008), in their test for the Strain Theory of Suicide, it 

was found that the most common type of strain is the coping strain. Lack of coping skills 
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can lead a person in crisis to some extreme solutions to their psychological suffering, 

thus, it seems apparent that those who resort to suicide are likely to all be suffering from 

coping strain. For AI/AN youth in particular, coping strain can stem from the traditional 

value of self-reliance as well as the mistrust and lack of confidence in Western-trained 

health care professionals. In a culture that emphasizes self-reliance, the pressure to make 

yourself feel better can be overwhelming when facing depression and suicidal ideation. 

With a value of self-reliance comes stigma, embarrassment, and shame for seeking 

professional help, therefore leaving young people with the inability to cope effectively. 

Lastly, according to Zhang and Lester (2008), an individual who is well integrated 

into a social institution such as family, religion, school, and employment, may be at lower 

risk of suicide, even when confronting a major strain. However, as previously discussed, 

AI/AN communities and families are often fractured and fragmented leaving tribes with 

loose social integration, thus increasing suicidal risk for AI/AN youth who are 

experiencing a strain. 
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Chapter 5: Interventions 

Current Interventions 

 Suicide prevention programs for American Indians and Alaska Natives often take 

one of three common approaches; broad public health based interventions that implement 

opportunities for young people to gain self-esteem and avoid risky behavior, targeted 

prevention strategies that identify at-risk individuals, and prevention at the individual 

level, targeting those who have made previous attempts or expressed suicidal thoughts 

(Olson & Wahab, 2006). Programs that offer mental health services and suicide 

prevention to AI/AN youth are fewer in number than what is needed. Comprehensive 

community based interventions that address multiple risk factors for suicidal behavior are 

rarely implemented in tribal communities (Middlebrook et al., 2001).  

 Middlebrook et al. (2001) conducted an extensive literature review over suicide 

intervention programs dedicated to serving AI/AN youth. The goal of this review was to 

describe and analyze commonly used programs based on six criteria set forth by the 

Institute of Medicine. Middlebrook et al. (2001) analyzed only those interventions that 

describe all six criteria which include: (1) well-defined risk and protective factors from a 

developmental perspective; (2) the targeted population group; (3) the intervention itself; 

(4) the research design used to test the program; (5) evidence concerning implementation; 

and (6) evidence concerning the outcomes. Based on these criteria, Middlebrook et al. 

(2001) was able to compare information across only nine programs. Of these 

interventions, five were developed and implemented in specific communities, while the 
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other four contain suicide components as part of a broader-spectrum effort targeting 

general risk behaviors. As evidenced by this review it becomes clear that the majority of 

suicide prevention programs used for AI/AN youth are not tribe/culture-specific (only 5 

are described), and in general, the interventions commonly used throughout the nation do 

not meet the above six criteria, making them hard to describe and evaluate. 

 Unfortunately, even though these programs met the criteria set forth by the 

Institute of Medicine, Middlebrook et al. (2001) found that none of the nine programs 

offered evidence that the targeted risk or protective factors were correlated with or 

precede or mediate suicide. All programs provided some information regarding the risk 

status of the target population but few provided sufficient detail regarding how 

individuals were determined to be at risk. Furthermore, none of the program descriptions 

included adequate research design, information about the content of the intervention, 

information on generalizability, or outcome data.  

 According to the Indian Health Service, nationally, there are only five evidence 

based suicide prevention programs that have met the requirements of SAMHSA’s 

National Registry of Evidence-based Practices and Programs. Additionally, the American 

Foundation and the Suicide Prevention Resource Center collaborated to review and 

classify twelve programs as either effective or promising. Because there are limitations in 

funding and research, many tribal communities go without effective prevention programs 

for AI/AN youth suicide. Therefore, the Indian Health Services has developed a website 

to provide AI/AN communities with the tools and information to create, or adapt, to their 
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own suicide prevention programs. For instance, many of the tribal programs are using or 

adapting some of the components of mainstream programs into their own suicide 

prevention programs (Indian Health Service, n.d.). 

 Some of the mainstream suicide prevention programs that are being used in 

AI/AN communities include the American Indian Life Skills Development Curriculum, 

which is a school-based, culturally tailored curriculum for AI adolescents. This 

curriculum includes information that is tailored to AI norms, values, beliefs and attitudes 

and, like many other prevention programs, is designed to build self-esteem, identify 

emotions and stress, increase communication and problem solving skills, and recognize 

and eliminate self-destructive behavior. A second mainstream program, called the ASIST 

program, is one of the most widely used suicide prevention programs in the world. It 

consists of a two-day training designed to provide participants with gatekeeping 

knowledge and skills. A third program, which targets individuals who have been 

identified as at risk for suicide, is called C-Care/CAST. This program provides one-on-

one counseling with a series of small-group training sessions. Other mainstream 

interventions often used throughout AI/AN communities include, Cognitive Behavioral 

Therapy; the Columbia University TeenScreen Program used to identify at-risk youth; 

and the Community Readiness Model, which helps communities develop and implement 

effective prevention programs (Indian Health Services, n.d.). While these resources 

provided by the IHS are important as they can be useful, it is too often the only resource 

AI/AN communities are receiving and although community leaders can access this 



 

  42 

information there is still a question of whether it will be adapted in an appropriate manner 

and implemented correctly. 

 Niven (2007), states that suicide prevention, in Alaska specifically, is a work in 

progress. In 2006 the Statewide Suicide Prevention Council made it their goal to reduce 

the average rate of suicide from 21 per 100,000 to 15 per 100,000 within a 7-year period. 

In order to accomplish this goal, the Council came up with a number of state, regional, 

and staff efforts implemented throughout Alaska. As part of the state effort the Alaska 

Screening Tool (AST) and the Client Status Review (CSR) were developed and mandated 

for use by all Alaska mental health providers. The purpose of these tools is to enhance 

earlier intervention and accurate diagnosis of mental health problems. Both forms assess 

the presence of depressive symptoms and suicidal ideation. Other statewide suicide 

prevention efforts include a 24-hour, 7-day-a-week suicide crisis hotline as well as print, 

radio, and television announcements aimed at reducing the stigma that surrounds mental 

illness and mental health care (Novins, 2007). 

 Alaska suicide prevention regional efforts include programming devoted to 

mental health issues, specifically preventive mental health care. This programming takes 

place during annual wellness conferences, health fairs, and dance festivals, all of which 

take place at regional hubs and in individual villages. A second regional effort that is 

being made is the use of telehealth or telemedicine. This type of health care is starting to 

take place in many remote villages across Alaska, offering more immediate help to those 

who might otherwise have to wait days to see a mental health provider. Staff efforts 
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include training for behavioral health workers to help them become more effective at 

screening clients at risk for self-harm. Services for those to be found at risk are delivered 

either at the regional hub or by a traveling clinician within the client’s village (Novins, 

2007).  

 Throughout the last several decades the rates of AI/AN youth suicide have 

remained high. Even with the implementation of suicide prevention and intervention 

programs there has not been much improvement in deterring youth from choosing suicide 

as an escape from their mental health issues and problems. Although states like Alaska 

have recently taken a more active role in preventing AN suicide, this type of proactive 

effort is not common throughout most of the nation. Many of the intervention efforts that 

AI/AN communities employ are met with obstacles and limitations that influence their 

effectiveness at reducing suicide rates. In the following section the limitations faced by 

several prevention programs will be discussed. 

Limitations of Current Interventions 

 Considering the abundant tribal diversity among AI/AN communities, the 

influence of specific tribal culture must not be overlooked when designing and 

implementing prevention and intervention programs. Many interventions do not consider 

this heterogeneity and instead use generalized services and programs in their treatment 

and prevention of suicidality (Gone, 2003). Middlebrook et al. (2001) notes that 

evaluation on intervention programs that generalize across AI/AN tribes is limited and 

the effectiveness is often unknown. Although research is limited, the evaluation on 
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currently used programs has identified two major themes: the need for cultural relevance 

in all aspects of program development and implementation, and the importance of 

community involvement (Middlebrook et al., 2001). Dorgan (2010) notes that prevention 

and intervention efforts cannot be uniform for all AI/AN tribes but must be carefully 

developed and culturally sensitive to the needs of different tribes. These interventions 

must include protocols associated with cultural resources, indigenous values, and healing 

practices (LaFromboise & Lewis, 2008). 

 Currently utilized intervention programs are often based solely on identifying and 

combating risk factors. Few interventions operate on understanding the perspectives and 

experiences of parents and elders in tribal communities (Strickland, Walsh, & Cooper, 

2006). These individuals play a vital role in many AI/AN tribes and their insight and 

input into intervention efforts may be very useful. Strickland, Walsh, and Cooper (2006) 

also note that current interventions often fail to take into account the contextual 

conditions related to youth suicide ideation. For instance, few research efforts aim to 

understand the relationship between cultural, family, and community conditions that may 

be related to suicide risk, and few interventions highlight community strengths. 

Highlighting the importance of community-wide interventions has the potential to lower 

suicidal behavior among AI/AN youth. For example, in one study, May, Serna, Hurt, and 

DeBruyn (2005) examined a community-based intervention program implemented in a 

small tribe in New Mexico that focused on specific community factors and found a 

dramatic downward trend in the number and frequency of suicide attempts.  
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Strickland, Walsh, and Cooper (2006) note that there has been very little attention 

devoted to examining important protective factors that buffer against suicide among 

AI/AN youth. Strickland, Walsh, and Cooper (2006) suggest that to overcome suicide, 

interventions must identify and reinforce these protective factors. Garoutte, Goldberg, 

Beals, Herrell, and Manson (2003) highlight the importance of spirituality as a potential 

protective factor against suicidality for AI/AN individuals. Many AI/AN tribes view the 

spiritual, physical, emotional, and mental elements as one (Gone & Alacantara, 2007). 

Therefore, it is necessary to incorporate spirituality into prevention treatment for AI/AN 

youth. It is also important for programs to consider the heterogeneity of AI/AN tribal 

spirituality, as this will involve different beliefs or practices for different youth, ranging 

from traditional indigenous beliefs to Christianity or other western religions (Goodkind et 

al., 2010). Other protective factors that are not commonly targeted as part of intervention 

efforts include strong family connectedness, social support, and positive relationships 

with tribal leaders and elders (Strickland, Walsh, & Cooper, 2006). Besides individual 

protective factors there are community protective factors that have also been shown to 

reduce suicide rates among AI/AN youth. For instance, the presence of cultural continuity 

has been associated with low to non-existent suicide rates in certain AI/AN communities 

(Chandler & Lalonde, 1998; Chandler, Lalonde, Sokol, & Hallet, 2003). Cultural 

continuity refers to the existence of land claims, self-government, police and fire 

protection services, health services, education, cultural facilities--- all of which are 

attempts to preserve and promote indigenous cultures (Strickland, Walsh, & Cooper, 

2006).  
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An important limitation that hinders the development of culturally appropriate 

intervention programs is the lack of recognition of AI/AN youth suicide and the lack of 

government funding dedicated to research and implementation of effective suicide 

prevention programs for these populations. Those AI/ANs who live in remote 

reservations are isolated from the rest of society. This isolation, combined with the belief 

that the Indian Health Service is an adequate source of care, often results in these groups 

being overlooked and forgotten in terms of funding and policies related to the prevention 

of suicide and associated health problems (Olson & Wahab, 2006). The IHS spends less 

on its service users than the government spends on any other group receiving public 

health care (Olson & Wahab); Goodkind et al. (2010) states that per capita funding for 

AI/AN health care is 60% less than is spent on the average American. Often times, in 

order to receive grant money from IHS, tribes must apply for it directly. This becomes an 

barrier for receiving services if tribal communities do not have leaders who are willing or 

able to take on this task. Additionally, mental health services tend to be cut first when 

AI/AN tribes are faced with budget shortfalls (Dorgan, 2010). 

 As previously noted, generic prevention programs are more commonly utilized 

than culture-specific programs. The movement to put these generic programs into 

practice is often a result of government mandates that require programs to be evidence-

based, however, the programs most commonly used are often not tested using AI/AN 

samples (Olson & Wahab, 2006). The reliance on evidence-based practices to address 

tribal youth suicide may narrow family and community options and neglect valuable 

cultural resources found within tribal communities, particularly in those that still maintain 
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a strong cultural and traditional base (LaFromboise & Lewis, 2008). Resource constraints 

often restrict availability and scope of IHS programs (Dorgan, 2010); therefore, those 

programs that are culturally relevant are underfunded and thus underutilized.  Goodkind 

et al. (2010) notes that traditional AI/AN practices and ceremonies have been effective in 

the past, however, federal policies at different times have, “Prohibited them, disregarded 

them, perpetuated questions about their credibility and validity, and resulted in their loss 

across generations in some communities” (p.368). It is also uncommon for researchers 

and interventionists who come to communities to work on issues of suicide to identify 

and include the use of traditional healers in their programs (LaFromboise & Lewis, 

2008). This is unfortunate, as the use of traditional health practices among AI/AN 

populations has been linked to positive health outcomes (Goodkind et al., 2010). Not only 

are these traditional practices linked to positive outcomes, they are often preferred by 

AI/AN individuals as well. For example, a large study of AI parents/caregivers found that 

they strongly prefer the use of traditional services for mental health needs rather than 

formal behavioral health services, as they believe traditional services are more effective 

(Walls, Johnson, Whitbeck, & Hoyt, 2006). 
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Chapter 6: Counseling Implications 

General Counseling 

 From this extensive review arise several implications for counselors who work 

with American Indian and Alaska Native populations. First and foremost, counselors 

should be able to recognize depressive and suicidal symptoms in their clients. This is 

imperative as help seeking is uncommon among AI/AN youth and self-reliance is valued 

(Freedenthal & Stiffman, 2007). Some AI/AN individuals may be hesitant to speak to 

counselors because of their mistrust and lack of confidence in the western health care 

system; only a small percentage of patients experiencing depression or suicidal ideation 

verbalize their thoughts to their doctors (Niven, 2007). Health care workers should be 

confident in asking directly about these matters. Straightforward questions aimed at 

screening for depressive symptoms and suicide risk are perhaps the simplest and most 

effective way to uncover these serious problems (Niven, 2007). 

 Counselors working with these groups should be multi-culturally competent, 

recognizing the differences between western and AI/AN values and way of life. It is 

important that counselors and health care workers be cognizant of these differences and 

not impose their own beliefs and attitudes on their clients. Counselors should be aware of 

the way different tribes understand and conceptualize mental illness and treatment; 

several tribes prefer to utilize health care offered by traditional healers. Being respectful 

of these beliefs and finding ways to incorporate traditional AI/AN care into the 

counseling relationship may result in better treatment outcomes. Those mental health care 
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workers who provide treatment for AI/AN individuals must also remember that not every 

AI/AN tribe is the same. Tribes are heterogeneous and, although there is overlap in many 

cultures, it is important to be open and learn about each client whom you are working 

with, including their background, values, and beliefs. Counselors who shown interest and 

concern in exploring multiple treatment options, including those that are specific to one’s 

culture, may have an easier time gaining the respect of AI/AN clients, therefore resulting 

in a positive therapeutic relationship. Health care professionals, whenever possible, 

should attempt to establish connections with traditional healers who can provide extra 

support. Therapists should make an effort to refer to or consult with traditionalists at all 

levels of intervention (Duran & Duran, 1995). 

 Lastly, counselors who work with these groups and who are aware of the 

struggles they face must take action in raising awareness of these issues. The problems 

and hardships facing AI/AN tribes are not well known or recognized, as previously noted. 

Therefore, counselors, researchers, and interventionists alike should all advocate for these 

groups in an effort to increase the resources that are available to them and to ultimately 

better their lives. Examples of advocacy include promoting programs that advance mental 

health literacy and fighting stigma related to mental health problems and help seeking 

(Freedenthal & Stiffman, 2004). In another effort to raise awareness, mental health 

professionals and researchers who work with these populations should place emphasis on 

establishing research programs that are committed to developing interventions that 

examine and treat individuals as well as communities.  
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College Counseling 

 A substantial proportion of American Indians and Alaska Natives live in urban 

and rural areas that are home to universities, community colleges, and vocational schools. 

Therefore, it is likely that most college campuses have a number of AI/AN students. 

These students’ life experiences typically include poverty, ill health, abuse, family 

disintegration, neglect, and hopelessness (Herring, 1998). Although college counselors 

are available to help these students, the delivery of services to them is not always ideal. 

Just like community mental health providers, college counselors should be multi-

culturally aware, understanding AI/AN values and beliefs. This should be accomplished 

either by formal courses, workshops or on the job experiences (Herring, 1998). Also 

similar to general counseling implications, college counselors should advocate for these 

groups by establishing specific suicide prevention models for AI/AN students. A 

component of this suicide prevention model should include gatekeeper-training 

curriculum for students, faculty, and staff who serve these students. A suicide prevention 

program counselor should also provide educational seminars to assist students with 

improving overall emotional functioning such as coping with stress and effective problem 

solving (Muehlenkamp, Marrone, Gray, & Brown, 2009). These educational seminars are 

held in an effort to promote prevention at the primary level, before the actual occurrence 

of depression or suicidal ideation. This type of prevention is imperative with AI/AN 

students as they may come into college less prepared, and less able to cope with the 

struggles that college students face. 
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 One common struggle experienced by new college students is finding a social 

network to be a part of. As Joiner’s Interpersonal Theory of Suicide suggests, a lack of 

belonging has the potential of increasing suicidal risk (Joiner, Van Orden, Witte, & Rudd, 

2009). College counselors should utilize campus resources to develop outreach programs 

that help facilitate social interaction.  

Suggestions For Future Research 

 Some of the most helpful and informative research for working with AI/AN youth 

and for developing appropriate prevention and intervention programs has come from 

qualitative studies that have shed light on the experiences and opinions of those 

individuals we, as counselors and researchers, are seeking to help. Unfortunately, these 

qualitative studies are few in number. A constant theme in the literature is on the mistrust 

AI/AN individuals have for western health care as well as the lack of culturally 

appropriate intervention programs and competent health care providers. Therefore, in the 

best interest of AI/AN youth, it seems imperative that therapists and researchers initiate a 

dialogue between our young AI/AN clients, their parents, tribal elders, and their 

community as a whole. Through this perspective we will be better prepared to 

successfully address the issue of AI/AN youth suicide. 

 As mental health care professionals begin to raise awareness of AI/AN youth 

suicide, it is hopeful that more resources will become available to research, design, and 

implement intervention programs that are culturally tailored for the different tribes. 

Building upon what the IHS currently provides, which is a website maintaining several 



 

  52 

mainstream prevention program curricula, AI/AN community leaders should be trained 

and prepared in ways to adjust and implement these programs specific to their own tribal 

culture. Additionally, because not every tribe has a community leader who is able and 

willing to complete this task, and because it is often hard to recruit trained professionals 

to work in remote areas, research should be completed in the effectiveness of telehealth 

for rural AI/AN reservations.    

 The well-being of AI/AN youth, their families, and their communities cannot be 

achieved without a genuine transformation of systems of care (Goodkind et al., 2010). To 

begin this transformation the above suggestions should be closely considered in order to 

continue the development of a holistic approach to preventing AI/AN youth suicide. 
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