
SYNOPSIS 

JAMES H. SHORE, M.D. 

American Indian and Alaska Native adolescent suicide is a seri­
ous concern for the mental health of Indian youth and for the development 
of public health programs. Indian adolescent suicide patterns are influ­
enced by multiple factors, including the tribal-specific nature of all Indian 
suicide patterns, a history of intense acculturational stress on Indian com­
munities, the association of co-morbidity with substance abuse and other 
psychiatric illnesses, patterns of cluster suicides, behavioral contagion, 
and the rising U.S. teenage suicide trends. This section reviews the epi­
demiology of Indian/Native adolescent suicide, reports Indian/Native­
specific case and research studies, and summarizes major issues from 
the conference. The recommendations were prepared with reference to 
two recent comprehensive reports: Report of the Secretary's Task Force 
on Youth Suicide (USDHHS, 1989) and Indian Adolescent Mental Health 
(OTA, 1990). 

Epidemiology 

Indian Adolescent Mental Health stated that 

suicide is perhaps the most tragic manifestation of mental health prob­
lems among Indian/Native adolescents. Suicide is the second leading 
cause of death for these adolescents. In 1986, the age-specific mortality 
rate for suicide of 15- to 19-year-old Indians was estimated to be 26.3 
deaths per 100,000 population. In comparison, the figure for the same 
age group for U.S. all races was 10.0 per 1 00,000 population. Suicide 
deaths for 10- to 14-year-olds are approximately four t imes higher than 
for U.S. all races. {OTA, 1990) 

This document also reports that the 1986 age-specific suicide 
mortality rate for 15- to 19-year-old Indians was 26.3. Although this repre­
sented a decrease from 30.9 in 1980, there was an increased rate from 
0.0 to 6.9 for ages 10 to 14. The rates for Indian males exceeded those 
for females 9 to 1. However, suicide deaths for females climbed from 2.1 
in 1980 to 9.0 in 1985, then dropped to 2.3 in 1986. The report confirmed 
that cultural-specific and regional patterns of suicidal risk for American 
Indian and Alaska Native adults also strongly influence adolescents. For 
example, in 1988, the percentage of IHS and contract hospital discharges 
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for Indian adolescents involving a suicide ranged from a low of 3.1% to a 
high of 15.5% in various IHS regions, demonstrating a fivefold regional 
and tribal variability. 

Previous Research 

Shore and Manson (1983) summarized multiple psychosocial 
and psychiatric issues in regard to adolescent suicide. Berlin (1985, 1986) 
published comprehensive literature reviews concerning psychopathology 
and its antecedents among Indian adolescents and concepts of suicide 
prevention. May developed an annotated bibliography identifying 132 arti­
cles on Indian suicide (May, 1987a) and later May (1987b) published the 
most comprehensive overview on this subject. The most up-to-date sum­
mary of Indian adolescent suicide epidemiology is contained in the 1990 
publication from the Office of Technology Assessment (OTA, 1990). 

Reports of preventive interventions also can be found in the liter­
ature (Manson, Beals, Dick, & Duclos, 1989; Pambrun, 1970; Shore, 
Bopp, Waller, & Dawes, 1972). Shore (1975) emphasized the tribal-spe­
cific nature of Indian suicide. Throughout the 1970s and 1980s, authors 
consistently focused on the rising problem of youth suicide, reinforcing 
concern for high-risk cohorts, tribal specificity, and epidemic patterns (Diz­
mang, Watson, May, & Bopp, 1974; Frederick, 1984). Levy made a spe­
cial contribution by articulating key theoretical issues that might 
significantly influence adolescent suicide in his classic description of Indi­
ans, social pathologies, and anomie (Levy & Kunitz, 1987). In defining 
social pathologies, he described a spectrum of mortality patterns includ­
ing suicide, homicide, and alcohol cirrhosis. 

Indian adolescent suicide epidemics have been common. How­
ever, few have been studied systematically or reported in the literature 
(Ward & Fox, 1977; Pambrun, 1970; Long, 1986). Bechtold's (1988) arti­
cle is the most detailed communitywide case study of these epidemic pat­
terns. This article and one by Dizmang et al. (1974) stand alone in the 
literature with a focus on case analyses of Indian adolescent suicides. 
Given the extent of the problem, this small number of studies demon­
strates a significant deficit of research with respect to Indian adolescent 
mental health issues. In addition to suicide epidemics, the importance of 
co-morbidity of suicidal behavior and substance abuse is reported in 
almost every article concerning Indian adolescent suicide. Yet systematic 
research on co-morbid diagnostic patterns of psychiatric disorders also is 
notably missing. 

In reviewing this literature, I was impressed with the absence of 
individual case reports. There is only one published case report on ado­
lescent suicide in May's annotated bibliography (1987b) . This case report 
by Blanchard, Blanchard, and Roll (1976) focused on reservation upbring­
ing, family history of alcoholism, and adolescent turmoil. Issues of cultural 
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and family disintegration were identified as major precursors of the partic­
ular suicide under study. Certainly, one case report represents an inade­
quate effort by the field to share and learn from these tragic examples. 
This, again, raises an important policy question: Is this failure caused by 
inadequate research advocacy or funding, insufficient and irre levant 
research manpower, and/or difficulties for the clinical researcher in the 
transcultural settings of Indian and Native communities? 

Indian boarding schools, with their regionally unique referral pat­
terns and special school-based treatment initiatives, have been a source 
of continuous interest for adolescent adjustment. Twenty-one percent of 
the interventions identified by Manson et al. (1989) were school-based 
and emphasized early identification of mental health problems and reduc­
tion of specific risk factors such as substance abuse. Several model resi­
dential treatment substance abuse programs have been developed since 
the early 1970s, most recently with special initiatives funded by Congress 
and the lHS. However, the referral patterns to boarding schools remain an 
area of special concern and interest, since placement in certain settings 
continues to be influenced primarily by accumulating high-risk factors. 

Risk Factors for Youth Suicide 

Multiple risk factors can be identified that are significant for Amer­
ican Indian and Alaska Native adolescent suicide. These factors are out­
lined in Table 12-1 along with associated reports that are Indian-specific. 
They include cultural- and tribal-specific issues, familial factors, co-mor­
bidity, cluster suicides, and behavior contagion. This outline of risk factors 
is drawn from my own experience and two literature sources, the 1989 
USDHHS publication Report of the Secretary's Task Force on Youth Sui­
cide and Suicide Over the Life Cycle: Risk Factors, Assessment and 
Treatment of Suicidal Patients, by Blumenthal and Kupfer (1990). 

Pre-existing psychiatric disorders and co-morbid patterns as risk 
factors were discussed during the conference, with specific attention to 
conduct disorders, impulsive aggression, antisocial behavior, and co-mor­
bidity with alcohol and substance abuse, anxiety, and depression. A his­
tory of previous suicidal behavior is another identifiable risk factor. In 
addition, the issue of stress with American Indian youth is another signifi­
cant associated factor, including frequent deaths, auto accidents, family 
members dying, and recurrent episodes of grief. Family issues include 
psychiatric disorder (specifically, substance abuse), suicidal behavior, 
parental loss, multiple caretaker, and violence and abuse. These associ­
ated events also must be understood in the complex cultural and political 
environment of Indian communities. An importantfactor addressed during 
this conference that has not been emphasized in the literature is risk 
associated with certain high-risk settings. This was much clearer when I 
first began work in the 1960s. The referral process to boarding schools 
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youth suicide, (d) suicide prevention services, (e) public information and 
education, and (f) broader approaches to preven~ing youth suicide 
(USDHHS, 1989). 

Each of these recommendations has specific relevance for Amer­
ican Indian and Alaska Native adolescent suicide. For example, the report 
recommends development of uniform criteria for defining suicide, commu­
nity-based surveillance systems for suicide attempts, and the identifica­
tion of unusual suicide patterns. It also recommends a specific suicide 
screening instrument for adolescents. This screening instrument example 
could be modified for cultural sensitivity and utilized with the American 
Indian and Alaska Native population. It particularly could be useful for 
case identification, referrals, and research. In addition, two of the six rec­
ommendations in the secretary's report emphasize prevention. 

Table 12-2 lists public policy recommendations from the secre­
tary's task force. It provides a comprehensive frame of reference for 
developing recommendations for Indian/Native adolescent suicide 
research . 

The first recommendations were for research in 15 areas. Surveil­
lance data. definitions, instrumentation, methodology, and risk factor defi­
nition and assessment have been reviewed extensively during this 
conference. Basic biological mechanisms will not be pursued extensively 
in the near future in American Indian adolescent fie ld research. That 
research will be done in the major health sciences centers , but we can 
certainly draw from those findings. Genetic factors also will be explored 
within the next decade. The clinical and biological technologies are devel­
oping to permit careful, detailed family case studies. Psychosocial studies 
with the application of systematic diagnostic interviews are being planned 
to explore the relationship of psychiatric and personality disorders. Protec­
tive factors are important; e.g., American Indian culture that is positive and 
a shield for high-risk children. Additional studies of suicide clusters with 
new methodologies also are relevant to the American Indian experience. 

There were four recommendations under the heading of educa­
tion and training. We have discussed the development of focused clinical 
training curricula. Problems of consistency and completeness of current 
training programs are apparent . Broad-based training programs, media 
education, enhanced awareness, and coalition building all are emphases 
supported by this conference. 

There are eight policy recommendations for suicide prevention 
and interventions. In American Indian communities, there has always 
been a significant interest in these types of programs. Establishment of a 
suicide prevention data bank, study of preclinical prevention interven­
tions, and high school education prevention programs are all a part of a 
comprehensive approach. Several current models are reviewed in these 
proceedings. However, there are few in-depth evaluation studies of pre­
vention programs. In their comprehensive review, Manson et al. (1989) 
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Table 12-2 
Pubilc Policy Recommendations 

ADAMHA Youth Suicide Task Force Report 

For Research: 

Suicide Surveillance Data 

Definitions of Suicidal Behavior 

Instrumentation and Methodology 

Multidisciplinary Research 

Risk Factor Definition and Assessment 

Basic Biological Mechanisms 

Genetic Factors 

Psychosocial Studies 

Association with Psychiatric and Personality Disorders 

Association with Medical Illnesses 

Co-morbidity 

Protective Factors 

Suicide Clusters 

Treatment Research 

Research Advocacy 

For Education and Training: 

Clinical Training Curricula 

Broad-Based Training Programs 

Media Education 

Enhanced Awareness and Coalition Building 

For Prevention and lnteNentions: 

Establishment of a Suicide Prevention Data Bank 

Studies of Preclinical Preventive Interventions 

High School Education Prevention Programs 

Evaluation Studies 

Preventive Interventions in Primary Health Care Settings 

Service Utilization Research 

Development of Community Suicide Response Plans 

Suicide Prevention Advocacy 
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uncovered mostly programmatic descriptive reports but little systematic 
evaluation. In populations where research is suspect. "evaluation" is a 
safer term, especially as it involves program effectiveness. The term 
"evaluation" is used currently in Indian country rather than "research," 
because it is associated with less stigma and less community resistance . 
How do the tribes and mental health professionals address needed 
research without excessive stigmatization? Fear of stigmatization has 
reinforced the avoidance of research for 20 years. This stigma deserves 
open discussion between the tribes and mental health professionals. It is 
more important than often is acknowledged. 

The task force emphasized the importance of preventive inter­
ventions occurring in primary health care settings. Screening and high­
risk identification methods should be included in attempts to educate gen­
eral medical officers and other health personnel working in IHS service 
units and hospitals. Service utilization research and the development of 
community suicide response plans have been recommended by Blumen­
thal and Kupfer (1990). Gun control and decreased availability of weap­
ons are politically controversial in Indian as well ·as non-Indian 
communities. It is difficult to impose gun restriction on a hunting culture, 
yet public health data cross-culturally and internationally overwhelmingly 
demonstrate an association between firearms, homicide, and suicide. 
Pfeffer (1989) presented a summary of the opinions of 15 suicide experts 
nationally when they were asked to estimate the effectiveness of various 
interventions. Beginning with the most effective intervention, they are (a) 
the restriction of access to firearms. (b) the identification of high-risk 
youth, (c) the improvement of treatment, (d) prior treatment, (e) the insti­
tution of school-based screening, (f) the development of crisis centers 
and hotlines, (g) effective education, and (h) the restriction of access to 
medication and high places. 

Conclusions 

In conclusion, let me summarize several important themes, start­
ing with some reflections on the research dichotomy that is prominent in 
American Indian mental health programs, specifically as it pertains to the 
issue of adolescent suicide. This dichotomy has been defined as the 
contrast between ethnoscience and "the other" science, a biomedical 
approach. We are in an era of tremendous strides in biomedical science. 
For instance, through case register methods we can identify high-risk 
individuals with certain morbidity patterns, specifically adolescent sui­
cide. We have heard of model programs from an ethnoscience perspec­
tive that emphasize cultural sensitivity and imaginative partnerships 
between health professionals and Indian communities. We must attempt 
to integrate this with a biomedical model, creating a balanced and 
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broader biopsychosocial perspective. An ethnoscientific or biomedical 
approach alone will lead us to a lot of mistakes. 

Another dichotomy between research and program evaluation 
also has been highlighted. Why separate research and evaluation? There 
is a fear of the resistance to research from American Indian communities 
that is long-standing. It is an important issue to identify, discuss, and 
understand. There are many obstacles that we face as mental health 
researchers. We sutter from the old anthropologist's stigma: In every 
Navajo hogan, there are grandparents, parents, chi ldren, maybe great­
grandchildren, and an anthropologist. Now, said in jest, it also conveys a 
certain hostility. All health professionals who approach Indian country with 
the notion of doing research encounter these feelings. If you are not pre­
pared to deal with them, you should not go. These different theoretical 
assumptions and approaches are not incompatible. They can be inte­
grated, not polarized. This is not an adversarial discussion between those 
who ascribe to ethnoscience models or biomedical models. Each per­
spective is absolutely essential. If these workshop proceedings cannot 
successfully integrate these models, then no other group in Indian country 
will succeed. Relevant research to this point is primarily descriptive, not 
analytic. More data-based, analytic research is needed. In addition, we 
have not effectively utilized the current knowledge from adolescent sui­
cide research. We need to ask how current knowledge might more effec­
tively be disseminated while retaining an emphasis on unique American 
Indian cultural issues. 

Special issues of confidentiality must be dealt with, not just for 
patients, but for communities. As researchers, we must develop methods 
to feed back data in a way that is useful to Indian communities. We also 
have an obligation to publish responsibly. One of the influences that has 
excluded universities from Indian communities is the difficulty obtaining 
permission to publish. This is for a very good reason. Many publications 
have been insensitive, have labeled and stigmatized communities. Uni­
versities sometimes suffer from "ivory tower" isolationism and irrelevance 
of the research questions asked. Researchers continually must be con­
cerned about relevant feedback to communities whether or not the com­
munities want to use the data. 

At the same time, support networks are critical for both the Indian 
and non-Indian researcher. Criticism and isolation may be even harder on 
younger Indian researchers who are just beginning their careers. They 
feel out of their element. The community will bring them back to reality. Dr. 
Guilmet captures this when he said, "You are no one unless you can start 
a rumor; you are no one unless you've been rumored about.· 

Occasionally in this work, I have the fear that we have regressed 
to the community psychiatry movement of the 1960s. It was an era char­
acterized by lofty goals and aspirations, associated with unrealistic 
expectations and disappointing outcomes. If this concern is so, suicide 
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researchers may suffer the same fate for being so diffuse and grandiose 
that we again will be unable to demonstrate effective outcomes. If we are 
not wise enough to focus these efforts and to demonstrate an effective 
outcome, the initiatives will fail. That failure will affect the credibility of the 
suicide prevention effort on both local and federal levels. Unfortunately, 
many mental health prevention efforts of the 1960s and 1970s have dissi­
pated because of this failure. 

These proceedings have emphasized the development of goals 
for national research priorities that hopefully will avoid past failures. The 
challenge is for a more clearly focused research agenda and a renewed 
commitment by all on behalf of American Indian and Alaska Native 
adolescents. 

References 

Bechtold, D. W. (1988). Cluster suicide in American Indian adolescents. American 
Indian and Alaska Native Mental Health Research, 1 (3)26- 35. 

Berlin, I. N. (1985). Prevention of adolescent suicide among some Native Ameri­
can tribes. In S. C. Feinstein (Ed.), Adolescent psychiatry: Developmental 
and clinical studies. Chicago, IL: University of Chicago Press, 77- 93. 

Berlin, I. N. (1986). Psychopathology and Its antecedents among American Indian 
adolescents. Advances in Clinical Child Psychology, 9 125- 152. 

Blanchard, J. D., Blanchard, E. L., & Roll, S. (1976). A psychological autopsy of 
an Indian adolescent suicide with Implications for community services. Sui­
cide and Ute-Threatening Behavior, 6(1), 3-10. 

Blumenthal, S. J., & Kupfer, D. J. (Eds.). (1990). Suicide over the life cycle: Risk 
factors, assessment and treatment of suicidal patients. Washington, DC: 
American Psychiatric Press. 

Dizmang, L. H., Watson, J., May, P. A. , & Bopp, J. (1974). Adolescent suicide at 
an Indian reservation. American Journal of Orthopsychiatry. 44(1), 43- 49. 

Frederick, C. J. (1984). Suicide in young minority group persons. In H. L. Sudak, 
A. B. Ford, N. B. Rushforth, (Eds.), Suicide in the young (pp. 31 - 44). Uttle­
ton, MA: John Wright PSG, Inc. 

Green, B. E., Sack, W., Pambrum, A. H. (1981 ). A review of child psychiatric epi­
demiology with special reference to American Indian and Alaska Native chil­
dren. White Cloud Journal, 2(2), 22- 36. 

Levy, J. E., & Kunltz, S. J. (1987). A suicide prevention program for Hopi youth. 
Social Science and Medicine, 25 931-940. 

Am
er

ic
an

 I
nd

ia
n 

an
d 

Al
as

ka
 N

at
iv

e 
M

en
ta

l H
ea

lth
 R

es
ea

rc
h 

Co
py

rig
ht

: 
Ce

nt
er

s 
fo

r 
Am

er
ic

an
 I

nd
ia

n 
an

d 
Al

as
ka

 N
at

iv
e 

H
ea

lth
 

Co
lo

ra
do

 S
ch

oo
l o

f 
Pu

bl
ic

 H
ea

lth
/U

ni
ve

rs
ity

 o
f 

Co
lo

ra
do

 A
ns

ch
ut

z 
M

ed
ic

al
 C

am
pu

s 
(w

w
w

.u
cd

en
ve

r.
ed

u/
ca

ia
nh

) 
   



260 VOLUME 4, MONOGRAPH 

Long, K. A. (1986). Suicide intervention and prevention with Indian adolescent 
populations. Issues in Mental Health Nursing, 8{3), 247-253. 

Manson, S. M., Beals, J., Dick, R., & Duclos, C. W. (1989). Risk factors for suicide 
among Indian adolescents at a boarding school. Public Health Reports, 
104(6), 609- 614. 

May, P. A. (1987a) . Suicide and self-destruction among American Indian youths. 
American Indian and Alaska Native Mental Health Research 1(1), 52-69. 

May, P. A. (1987b), & Revised Edition. (1990) . Suicide and suicide attempts 
among American Indians and Alaska Natives. An annotated bibliography. 
Albuquerque, NM: Indian Health Service, Office of Mental Health Programs. 

Office of Technology Assessment. (1990). Indian adolescent mental health (OTA­
H-446). Washington, DC: U.S. Government Printing Office. 

Pambrun, A. (1970). Suicide among the Blackfeet Indians. Bulletin of Suicidology, 
742-43. 

Pfeffer, C. R. (Ed.) . (1989). Suicide among youth: Perspectives on risk and pre­
vention. Washington, DC: APA Press. 

Shore, J. H. (1975). American Indian suicide - fact and fantasy. Psychiatry, 38 
86- 91 . 

Shore, J. H., Bopp, J. E., Waller, T. R., & Dawes, J. W. (1972) . A suicide preven­
tion center on an Indian reservation. American Journal of Psychiatry, 128(9), 
1086-1091. 

Shore, J. H., & Manson, S. M. (1983). American Indian psychiatric and social 
problems. Transcultural Psychiatric Research (rev. ed.). 20 159-180. 

Swanson, D. M., Bratrude, A. P., & Brown, E. M. (1971 ). Alcohol abuse in a popu­
lation of Indian children. Diseases of Nervous System, 32 835- 842. 

U.S. Department of Health and Human Services. (1989). Report of the secretary's 
task force on youth suicide. Volume 1. Overview and recommendations. 
(DHHS Publication No. ADM 89-1621). Washington, DC: U.S. Government 
Printing Office. 

Ward, J . A., & Fox, J . (1977). A suicide epidemic on an Indian reserve. Canadian 
Psychiatric Association Journal, 22(8) , 423-426. 

Am
er

ic
an

 I
nd

ia
n 

an
d 

Al
as

ka
 N

at
iv

e 
M

en
ta

l H
ea

lth
 R

es
ea

rc
h 

Co
py

rig
ht

: 
Ce

nt
er

s 
fo

r 
Am

er
ic

an
 I

nd
ia

n 
an

d 
Al

as
ka

 N
at

iv
e 

H
ea

lth
 

Co
lo

ra
do

 S
ch

oo
l o

f 
Pu

bl
ic

 H
ea

lth
/U

ni
ve

rs
ity

 o
f 

Co
lo

ra
do

 A
ns

ch
ut

z 
M

ed
ic

al
 C

am
pu

s 
(w

w
w

.u
cd

en
ve

r.
ed

u/
ca

ia
nh

) 
   




