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INDIAN ADOLESCENT SUICIDE: CLINICAL AND
DEVELOPMENTAL CONSIDERATIONS

DONALD W. BECHTOLD, M.D.

In what has become a macabre trend, authorities discovered
the body of an Indian suicide victim Saturday — the eighth sui-
cide victim in seven weeks on the reservation. The body of a
24-year-old male was found Saturday morning in the man's
bedroom said the county coroner. The coroner said it appears
the unidentified man used a leather strap to hang himself from a
doorknob in his bedroom. The man’s death is the latest in a
series of suicides that began in mid-August. The coroner has
said the deaths have left the community frustrated in its
attempts to understand the incidents. “We don't know what's
going on and we don't know how to combat it, “ the coroner said.
“The whole community is frustrated." He added the suicides are
especially distressing because they have involved young peo-
ple "who have not begun to live yet." The first suicide occurred
when A., 20, hanged himself in the city jail. He had been jailed
for intoxication. Four days later, B., 16, committed suicide (also
by hanging). Four days later, the body of C., 14, was found
hanging from a tree. C. and B. had been close friends. Twenty-
eight days later, 23 year old D. was found hanged with a coat
hanger in a closet in his parents’ home. D. also was friends with
B., who was said to be one of the most popular students at his
school on the reservation. One day later, E., 22, hanged himself
with a cord tied to a beam in the basement of his home. Four
days later, ., 19, hanged himself from a cross-bar in his cell at
the city jail (where A. first committed suicide), where he had
been placed on intoxication charges. The body of G., 14, was
found the next day hanging from a corral panel at the family
ranch. Reservation residents were burying F. Saturday and still
planning G.'s funeral for Tuesday when they received word of
the latest suicide. (Denver Post, Sunday, September 29, 1985)

For the ninth time in less than two months, an Indian male on
the reservation has committed suicide. The latest victim was a
25-year-old man, who hanged himself Monday night in a closet
using a sweatshirt drawstring, said the county coroner. The vic-
tim's sister found him Tuesday morning. The rash of suicides
has left the community deeply frustrated and searching for
answers. (Rocky Mountain News, Wednesday, October 2,
1985)
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This community was unique in neither its frustration nor its lack of
answers concerning the growing problem of adolescent suicide. What
happened in this community provides an in vivo example of a number of
characteristics of adolescent suicide. Many of these characteristics relate
to the phenomenon of suicide among adolescents in general. Others
relate to the cultural specificity of adolescent suicide, in particular to
American Indian young people. Still others serve to illustrate the charac-
teristic pattern of cluster suicide among adolescents. Finally, the contribu-
tion of developmental processes to suicidal behavior is exemplified. Each
of these areas will be considered in more detail.

The Demographics of Adolescent Suicide

From 1900 to 1955 the suicide rate for 15- to 24-year-old individ-
uals remained consistent at about half the rate for all American age
groups combined. Beginning in the mid-1950s, however, the rate began
to increase rapidly and had nearly tripled by 1980. By 1984 suicide moved
from the third to the second leading cause of death among adolescents,
following only accidental deaths (Saltzman, Levenson, & Smith, 1988). By
the 1980s more than 5,000 suicides among American adolescents were
being reported annually. This increase in suicide rate among American
adolescents was made further pronounced when compared with the over-
all reduction in suicide rates in those older than 30 during the same period
of time (Centers for Disease Control, 1986). Firearms remain the most
common method of suicide in the adolescent age group. In fact, increases ‘i
in the suicide rate attributable to firearms far exceeds increases attribut-  ;
able to any other method of suicide (Boyd & Moscicki, 1986).

In considering the demographics of adolescent suicide, a number
of additional factors should be discussed. Regarding gender, the suicide
rates for adolescent boys are approximately five times those for adoles-
cent girls in the United States. While the male preponderance occurs in
nearly all American cultures and ethnic groups, data suggest that this 5:1
ratio may be relatively higher or lower in various groups (Shaffer, Garland,
Gould, Fisher, & Trautman, 1988).

Regarding age, completed suicide is uncommon prior to the age
of 12. Suicide becomes more common after puberty and increases
throughout the teen years. While suicide rates among young people peak
during their early 20s, suicide rates in adolescence remain less than in
later adulthood (Shaffer et al., 1988).

A geographic profile can be described for adolescent suicide as
well, with the highest rates occurring in western states, including the state
of Alaska (Shaffer et al., 1988).

Many of these demographic characteristics can be observed in
the series of suicides described at the beginning of this paper. They
occurred in 1985, a time in which adolescent suicide rates were near their
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peak. They reflected (in this case, exceeded) the characteristic gender
profile, occurring exclusively among males. In fact, in this community
there were no suicides among females during this period of time, nor
were there any subsequent suicides among females in the ensuing 5
years. With an age range of 14 to 24 years, the suicides reflected the
characteristic age profile for adolescent suicide. The method of suicide
was consistent with national trends. Although firearms were the most
common method of suicide among adolescents, hanging is the second
most common method among adolescent males. Finally, this series
reflected the characteristic geographic trend, having occurred in a west-
ern state where suicide rates are among the highest.

It would be clinically naive, however, to assume that this charac-
teristic profile was applicable, without modification, across cultures. In
considering adolescent suicide within a particular culture, culture-specific
suicide rates must be observed and culturally sensitive risk factors con-
sidered. Clearly, such is the case among American Indian populations,
where it has been shown that suicide rates vary greatly, with some in
excess of 20 times the national average, and others well below the
national average. Shore (1975) has effectively laid to rest the stereotype
of “the suicidal Indian.” H

In considering risk factors for Indian adolescent suicide, theia
same demographic variables explored across cultures should also beﬁ
explored within American Indian cultures. Regarding gender specificity,!!
the male predominance of suicide among American Indians has been§§

shown to exceed the male predominance of suicide across all subsets of '

the population as a whole (Ogden, Spector, & Hill, 1970). The age-spe-
cific pattern of suicide among American Indians also is culturally specific
and especially important when considering the adolescent subset of the
population. Contrary to age-specific rates across cultures, which peak in
the 55- to 64-year age range, the suicide rate for American Indians peaks
in the 15- to 24-year age range, at which time the American Indian rate is
several times that of the national rate across cultures (Ogden, et al,
1970). In returning again to the community first described, it can be seen
that the male exclusivity and the age range of the suicide victims were
consistent with these culturally specific patterns of Indian adolescent
suicide.

“Suicide Clustering”

Not only does the series of suicides described reflect the charac-
teristic pattern of adolescent suicide in general and the cultural specificity
of American Indian adolescent suicide in particular, but it also reflects
characteristics of a phenomenon known as “suicide clustering.” Concur-
rent with the increase in the base rate of adolescent suicide has been the
observation of its increasing tendency to occur in clusters (which may be
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considered as a series of suicides approximated in time and place and
etiologically linked with the other suicides in the series; Coleman, 1986).
Since 1966, clusters have been reported among adolescents in geo-
graphically and socioculturally diverse locales across the United States
(Coleman, 1987).

Though much remains to be learned about the phenomenon of
cluster suicides, three important factors are apparent at the present time.
One, the phenomenon appears largely limited to adolescence. Suicide
clusters have not been prominent among older age groups in recent times
(Phillips & Carstensen, 1986). Two, females appear more susceptible to
the effects of clustering than do males. Three, in spite of the usual male
preponderance of completed suicide, females are more likely than males
to successfully commit suicide in the midst of a cluster (Phillips &
Carstensen, 1986).

imitative behavior appears to be a major etiologic link between
serial suicides in a cluster. This process of imitation may be spurred either
by personal knowledge in a small, relatively closed community or by
media coverage across a large segment of the population. Teenage sui-
cides have been reported to increase in number and to cluster after televi-
sion news stories about suicide, television soap opera suicide stories,
television movies that dramatize suicide, and front page newspaper
reports of suicide (Gould & Shaffer, 1986; Phillips, 1979; Phillips, 1982;
Phillips & Carstensen, 1986). Though some recent attempts (Kessler,
Downey, Milavsky, & Stipp, 1988; Phillips & Paight, 1987) have failed to
replicate this early work concerning the link between media coverage and
adolescent suicide, the fact remains well documented that adolescent sui-
cide may cluster following media coverage in certain times, places, and
under certain given circumstances. Clearly, more research is needed to
delineate those specific characteristics of media coverage that fuel the
contagion of adolescent cluster suicide from those that do not.

Many of these characteristics of adolescent cluster suicide were
also observable in the series of suicides first described. The nine suicides
clustered in time over an approximately 7-week period. They clustered in
place, on a geographically remote and isolated Indian reservation of
approximately 6,000 residents. The etiologic link of imitation was present
as well, insofar as all of the suicide victims were young, male and of the
same tribe and chose the same method of suicide. Evaluation posimor-
tem revealed substantial interpersonal connections and interrelatedness
among the victims (Bechtold, 1988).

Developmental Risk Factors

The foundation for the clinical assessment of suicide risk among
adolescents is not complete until developmental risk factors for suicide
have been considered as well. Although suicide is a rare event prior to the
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age of 12, it has been shown that among early adolescents, precocious
physical and intellectual development is a risk factor for suicide. It has
been suggested that conceptual maturity in which death is viewed as per-
manent, final, and irreversible is a developmentally significant antecedent
to suicide. In short, there are data that demonstrate that physical, cogni-
tive, and conceptual immaturity afford some protection against suicide
(Shaffer, 1974). In this vein, as adolescent development progresses, so
also does the risk of suicide.

In later adolescence, two main tasks of development must be
negotiated. The first of these is the formation and consolidation of a sense
of personal identity. Cultural identity is an important component of this
sense of belonging and identification of the child. It is not surprising, then,
that culture transition conflicts such as failing to adhere to traditional ways
of living and traditional religions while also failing to assimilate success-
fully within the dominant culture have been described as risk factors for
Indian adolescent suicide (Berlin, 1987; Rotheram, 1987). Some view
these conflicts between traditional and dominant cultures as an example _
in which a mismatch is established between a youth and the environment |
that has a negative impact on his/her ability to successfully negotiate ado- .
lescent identity issues. §§

The second major task confronting adolescents is that of sepa- §§

ration and emancipation from the family of origin and develcpment of the ?
capacity to live in a self-supporting, productive, and autonomous fashion. ::
Instability of home environment and family relationships frequently have gz
been reported as risk factors for Indian adolescent suicide. These charac- *
teristics may serve as risk factors in a variety of ways. Clearly, they under-
mine an adolescent’s ability to observe and integrate autonomous
functioning from adult role models (Dizmang, Watson, Mays, & Bopp,
1974; Shore, Bopp, Waller, & Dawes, 1972). Similarly, socioeconomic dis-
advantages such as poverty and unemployment may inhibit the develop-
ment of the adolescent as a self-supporting and autonomous individual
(Curlee, 1972; Resnik & Dizmang, 1971). Finally, suicide may be viewed
as an attempt, albeit a pathologic one, on the part of the adolescent to
separate from a dysfunctional family. “Suicidogenic” messages are those
that communicate the sense of the child as a burden and as expendable.
In these circumstances, suicide may be viewed as the response of the
adolescent to the desire of the parents that he or she not exist (Teicher,
1979).

Summary of Risk Factors

Indian adolescent suicide has been conceptualized thus far in
terms of its general demographic profile, culturally specific patterns, and
developmental underpinnings, as well as in terms of the particular charac-
teristics of adolescent cluster suicide. Out of this discussion, a list of risk
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factors for suicide amoeng young people can be developed. While applica-
ble to youth in general, this list is sensitive to culture and equally applica-
ble to Indian youth, insofar as various risk factors may be assigned
differing relative weights across various cultures, as has been discussed.
This list of culturally sensitive risk factors includes the following:

1. Male gender
2. Age greater than 12

3 Physical and intellectual developmental precocity in young adoles-
cents (ages 12to 14)

4. Conceptual maturity regarding death

5. Conceptual familiarity with suicide through the suicide of a family
member or of a peer or through specific media exposure to suicide

6. Substance abuse, depression, antisocial behavior, or any other
psychopathologic condition

7. Previous suicide gestures or attempts
Cultural mismatch between the youth and the environment
9. Suicidogenic messages from family, especially from parents

10.  Family disruption and dysfunction, including parental psychopa-
thology

11, Availability of lethal means, especially firearms

Prevention of Adolescent Suicide

This list suggests numerous applications in the evaluation and
treatment of suicidal Indian youth. Clearly, the first step in tertiary preven-
tion is the assessment of current, overt suicidal ideation. When active ide-
ation is observed, the data suggest that the greater the number of risk
factors present and the stronger their predictive value, the greater the sui-
cide risk of that particular adolescent. Risk factors such as male gender,
advanced age, exposure to/familiarity with the phenomenon of suicide,
and concurrent psychopathology are among the strongest in terms of pre-
dictive value. Equally important is assessment regarding the availability of
lethal means, particularly firearms. Research has shown that reducing
access to the means of suicide can significantly reduce the suicide rate
(Shaffer et al., 1988). Similarly, insofar as teen suicide is frequently an
impulsive act accomplished under the influence of chemical toxins known
to impair impulse control, limitation of access to alcohol and other such
substances might also be expected to prevent youth suicide in certain
cases.
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Secondary preventive interventions are suggested by this list of
risk factors as well. Secondary interventions are those in which risk fac-
tors are treated prior to the emergence of frank symptomatology or in
which the symptomatic individual is treated before the symptomatology
has caused significant suffering and dysfunction. Such conditions as sub-
stance abuse disorders, affective disorders, anxiety disorders, and con-
duct and antisocial behavior disorders have been reported to occur at
high frequencies among cohoris of Indian adolescents (U.S. Congress,
1990). Similarly, high rates of various forms of family disruption and dys-
function have repeatedly been documented among Indian populations.
Included in this category would be such variables as child abuse and
neglect, parent loss through death or abandonment, and parental sub-
stance abuse or other forms of parental psychopathology (U.S. Congress,
1990). All of these individual and family variables already have been
shown to be risk factors for adolescent suicide. It follows, then, that inter-
vention and treatment at the level of these risk factors might serve to
reduce suicide rates among Indian and Native youth.

Primary prevention is aimed at avoiding the development of risk
factors and mitigating the impact of unavoidable environmental stressors.
Toward this end, interventions that foster the normal progression of child- |
hood and adolescent development uncomplicated by substance abuse, ?
psychopathology, or family disruption or dysfunction are rightly consid- i
ered as suicide prevention. So also are those aimed at the development :: *5
of effective coping strategies, stress reduction technigues, and a healthy ]

adaptive capacity. Similarly, the maintenance and intergenerational trans- Eg

mission of traditional Indian/Native ways and values within the broader
context of the dominant culture serves a rale of primary prevention.

At all levels of suicide prevention, community-based interventions
also are applicable and necessary. Minimization of media coverage of sui-
cide, particularly those forms that sensationalize, romanticize, rationalize,
or justify youth suicide are clearly indicated. Communities must establish
clear and nonambivalent moral proscriptions against suicide in which sui-
cide is unequivocally understood to be deviant and pathological. In Indian
communities, these moral proscriptions must be culturally relevant and
consistent with traditional values. As an example, they may be delivered
with maximum meaning and effect when intertwined within a traditional,
Indian/Native religious ceremony and when actively reinforced by tribal
elders.

Conclusion

In closing, it is appropriate to reiterate and emphasize that suicide
among Indian and Native young people is a significant and growing prob-
lem. Further research should be guided by a number of pertinent ques-
tions that have yet to be completely and satisfactorily answered. Do data
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regarding social, demographic, and developmental risk factors for suicide
obtained from a sample of suicide attempters (noncompleters) adequately
predict completed suicide? How may our current understanding of risk
factors be expanded, and which additional risk factors remain to be identi-
fied? Which risk factors have the strongest predictive value for the out-
come of suicide in an at-risk population? What are the specific aspects of
media programming that serve as risk factors for suicide? Conversely, is
there a positive role for the media in terms of suicide prevention? Given
the potentially negative impact of publicity regarding suicide, how does a
community establish unequivocal, moral proscriptions against suicide
without calling undue attention to or focus on the phenomenon of suicide?
Would restriction of access to firearms, the most common means of teen
suicide, reduce adolescent suicide rates? Similarly, would restriction of
access to drugs and alcohol reduce adolescent suicide rates? Can we
delineate generalizable, culturally relevant risk factors for Indian people,
or is Indian culture so heterogeneous that culturally specific risk factors
must be delineated within each subculture (tribe)? Is such tribal-specific
suicide research methodologically feasible, given that it requires an
already low frequency event to be studied in a small population? Can pro-
spective suicide research be designed and implemented, or does the
presence of death as an outcome variable ethically preclude this avenue
of investigation?

While much remains to be learned, gains are presently possible
when the current knowledge bases derived through the study of adoles-
cent development, suicide epidemiology, and the special phenomenon of
adolescent cluster suicide are integrated and applied within a culturally
sensitive and relevant framework. Such has been the model discussed
here. Intervention can occur not only at the individual level but also at the
levels of systems and communities. Furthermore, these interventions
should address not just tertiary issues but primary and secondary ones as
well. Careful application of current and culturally sensitive technology will
result in demonstrable gains, which though apparently small and slow in
coming are directly translatable in terms of human life in the case of sui-
cide among American Indian youth.
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DEPRESSIVE AND SUICIDAL SYMPTOMS IN INDIAN SCHOOL
CHILDREN: FINDINGS FROM THE FLOWER OF TWO SOILS

WILLIAM H. SACK, M.D., MORTON BEISER, M.D.,
GLORIA BAKER-BROWN, M.A., and ROY REDSHIRT, B.S.

A recent review indicates that Indian adolescents have disturb-
ingly high rates of both depression and suicide (Office of Technology
Assessment, 1990). Although a number of known risk factors for white
adolescent suicide have now been defined, their relevance for Indians
has yet to be established (May & Van Winkle, see this issue). Brent,
Kolko, Allan, and Brown (1990) and Kashani, Rosenberg, and Reid
(1989), studying inpatient and community samples of white youth, have
shown that prior depression is a powerful predictor of later suicide. How-
ever, adolescents attempting suicide and those completing suicide are
probably distinct populations, each with its own pattern of risk factors
(Shaffer & Fisher, 1981). Berlin (1986), Shore (1974), and Office of Tech-
nology Assessment (1990) have shown that Indian suicide rates vary
widely by tribe and location. Thus, cultural factors must play some role in
the development of this form of psychopathology.

Given that prior depression is an important risk factor, at least in
adolescent suicide attempters, and that Indian adolescents are at high
risk for affective disorders, suicide attempts, and suicide completion, a
number of obvious questions follow: Are such symptoms also more prev-
alent in Indian latency-aged children than in their white counterparts? If
present, do depressive symptoms persist? Do such symptoms erode the
functional capacities of these children? Do Indian children report more
symptoms of suicidal ideation in latency than white children? These ques-
tions caused us to re-examine for data generated by a large-scale study
entitled the Flower of Two Soils in an attempt to find answers.

Methods

The Flower of Two Soils was an epidemiological study funded by
the National Institute of Mental Health (NIMH) (MH5-R01-MH 36678-04)
and the National Health Research Development Program (Health and
Welfare of Canada) and the W. T. Grant Foundation (563.1179). M.
Beiser, Principal Investigator, focused on the academic performance, cog-
nitive ability, and mental health of Indian children in both the United States
and Canada. Data collection occurred on four reservation/reserve and
several non-Indian comparison sites from 1983 through 1992. The origi-
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nal study design was intended to examine the contribution that emotional
and cognitive factors make to declining academic achievement scores
over time in Indian children (Sack et al. 1987).

The sample consisted initially of 873 children, roughly half of
whom were in Grade 2 and the other half Grade 4, who live in culturally
diverse reservation sites. These children were evaluated at three points in
time (waves) by self-report, parental report, and teacher report. Following
these two cohorts of children allowed us to chart children's progress from
Grades 2 through 6. Study measures include both positive mental health
and culturally relevant variables such as traditionality and psychopathol-
ogy (Beiser, 1989; Beiser, Lancee, Crotowjec, Sack, & Redshirt, in press).
Panels of community members from each locale carefully reviewed the
instrument package and made useful suggestions for deletions, additions,
and revisions.

Table 4-1 lists the sites from which our sample was drawn. Most
major Indian cultural traditions are represented, from the northern wood-
lands in Canada to the desert cultures of the southwestern United States.

Table 4-1
Study Sites, Sample Size, and Attrition Rates
Overall
Attrition % e T2 T
Northern Woodlands | (Manitoba) 24.6% 167 149 126
Northern Woadlands |l (Manitoba) 5.8% 21 23 20
Northern Woodlands Comparison (Manitoba) 20.3% 128 110 102
Plains (South Dakota) 44.2% 249 167 139
Plains Comparison (South Dakota) 28.7% 87 72 62
Coastal (British Columbia) 29.1% 103 91 73
Desert (Arizona) 18.6% 220 1998 179
Total 973 821 701

Table 4-2 depicts the depression scale, derived from the Student
Observation of Self (SOS) instrument, a measure patterned after the
Youth Self-Report Scale (Achenbach & Edelbrook, 1983). Similar depres-
sion scales also were constructed from the parent (Child Assessment by
a Parent, CAP) and teacher report forms (Teacher Interview Form, TIF),
which likewise paralleled the parental and teacher versions of the Child
Behavior Checklist (CBCL) (Achenbach & Edelbrook, 1983). Scales for
conduct disorder, attention deficit disorder, and anxiety disorder were
generated from each of these sources as well. Their psychometric proper-
ties are similar to those of the depression scale summarized in Table 4-2
(Beiser, 1989).

American Indian and Alsska Native Mental Health Fesearch
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Table 4-2
Psychometric Properties of SOS Depression Scale N = 973
ltem Corrected Item/Total Correlation
1. lamunhapppy .35
2. lam cranky and grumpy .37
3. |feellonely .44
4. | feel I'm no good at all 37
5. |feelthatno one loves me .36
6. |think a lot about people getting killed or in accidents .23
7. lfeelbad, as if I've done something wrong .34
8. I'd rather be alone than with cthers .26
9. |feel overtired .27
10. My family would be better off without me 22
11. leryalot .33
Alpha Coefficients
1. Overall .67
2. By sex: Males .61 Females .68
3. Bygrade Gr.2 .66 Gr.4 .70
4, By site:
Plain .73
Desert .56
Northern Woodlands | .49
Plains comparison .75
Northern Woodlands || 74
Northern Woodlands comparison .70
5. By ethnicity

Indian .64 Non-Indian .74

To render the study as culturally relevant as possible, measures
of positive mental health constructs also were developed, notably in
regard to community-mindedness, competitiveness, home atmosphere,
school atmosphere, instrumental competence, and social competence.
Their psychometric properties also have been described previously
(Beiser, 1989).

Extensive demographic developmental and health information
was obtained from an annual parent interview referred to as the “Biode-
mographic Interview.” This interview was conducted in the home by
research assistants hired from the community and trained by project staff.

American Indian and Alsska Native Mental Health Fesearch
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The Biodemographic interview included a stress scale modified after one
developed by Coddington (1972) but adapted for this population.

Finally, in the first year of the study, the Diagnostic Interview
Schedule for Children (DISC) and DISC-P were administered at several
of the sites. The DISC and DISC-P are structured interview protocols
designed to be used by lay interviewers and to generate DSM-III-R diag-
noses. We used the original version of the instrument constructed by
Anthony Costello and his group (Costello, Edelbrook, Duncan, Kalas, &
Klance, 1984). In this paper, only the items from the depression section of
the DISC are reported.

While the focus of the Flower of Two Soils was not on depression
per se, depressive symptomatology was assessed using the above
instruments. Because different numbers of children comprise the samples
described in the tables, the relevant totals are always included in each
table described herein.

Results

Table 4—1 shows the sample size and attrition rates over the three
waves of data, each one year apart, collected at the sites.! Attrition varied
greatly across sites. At the Plains site, for example, the high attrition rate
reflects the fact that families move frequently and often place their chil-
dren in different schools from year to year. For reasons of confidentiality,
no across-site comparisons were done. There are no differences in the
composite scores of self-report, parental report, and teacher report on the
anxiety and depression scales for children who dropped out and those
who remained in the study at wave three. This suggests that the data
from second and third waves are reasonably representative of the total
sample (Beiser, 1990).

Stability of Measures

Symptoms in children are known to be less stable than in adults
and vary greatly with the setting in which they are measured (Young,
O'Brien, Gutterman, & Cohen, 1987). Table 4-3 summarizes the stability
coefficients from year one to year two for the various scales described
above. Scores for the other self-ratings of psychopathology (conduct dis-
order, attention deficit disorder, and anxiety) were as stable as described
for depression. Stability coefficients are a bit higher among older children
as compared to younger and among non-Indian as compared to Indians.

These data suggest that children with depressive symptoms do
not quickly resolve over time.
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Table 4-3
T2 Stability N = 821
SOS (Child Report) Stability Coefficients

Sex Age Ethnicity Average
Boys Girls Gr. 2 Gr.4 Indian  Non-Indian
rchange rchange rchange rchange rchange rchange rchange
|. Psychopathology -
A. Externalizing ?;
1. Conduct Disorder .36 30 38 29 34 ¢ 38 34
2. Attention DeficitHyperactive .36 43 35 44 .35 i 53 .39
B. Internalizing
1. Depression .36 37 .36 41 .34 .40 .38
2. Anxiety .33 s 7 4 ar A1 .235?2 .39 37
Il. Coping !
A. Social Competence .40 .45 35" .50 .38'§o§ .60 42
B. Instrumental Competence .48 33 D 297 .52 .34 ;
HI. Cultural ;
A. Community-Mindedness .34 .30 .26" 39 .28 I* .34 .32
B. Competitiveness i i i .50 43 D™ 35 .39 D™ 42 D* .42 D**
IV. Other
A. Class Atmosphere .32 .24 187 .39 .24 .48 .28
B. Home Atmosphere 27 .29 27 .40 297 511" .33

N3HATIHO T00HOS NYIANI

*p<.05 ""p<.005 " p<.001 D =decrease |=increase
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Figure 4—1
Self-rated Depression

(508)

N = 633

LEGEND

Hative Male

Depressicn on scale from1to 3

Halive Female

155 ¥ = Hon-Hative Female

Grade

Significant main effects for gender, ethnicity, and age are evident.
Girls reported more depressive symptoms than boys (£ (1,467) = 7.42, p
< .001). Symptoms tend to decline with age, as children in Grade 2 exhibit
F higher rates than those in Grade 4 (F (1,467) = 5.72, p = .017).
Although there were no significant interaction effects, examination of the
curves suggests that the decline with age is marked among non-Indian
children, while scores tend to remain more consistent among Indian chil-
dren. By Grade 6, scores for Indian children (both boys and girls)
approach those of non-Indian girls.

When teacher ratings (TIFs) on these children are examined, an
almost opposite profile emerges, as shown in Figure 4-2. Teachers per-
ceive boys to be more depressed than girls (F (1,414) = 5.18, p< .03) and
Indian children to be more depressed than non-Indians (F (1,414) = 4.08,
p < .05). There is evidence of a halo effect. Correlations between teacher
ratings of conduct disorder symptoms and anxiety symptoms (constructs
that one would not expect to be highly correlated) were twice as high on
the TIF as they were on the CAP. This suggests that teachers tend to rate
students as all positive or all negative more often than parents.

Finally, the parents' ratings of their children's depressive symp-
toms show a more complex picture that is intermediate in configuration to
the self-report and teacher report. Here a significant interaction effect
between ethnicity and gender (F (1,2978 = 7.33, p < .005) is apparent.
That is, parents report that non-Indian females show more depressive
symptoms than non-Indian males, while Indian males are rated as more
depressed than Indian females.
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Figure 4-2
Teacher-rated Depression

(TIF)
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Figure 4-3
Parent-rated Depression

(CAP)
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Table 4-4
Persistent Depression
e plevel
Sex 6.6 0.01

Background Factors: Parent
Biglogical mother is primary car- -3.9 0.01
egiver
Mother did not breast feed -24 0.035
Mother went to a boarding school -2.88 0.005
Hospitalization of a parent -2.6 0.01
Complications during pregnancy —-2.07 0.046
Problems with alcohol during pregnancy —2.48 0.02
Father went to a boarding school -3.20 0.002
Change in father's job — less time athome —4.43 0.000
Home Atmosphere Scale: W, -2.2 0.04

W, -2.32 0.03

W, —2.24 0.03
Stress Scale:
Number of stressful events in 3.18 0.002
period preceding Wave 2
Total stressful events across all 3 waves 3.19 0.002
Death of subject's pal 3.25 0.002
Child hospitalized 2.38 0.002

Predictors of Depressive Symptoms

Which developmental, family, and stress variables predict
depressive symptoms in this sample? Ninety-nine children (13% of the
sample) scored in the top 20% on two of the three SOS ratings. This
group was labeled as a “persistently depressed” subsample. A univariate
analysis of variance was then performed on a range of factors that might
potentially relate to depression. Table 4-5 summarizes those variables
that correlated at a significance of at least p = 0.05 with assignment to this
“persistently depressed” subsample. (The hazard of Type 1 errors is a
real threat to this kind of analysis, but the preliminary and exploratory
nature of the process was felt to justify its use.)

A logistic regression analysis was then performed. Only two vari-
ables were significant at the 0.05 level of significance: low scores on the
home atmosphere scale and failing a grade at school on the stressor
scale (two-tailed test). These variables accounted for only 7% of the
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Table 4-5
Functional Correlates of Persistently Depressed Children Versus
Nondepressed Children N = 585

Depressed Nondepressed

Teacher's ratings of instrumental competence A 2.90
over 3 waves

Y2 =7.40, p=<0.01

Teacher's rating of social competence over 2.98" 3.09
3 waves

“X2=8.41,p=<.03

variance. Such findings suggest that depressive symptoms at this age are
multiplicatively determined and seem to include themes of loss, failure,
and aversive home circumstance. No particular pattern predominates. It
also should be peinted out that the causal direction of these relationships
is not established by this kind of analysis.

Functional Correlates of Depressive Symptoms

Do persistently depressed children show evidence of poorer func-
tional status than those who report fewer symptoms or for shorter dura-
tion? This questicn was examined by looking at how teachers rated the
social and instrumental competence of students who scored as persis-
tently depressed on the SOS. The results are shown in Table 6.

Teachers rated persistently depressed children lower than the
nondepressed group in both spheres.

Finally, in addition to symptoms of depression, the extent to which
latency-age children experience suicidal thoughts and feelings was
sought as well. The information obtained in regard to this issue derives
from the SOS and the DISC. The latter was administered at wave one on
two of the reservation sites and one comparison site. The SOS asks the
child to indicate the extent to which he/she has had the following thought:
“| think about killing myself." A significantly greater percentage of Indian
than non-Indian children endorsed this item (see Table 4-6).

To the DISC interview question, “Do you think life is not worth liv-
ing?” 20% of the Indian sample endorsed this question “sometimes” or
“often.” The questions concerning suicidal thoughts or attempts on the
DISC protocol were not asked at the comparison site because of the anx-
iety of the lay interviewers, who refused to pose such questions. As
shown in Table 46, 4% of Indian children indicated they had suicidal
thoughts, but less than 1% (0.7%) indicated they had actually attempted
suicide.
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Table 4-6
DISC Depression and Suicide Items by Ethnicity
Indian Non-Indian

A.S0OS
| think about killing myself 109/515 35171

X2 =8.02, p=.005
B. DISC
Do you think life is not worth living? 65/313 0/44

X2 =98, p=.002
Have you thought about Killing yourself? 12/296 =
Have you tried to kill yourself? 2/296 —

Discussion

It is important to distinguish children with depressive symptoms
from those with clinical depression as defined by either DSM-IIl or DSM-
IlI-R. The focus of this paper has been on the former. Data from the year-
one administration of the DISC at several reservation sites yielded a diag-
nosis of clinical depression below 1%, a prevalence rate compatible with
other studies in white populations, which typically varies from 1 to 3%
(Fleming & Offord, 1990).

Since Indian adolescents have been shown to have high rates of
depression (Ackerson, Dick, Manson, & Bardn, 1990), suicidal attempts
(Grossman, Milligan, & Dayo, 1990), and completed suicides (May & Van
Winkle, see this volume), one might also expect higher rates of depres-
sive symptoms in the latency-age group. This was not borne out. White
females exhibited the highest rates of self-reported depressive symp-
toms, which then dropped with increasing age. Since most other studies
of depression in white children have not used a longitudinal design, it is
difficult to compare these findings with those. Using a cross-sectional
design, Kashani et al. (1989) found no differences in rates of depressed
children between 8 and 12 years of age in a sample of white children from
Missouri.

The aforementioned findings are not as reassuring as they might
seem at first, since several suicidal items were consistently endorsed by
some Indian children. That 20% of the Indian children endorsed (either
“sometimes” or “often”) the item “Life is not worth living” is a sobering pre-
liminary finding that needs to be explored and confirmed by subsequent
studies. This work suggests that Indian children evidence less depressive
symptoms but more suicidal thoughts than do similar white children.
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Most reports describe an increase in the prevalence of depres-
sion from childhood to adolescence (Fleming & Offord, 1990). In Figure 1,
the slopes of the curves for the self-report data from the SOS suggest that
rates of depressive symptoms for Indian children may overtake the rates
of their white counterparts with age. This trend will be examined more
closely with follow-up data collected from one Indian sample at the Plains
reservation site in 1991.

Teachers rated students very differently than students rated
themselves. Measurement problems continue to plague this area of
inquiry, as a variety of self-report and interview instruments have been
used by investigators over the past decade (Fleming & Offord, 1990).
Many previous studies have shown wide variance between teacher, par-
ent, and student self-report, regardless of the parameter studied (Young
et al., 1987). Angold (1988) has noted that the borders of clinical depres-
sion, as opposed to unhappiness, remain fuzzy and uncertain, with the
result that great differences in the reported rates of depression are found
from studies that employ different instruments and criteria. More recently,
Nurcombe and associates (1989) challenged the meaning and utility of
diagnosing depression in this age group. Their data suggest that depres-
sion is a continuous spectrum of symptoms rather than a diagnostic entity
per se in the latency period.

This data suggest that teachers might not be particularly good
case finders when it comes to selecting children with depressive symp-
toms for additional assistance. Depressive symptoms during this develop-
mental stage tend to remain hidden from the significant adults in the
child's life. Yet it also is apparent that persistently depressive symptoms in
these children are related strongly to how teachers rate such children in
terms of their social and academic skills. Thus, future efforts at improving
the education of Indian children will need to consider the less obvious
consequences of depression that may plague this group of children.

Despite the lack of diagnostic consistency noted in the literature,
this study suggests that depressive symptoms are not transient. The per-
sistence of depressive symptoms also has been noted in a Dutch epide-
miologic study using the CBCL (Verlhulst, Akkerkius, & Althaus, 1985). In
a study of early adolescents, Garrison, Jackson, Marsteller, and McK-
oewn (1990) found that the best predictor of subsequent scores on the
Center for Epidemiologic Studies Depression Scale (CES-D) is the previ-
ous year's score.

The univariate and logistic regression analysis conducted in this
study yielded a variety of risk factors that resemble those reported in the
literature for depressed children and adolescents. Numerous studies
have shown family dysfunction and stressful life events to be associated
with depressive symptoms (Fleming & Offord, 1990). The Home Atmo-
sphere Scale (as reported by the child) was the most potent (if modest)
predictor of depressive symptoms in our study (see Table 4). A multiplicity
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of other variables associated with persistently depressed children sug-
gests themes of loss, low self-esteem, stress, and family dysfunction. A
great deal of shared variance among these variables precludes the identi-
fication of more specific predictors in the study.

Finally, this study's findings in regard to suicidal symptoms are
presented as preliminary. Future efforts should seek to provide more
definitive prevalence rates for such symptoms in this age group. Data on
suicidal ideation from the Flower of Two Soils includes only two reserva-
tion sites (one Canadian and one American). The overall prevalence of
4% of Indian children endorsing suicidal thoughts i.e., “Have you thought
of killing yourself?” in this study is consistent with other studies in the liter-
ature, which range from 2% to 12% (Pfeffer, 1986).

Conclusion

The Flower of Two Soils epidemiologic study examined the rela-
tionships among cognition, academic achievement, and psychosocial
variables in culturally varied groups of Indian children from five reserva-
tions and non-Indian children from adjacent locales (Beiser, 1990). This
investigation included measures of depressive symptoms as noted by
parents, teachers, and students themselves. Two cohorts of children were
followed for 3 years, yielding data that spans Grades 2 through 6.

Self-reports of depressive symptoms in Indian children actually
were lower than those among their white counterparts. However, this pat-
tern appears to reverse as they enter puberty and adolescence. Even
though the overall rates of depressive symptoms were lower in Indian
children, a subsample of Indian children consistently endorsed suicidal
items at high rates.

Symptoms of depression were rated quite differently by parents,
teachers, and the students themselves. Teachers' ratings appeared to be
influenced by halo effects. Depressive symptoms tend to persist over
time, despite greater reporter variance.

Risk factors for depressive symptoms at this age appear to be
multifaceted and nonspecific. They include loss, stress, family dysfunc-
tion, and low self-esteem and resemble those previously reported in stud-
ies of white adolescents.
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Notes

T Sites are referred to as only in.their general geographic and cul-
tural identity in order to preserve confidentiality.

Discussion

Dr. Berlin: One of the issues when talking about cluster suicides is,
What does the community and the local school do with what is happen-
ing? It's very clear that the school can take an active role. It can actually
identify some of the youths who seem to be vulnerable. Another critical
factor is the reverberating role of modeling. There aren't very many adults
for the adolescent to identify with. The thing we hear over and over on

various reservations is, “What is an effective adult Indian?”

Another developmental issue is the socialization process in
latency-age groups. It becomes important for the child to begin to make
friends and to learn how to negotiate his/her way In the world of their own
peers. Peer group influence in the adolescent society is critical.
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Dr. Shaffer: | want to discuss the controversial media studies. The oppor-
tunity to study media effects in a systematic fashion arose during the
height of concern about suicide prevention. We studied four TV network
docudramas about adolescent suicide that were all released over a 3-
month period. They were shown once only during the period under study
on well-recorded dates and times. We were, therefore, able to accurately
date and time an exposure by a large population to a particular stimulus.

Three of the four films were immediately followed by a statistically
significant increase in suicidal deaths compared to the same period of
time in previous years. There was a parallel increase in suicide attempts
referred to an emergency room. When these findings were written up,
they generated a lot of publicity. A replicative study was undertaken on
statewide data by another investigator who had also been an advisor to
one of the programs in question. This study failed to replicate our findings.
That led us to undertake an additional replication in different geographic
areas, where we obtained a partial replication. An explanation for the par-
tial replications could be that there is a dose/response relationship
between media exposure and imitative suicide. The broadcasts that we
studied were given different emphases and different levels of publicity in
different regions and, therefore, represented a range of doses. Our inabil-
ity to obtain a perfect replication does not rule out a media effect.

| would like to move to the question of cultural differences in the
incidence of youth suicide. There are several possible explanations for
these. First, a society may have some cultural attribute that promotes sui-
cide. Cultural attributes are, by definition, shared by a large proportion of
a culture. Because suicide is rare in all countries and cultures, one must
assume that if there is a culture-specific enhancing effect, it must still
operate by facilitating suicide in at-risk individuals rather than operating
on its own. Otherwise, the suicide rate would be much higher.

The second possibility is that a culture fails to inhibit suicide. For
example, it could be that certain cultures view suicide as a sign of insanity
or cowardice. These values would likely deter a suicidal person at the
time of despair. If those proscriptions were not present, it would be easier
for that person to commit suicide.

A third possibility is that a culture neither praises nor denigrates
suicide. However, there is a confound between culture and geography,
and if within a particular geographical area, suicide has become quite
prevalent, the increased prevalence sustains itself. This would be
because having an acguaintance who has attempted or completed sui-
cide itself increases suicide risk and, by definition, in an area of high inci-
dence, there are more people who have completed or attempted suicide
to know.

The importance of these variations in suicide incidence regard-
less of whether they are culturally or geographically determined is that
belief systems and exposure to suicide are likely to influence suicidal
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behavior in ways that we do not yet understand. This means that we must
think very carefully about what we say about suicide to young people.

| personally believe that we should be very open about the rela-
tionship between mental disturbance and the distortions of perception
and understanding that are the essence of mental illness and suicidal
behavior. This will help us to avoid describing suicide in terms that might
encourage admiration or imitation.

Addressing Dr. Sack's and Morley Beiser's findings, it seems to
me that the main thing is, you find more depression in the non-Indian than
in the Indian population. You know, our studies certainly suggest that
depression, at least as defined by DSM-IIl and DSM-III-R, is not the major
risk factor for suicide. | don't think it's an inconsistent finding. | do think
that there are big problems with scales most commonly used in measur-
ing depression. Transient moments of depression are so common in ado-
lescents and may actually mean so little that it's just a very difficult area to
deal with using these kinds of measures. It has to be tethered to some
measure of impairment before you know whether you're obtaining mean-
ingful data.

Dr. Guilmet: If you try to think of culture as cognitive, you can start think-
ing in terms of relations between shared value structures and the individ-
ual. You also need to think about cognitive dissonance. Another way you
can conceptualize the culture concept is to look at just plain modeling
behavior. Can one conceptualize culture just as modeling behavior? That
could work with regards to the cohort modeling phenomenon.

If we define culture in terms of values, one must consider how a
particular belief influences an individual's behavior. We can be environ-
mentalists and still pollute things. We can be religious and not act reli-
giously.

| think of suicide as a symbolic act. How does the culture define
that symbolic act? Is it negative or positive? What does it mean? What's
the meaning of that act? Lastly, is it possible that there's a level of anger
that can be directed inwardly or outwardly? Can culture shape how we
direct anger, thereby influencing suicide and homicide rates?

Dr. Shaffer: The evidence is against that. It looks as if most suicide vic-
tims are both aggressive to others and to themselves.

Dr. Berlin: Addressing the issue you raised that suicide is a variable of
mental iliness, there is in certain Indian reservations a high rate of mental
illness. One could therefore postulate that suicide is simply one of the
variables.

Dr. Shaffer: If it reflects a high base rate of that risk factor, yes.
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