
ORIGINAL REPORTS: PUBLIC HEALTH

UNDERSTANDING SUICIDE ATTEMPTS AMONG AMERICAN INDIAN ADOLESCENTS

IN NEW MEXICO: MODIFIABLE FACTORS RELATED TO RISK AND RESILIENCY

Objective: To examine correlates of suicide

attempts among American Indian adolescents

living on reservations in New Mexico.

Design: Cross-sectional

Participants: American Indian adolescents

attending school in New Mexico, grades 6 to

12.

Main Outcome Measures: Data from the

Search Institute Profiles of Student Life Atti-

tudes and Behaviors survey related to suicide

attempts and student assets and risk behaviors.

Hypothesized predictor variables derived from

39 survey questions were tested against one

outcome variable relating to prior suicide

attempts.

Results: Of 690 American Indian students

included in the study, 24.2% indicated having

attempted suicide one or more times in their

lives. Salient assets included having neighbors

who cared about them, adults who made them

feel important, and having friends who did

well in school. Notable risk factors were feeling

depressed, drug and alcohol use, and having

been the victim of violence.

Conclusions: Adolescent suicide continues to

be a major concern for American Indians. A

focus on strengthening parent-child relation-

ships and community support for families may

increase resiliency among youth at risk. (Ethn

Dis. 2006;16:435–442)
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INTRODUCTION

Morbidity and mortality data reflect

an array of health disparities for Amer-

ican Indians and Alaska Natives, in-

cluding many preventable conditions

such as diabetes, alcoholism, and in-

juries.1 Contributing to these disparities

among a population that is underedu-

cated, underemployed, and dispropor-

tionately poor2 is a comparatively lower

health status, lower life expectancy, and

per capita healthcare spending that is

less than half that for the general

population.3,4 While the type of health

disparities experienced by American

Indians and Alaska Native populations

has changed over time, the underlying

inequalities have not. Today, chronic

disease, unintentional and intentional

injury, and unhealthy behaviors are as

destructive as infectious diseases were

a half century ago.3

Youth suicide exemplifies the con-

sequences of health disparities among

American Indians and Alaska Natives

relative to the overall US population.5

Although the overall rate of suicide

among youth in the general population

has declined slowly since 1992,6 rates

for American Indians ,20 years of age

are still more than twice the national

average of 2.3 per 100,000 with an age

adjusted rate of 4.8 per 100,000. Of

particular concern is the high suicide

rate among American Indian and Alaska

Native youth between 15 and 24 years

of age, with a 2002 age-adjusted rate of

17.9 compared to 6.8 for Hispanic,

11.4 for non-Hispanic White, 6.4 for

Black, and 5.2 for Asian youth.7

Alarmingly, while youth suicide rates

have remained stable for the US

population as a whole, the trend among

American Indian children is less clear,

with the highest suicide rate for those

,20 years of age recorded in 2001 (5.5/

100,000).8

Often underlying the statistics for

American Indians are assumptions

about risk and protective factors based

on research among the general popula-

tion. These assumptions, however, may

not generalize to American Indians and

may not identify factors unique to

Indian people. For example, more than

for other populations, American Indian

suicide disproportionately involves

young males,9,10 violent methods,9–12

and alcohol.10–13 Additionally, Ameri-

can Indian suicides, particularly among

children, tend to occur in clusters.10,12–14

Acculturation, traditionalism, cultural

disruption, and historical trauma have

disrupted families and communities
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,20 years of age are still

more than twice the national

average of 2.3 per 100,000

with an age adjusted rate of

4.8 per 100,000.
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intergenerationally and may be linked to

the high rate of suicidal behaviors in

some American Indian populations.15–19

American Indian/Alaska Native youth

suicide has been of concern and a focus

of study since the 1960s.20,21 In recent

years, studies using data from the 1990

Indian Adolescent Health Survey (IAHS)

have substantially contributed to knowl-

edge of American Indian and Alaska

Native youth suicide and other health

issues.22 Conducted between 1988 and

1990, this survey included 13,454

American Indian youth from eight states.

The IAHS-based research has identified

rates of attempted suicide, related phys-

ical and mental health issues, risk and

protective factors, and correlations be-

tween suicide and other behaviors.23–26

Although much has been learned about

risk and protective factors specific to

Indian children from these studies and

others, rates are still high, and few tribal

health programs have developed effec-

tive, long-term preventive interven-

tions.12,27–29

Many of these earlier studies looked

primarily at individual risk behaviors,

household characteristics, and peer in-

teraction. Most did not specifically

examine the role of the family, extended

family, and community, although

Grossman et al23 found ‘‘extreme alien-

ation from family and community’’ to

be strongly associated with a history of

suicide attempts.

In 2000, a new source of data

became available with a survey of

.10,000 New Mexico school children

that included large subgroups of Amer-

ican Indian, Hispanic, and non-Hispan-

ic White youth. More than 900 survey

participants self-identified as American

Indian. Further, the study contained

variables relating to individual, peer,

family, and community factors. These

data formed the base of the present

study, allowing researchers to examine

known factors in greater depth and

probe other issues such as community-

level influences on youth suicide at-

tempts. For the purpose of this study,

the term ‘‘community factors’’ refers to

those factors in the child’s environment

that exist outside the family.

We used data from the New Mexico

school survey to examine correlates of

suicide attempts among American Indi-

an adolescents living on reservations in

New Mexico. We hypothesized that risk

factors would include feelings of sadness

or purposelessness and exposure to

alcohol and drugs, and that protective

factors would include having family

rules/structure; positive relationships

with friends, family, neighbors, and

other members of the tribal community;

participation in structured activities;

and positive attitudes and values.

METHODS

In 1998–1999, the New Mexico

Department of Health elected to use the

Search Institute Profiles of Student Life

Attitudes and Behaviors survey in lieu of

the Centers for Disease Control and

Prevention Youth Risk Behavior Survey

(YRBS) to identify developmental assets

reported by New Mexico students in

grades 6–12. This 156-item survey was

self-administered, with most responses

using ordinal scales with 5–10 cate-

gories. Participation by schools and by

individual students was voluntary. No

identifiers were recorded on the surveys,

and data are presented only in the

aggregate to protect confidentiality. Of

10,914 students responding, 690 self-

identified as American Indian and also

as living on an American Indian

reservation. Information regarding trib-

al affiliation or type of school was not

collected. The results below are based

on this sample.

As our study used an existing

dataset, we examined the survey ques-

tions to frame our hypotheses. Of the

156 survey items, we selected a subset of

42 questions related to individual

student behaviors and family and com-

munity factors that would permit test-

ing our hypotheses. Hypotheses were

based on relationships identified in

prior research and on the experiences

of the authors. One question related to

suicide attempt history, two collected

demographic variables (age and sex),

and 39 related to reported risk behaviors

and hypothesized protective factors.

Although other survey questions might

have contributed additional informa-

tion, we limited the number of variables

examined to minimize the possibility of

type 1 errors.

The one survey question on suicide

was: ‘‘Have you ever tried to kill

yourself?’’ with four possible responses:

No; Yes – once; Yes – twice; Yes – more

than two times. For all bivariate and

multivariate analyses, responses were

grouped dichotomously: never having

attempted suicide versus ever having

attempted suicide. Predictor variables,

ie, measures of student assets and risk

behaviors, were either recoded numeri-

cally based on the ordinal responses or,

as with the suicide variable, were di-

chotomously coded into the presence or

absence of an asset or behavior (eg,

cocaine use – ever/never). A subset of

predictor variables, ie, those significant-

ly or nearly significantly related to the

outcome variable, is presented in

Table 1.

Statistical Methods
Relationships between binary pre-

dictor variables and suicide attempt

used the chi-square test of proportions.

Relationships involving ordinal predic-

tor variables used the chi-square test for

trend or logistic regression. A type 1

error rate of .05 was used to determine

significance.

A multivariate model was created by

using reverse stepwise logistic regression.

All variables found to be significant

(P,.05) or marginally significant

(P,.10) in bivariate analyses were in-

cluded in the original model. Variables

were removed from the model by using

criteria based on significance and good-

ness-of-fit-test results (using deviance

residuals). The final model included all
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variables found to be significant in the

presence of other variables and variables

whose removal substantially changed the

results of the goodness-of-fit test.

RESULTS

Of 690 students included in the

study, 24.2% indicated having at-

tempted suicide one or more times in

their lives: 14.3% reported one attempt,

3.8% reported two attempts, and 6.1%

reported more than two attempts.

Table 1 shows variables (other than

demographic) found to be at least

marginally significant in bivariate anal-

yses and their statistical significance

with respect to suicide attempt history.

Also listed in Table 1 is the protective

factor for each variable (ie, the response

shown to be associated with a lower

prevalence of suicide attempts) and its

prevalence in the sample.

Demographic Variables
A history of suicide attempts was

more common among female (29.6%)

than male (17.6%) students (odds ratio

[OR] 2.0, 95% confidence interval [CI]

1.3–2.9). Age was not significantly

related to suicide attempts (P5.098),

nor was a trend apparent with in-

creasing age. Among 11- to 12-year-

olds, 23.6% reported a suicide attempt;

the rate among 18- to 19-year-olds was

22.8%.

Table 1. Factors related to suicide attempt history

Variables Bivariate P value Protective Factor (binary)
Prevalence of

Protective Factor

Variables related to family structure/function
Ever physically harmed/injured by household member .0001 No family physical violence 68.8%
Lives in one-parent or two parent family .032 Living with two parents 64.4%
Number times family eats dinner together per week .024 Eating together 4+ times per week 64.2%
Talking to parents about topics such as sex, alcohol,

drugs
.023 Willing to talk to parents 55.4%

Variables concerning relationships
Frequency of violence victimization during past two

years
.0001 No assaults in past two years 70.4%

Staying away from people who would get child in trouble .0073 Avoiding such people 40.0%
Close friends get in trouble in school .023 Few or no friends get into trouble 58.2%
Close friends do well in school .036 Some or all friends do well in school 72.0%
Having many neighbors who care about child .0032 Neighbors care 54.8%
Adults in community make child feel important .0001 Feeling important 68.2%
Child feels like they matter to people in community .026 Child feels he/she matters 57.5%
Neighbors tell parents about misbehavior .068 Having neighbors who will tell 66.5%
Knowing adults who do things that are wrong or

dangerous
.027 Not knowing any such adults 51.4%

Variables related to structured activities
Frequency of spending evenings out with friends without

anything in particular to do
.046 One or fewer nights/week 38.9%

Variables related to attitudes and feelings
How often felt sad/depressed during the past month .0001 No occurences of feeling sad/depressed 21.8%
Feeling like sometimes child’s life has no purpose .0001 Never feeling like life has no purpose 63.4%
Optimism about life as an adult .0007 Belief that adult life will be good 92.7%
Control over the things that will happen in life .063 Feeling some control over what happens 50.7%

Variables related to alcohol and drugs
Frequency of cocaine use in past year .0001 Never using cocaine 89.6%
Frequency of marijuana use in past year .0001 Never using marijuana 52.5%
Frequency of inhalant use in past year .0001 Never using inhalants 81.7%
Frequency of cigarette use in past year .0001 Smoking two or fewer cigarettes 63.6%
Values about their own alcohol drinking as teenagers .0009 Being against drinking 57.4%
Frequency of alcohol use in past year .0002 Drinking on two or fewer occasions 60.2%
Number of close friends who drink alcohol weekly .0013 Having no close friends who drink

alcohol
40.9%

Number of close friends who have used drugs .0001 Having no close friends who use drugs 36.4%
Frequency of attending parties where minors were

drinking in past year
.0014 Attending no such parties 36.4%

Frequency of driving after drinking alcohol in past year .0002 No occasions of drinking and driving 76.9%
Frequency of being a passenger in a vehicle whose driver

had been drinking
.0086 Never being such a passenger 45.0%
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Family Structure/Function
Six questions concerned family

structure and function; four were sig-

nificantly associated with suicide at-

tempts. Of these, the strongest risk

factor was being a victim of physical

violence at home. Among adolescents

who reported ever being assaulted by

someone in their family or someone

living with them (31.2%), one third

(34.9%) had attempted suicide, con-

trasted with 19.2% among children who

never experienced this type of violence

(OR 2.2, 95% CI 1.5–3.3). Being from

a single-parent family was also a risk

factor, with suicide attempts reported

more frequently by children of one-

parent (29.3%) than two-parent families

(21.7%) (OR 1.5, 95% CI 1.03–2.2).

Eating together as a family was

a significant protective factor. Suicide

attempts were 52% less likely among

children who reported eating together

four or more times per week than

among children who ate together with

their family less frequently (OR .66,

95% CI .46–.96). Additionally, adoles-

cents who said they would talk to their

parents about important concerns such

as sex and substance use were less likely

to report attempting suicide (20.9%)

than students who would not talk to

their parents about such topics (29.2%)

(OR .64, 95% CI .43–.96). Two other

hypothesized protective factors: ‘‘having

family rules guiding behavior’’ and

‘‘parental attention to how adolescents

spend their time’’ were not significantly

associated with suicide attempts.

Interpersonal Relationships
Fifteen questions from the survey

related to interpersonal relationships

and risk for suicide attempts. Of this

group of questions, two hypothesized

risk factors and six protective factors

were significantly related to suicide

attempts. One additional protective

factor was marginally significant. The

number of times the respondent re-

ported being injured by physical vio-

lence in the previous two years was

a significant risk factor for suicide

attempts (chi-square test for trend

P5.0001). More than half (55.9%) of

adolescents who reported having been

assaulted at least four times had

attempted suicide, resulting in a suicide

attempt likelihood that was six times

that of youth who reported no such

assaults (OR 6.0, 95% CI 2.8–12.9).

Three of the 15 questions addressed

interactions with peers. Avoiding people

in general who might get them in trouble

was protective for adolescents (OR .56,

95% CI .36–.88), as was having few

friends who got into trouble at school (OR

.67, 95% CI .46–.96). Having friends

who did well in school was protective for

suicide attempts. Suicide rates were lower

among children who reported that some,

most, or all of their friends did well in

school (22.2%) than children who had no

or few friends who did well (29.8%) (OR

.67, 95% CI .45–.99).

Six of the 15 questions were specific

to relationships with neighbors and

adults in the community. Adolescents

who felt that a lot of people in their

neighborhoods cared about them were

significantly less likely to report suicide

attempts (18.3%) than those who did

not feel cared about (30.8%) (OR .50,

95% CI .31–.82). Similarly, youth who

reported that adults in their community

made them feel important (OR .33,

95% CI .20–.55) or that they mattered

to people in their community (OR .58,

95% CI .34–.97) had lower rates of

suicide attempts than other children.

Students who thought that neighbors

would report their misbehaviors to their

parents were somewhat less likely to

report suicide attempts than other

respondents (OR .68, 95% CI .44–

1.05). Suicide rates were not related to

students’ perceptions of whether adults

cared about individuals in their age

group in general. Suicide attempts were

also unrelated to whether respondents

felt they had chances to help make their

community a better place to live.

Additionally, five questions asked

students how many adults in general

they had known for two or more years

with various characteristics. Only one

variable in this group was significant:

knowing one or more adults who do

things that are wrong or dangerous was

associated with higher rates of suicide

attempts (27.9%) than not knowing any

such adults (20.7%) (OR 1.5, 95% CI

1.03–2.2). Knowing adults who spend

a lot of time helping others was non-

significantly protective relative to know-

ing only one or no such adults (OR .78,

95% CI .54–1.1). Suicide attempts were

not related to the number of adults

students looked forward to spending

time with, who gave them encourage-

ment, or who talked with them at least

monthly.

Structured Activities
Participation in structured activities

was hypothesized to be protective with

respect to suicide attempts. Of three

questions related to how adolescents

spent their time, only one was signifi-

cant: spending unstructured time with

friends in the evening (P5.046). Stu-

dents who, on average, spent two or

more evenings per week out with friends

just ‘‘hanging out’’ were 45% more

likely to report suicide attempts than

those who spent less unstructured time

with friends at night (OR 1.45, 95% CI

.99–2.1). Spending time in team sports

or other structured activities such as

music lessons and drama were not

significantly related to a history of

attempting suicide.

Attitudes and Feelings
Four survey questions concerned

students’ attitudes and feelings related

to depression, optimism about the

future, and their ability to control their

lives. Three of these questions were

strongly and significantly correlated

with a history of suicide attempts. The

relationship between a history of suicide

attempts and the frequency of feeling

sad or depressed in the previous month

was approximately linear (chi-square

test for trend P,.0001). Approximately
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half (50.4%) of youth who felt sad/

depressed all or most of the time in the

preceding month had attempted suicide

one or more times; among those who

reported not feeling sad or depressed at

all during the preceding month, less

than 1 in 10 (9.3%) reported one or

more suicide attempts (OR 9.9, 95% CI

4.9–20.3). Feeling that sometimes life

has no purpose was the strongest of all

risk and protective factors. Approxi-

mately half of adolescents who agreed

with the statement (48.6%) reported

having attempted suicide; among those

who did not agree with the statement,

only 7.2% had a history of one or more

suicide attempts (OR 12.3, 95% CI

7.2–21.2). Optimism about the future

was strongly protective; children who

felt sure they would have good lives as

adults had less than one third the

likelihood of a prior suicide attempt as

children who did not feel such opti-

mism (OR .31, 95% CI .15–.67).

Students who felt they had control over

what happened to them were less likely

to report suicide attempts (20.2%) than

students who did not feel this way

(27.3%), but the relationship was only

marginally significant (OR .67, 95% CI

.44–1.04).

Variables Related to Alcohol and
Drug Use and Exposure

Of 11 questions concerning alcohol

and drugs, only one was not strongly

and significantly associated with suicide

attempt history. The most powerful

predictors of suicide attempts were

adolescents’ own reported substance

use. Youths who reported using cocaine

during the previous year were nearly

three times as likely to report one or

more suicide attempts (44.4%) as

youths who did not report cocaine use

(21.8%) (OR 2.9, 95% CI 1.7–4.9).

Any marijuana use in the preceding

12 months increased the likelihood of

suicide attempt by more than 100%

(OR 2.4, 95% CI 1.6–3.4). Inhalant

use showed a dose-response effect, with

increasing frequency of use in the prior

year associated with increasing suicide

attempt prevalence (chi-square test for

trend P,.0001). More than two thirds

(68.8%) of children reporting use of

inhalants $10 times in the preceding

year had attempted suicide, contrasted

with 19.7% of children reporting no

inhalant use (OR 9.0, 95% CI 2.8–

33.5). Cigarette smoking was also

associated with suicide attempts; ado-

lescents who had smoked three or more

cigarettes in the past year had three

times the likelihood of one or more

suicide attempts (38.0%) than students

who smoked less (16.5%) (OR 3.1,

95% CI 2.1–4.5).

Adolescents’ values regarding drink-

ing as a teenager, personal use of

alcohol, and number of friends who

use alcohol or drugs were each associ-

ated with suicide attempts. Students

who reported values against drinking as

teens had half the likelihood of suicide

attempts as children with contrasting

values (OR .49, 95% CI .31–.76).

Similarly, reported use of alcohol three

or more times in the prior year nearly

doubled the likelihood of a history of

suicide attempts (OR 1.9, 95% CI 1.3–

2.8). Having close friends who drank

alcohol at least once a week was a risk

factor for suicide attempts. Of youth

who reported that some, most, or all of

their friends drank alcohol weekly,

31.0% reported a suicide attempt, while

those with few or no such friends were

less likely to report an attempt (25.2%

and 18.4%, respectively) (chi-square test

for trend P5.0013). Similarly, children

who reported that some, most, or all of

their friends had used drugs at some

point were more likely to report a suicide

attempt (32.8%) than those reporting

that few or none of their friends used

drugs (24.3% and 15.3%, respectively)

(chi-square test for trend P5.0001).

Other variables related to alcohol

were also significantly related to suicide

attempts. Frequency of attending parties

where minors were drinking alcohol was

positively correlated with a history of

suicide attempts (chi-square test for

trend P5.0014). Driving after drinking

showed a binary association with suicide

attempts; among those who had ever

driven a motor vehicle after consuming

alcohol, 35.2% reported one or more

suicide attempts, but of those who had

not driven after drinking, 20.8% had

attempted suicide (OR 2.1, 95% CI

1.4–3.1). Children who had been

a passenger in a vehicle whose driver

was drunk were more likely to report

suicide attempts (28.0%) than other

children (19.4%) (OR 1.6, 95% CI

1.1–2.4). Finally, students were asked to

imagine how their parents would re-

spond if they came home from a party

and had been drinking, with choices

ranging from not at all upset to

extremely upset. Although reported

suicide rates decreased slightly with

increasing levels of anticipated levels of

parental upset, the relationship was not

significant.

Multivariate Model
As noted above, a multivariate mod-

el was constructed to determine vari-

ables correlated with suicide attempts

while controlling for other variables.

The initial model included all variables

found to be marginal or significant in

bivariate analyses.

In the final model (see Table 2

below), variables are listed in order of

significance. All predictor variables had

parameter estimates in the expected

direction. The greatest effect sizes were

associated with feeling that life has no

purpose and violent victimization. Con-

trolling for other variables, adolescents

who disagreed with the statement that

sometimes they felt their lives had no

purpose were only 7% as likely to report

a suicide attempt as youth who agreed

with the statement, and those who were

unsure had only 36% the odds of an

attempt as those who sometimes felt their

lives had no purpose. Adolescents who

smoked at least three cigarettes in the

prior year had three times the odds of

a suicide attempt as children who did not

smoke or smoked only 1–2 cigarettes in
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the prior year. Being injured by any

physical violence (without specifying the

relationship of the perpetrator) in the

preceding two years had an OR of 1.5,

indicating that each increase in violence

frequency (ordinal variable from 1 to 5)

was associated with a 50% increase in the

odds of a suicide attempt. Finally, feeling

not many people care in their neighbor-

hoods was associated with a 40% increase

in the likelihood of a suicide attempt.

Although not significant, this variable

had a great effect on the model’s log

likelihood and thus remained in the

model as a control variable.

DISCUSSION

This study builds on the previous

work of Grossman et al23 and many

others, identifying well-known and

lesser known risk and protective factors

for suicide attempts among American

Indian youth. While many previous

studies have focused on well-known

suicide risk factors such as drug use,

this dataset provided an opportunity to

ask an expanded set of questions and go

beyond factors relating primarily to the

individual children, their peer group,

and their immediate family. Addition-

ally, this study identifies numerous

student assets, or protective factors,

while other studies have concentrated

primarily on risk factors for suicide.

Several risk factors were identified in

this study. The most important finding

of our study relates to the variable

‘‘feeling like life has no purpose,’’ which

was both prevalent among adolescents

and also had the largest effect size among

all factors analyzed. Additionally, self-

reported sadness or depression was

strongly correlated to a history of suicide

attempts. Even though these risk factors

relate to the individual, the community

has a critical role in identifying children

who may be at risk for suicide. Drug and

alcohol use and being the victim of

physical violence were also powerful risk

factors identified in this study. The

relationship between an individual’s sub-

stance use and suicidal behavior was

expected. However, use of drugs and

alcohol and related behaviors by peers

were also predictors of suicide attempts.

This relationship, in conjunction with

the finding that suicide attempts are

more common among youths who

regularly spend unstructured evenings

with their friends, indicates that parents

and community members should be

attentive to how and with whom adoles-

cents spend their time.

This study also identified several

protective factors in variables such as

relationships with peers, family, and

other community members. American

Indian adolescents less likely to report

a suicide attempt were those who

indicated they got along with their

parents, felt like neighbors cared about

them, and felt like they mattered to

their community. This finding suggests

that relationships beyond the immediate

family can be important in healthy

adolescent development. Such relation-

ships may be particularly important to

Table 2. Factors related to suicide attempt history

R2: 26.1%

Variable Group Coef Std. Error Partial R P value OR (95% CI) Interpretation

Constant - 21.34 .338 2.175 ,.0001 .26 (.14–.51) -
Life has no purpose:

disagree
Attitudes and

Feelings
22.62 .349 2.348 ,.0001 .073 (.037–.14) Compared to adolescents who feel that life

has no purpose, adolescents who do not
feel that way have 7% the odds of suicide
attempt, and youth who are not sure how
they feel have 36% the odds of an
attempt.

Life has no purpose: not sure 21.01 .333 2.127 .0025 .36 (.19–.70)
Cigarette use: $3 in past

year
Alcohol and

Drugs
1.085 .282 .169 .0001 3.0 (1.7–5.1) Smoking three or more cigarettes in the

preceding year increases the odds of
suicide by 200% relative to adolescents
who do not smoke or smoke less often.

Victim of violence past two
years (ordinal)

Relationships .414 .114 .157 .0003 1.5 (1.2–1.9) Each increasing episode of violence experi-
enced by adolescents raises the odds of
suicide by 50% for this ordinal variable
(0, 1, 2, 3, 4+).

Neighbors care: disagree Relationships .310 .282 0 .27 1.4 (.78–2.4) Feeling that not a lot of neighbors care
increases the odds of suicide by 40%.

The most important finding of

our study relates to the

variable ‘‘feeling like life has

no purpose,’’ which was both

prevalent among adolescents

and also had the largest effect

size among all factors

analyzed.
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youth who do not enjoy the protective

environment of a two-parent home.

Examining the prevalence of certain

protective factors suggests areas of

family and community involvement in

youth suicide prevention. Many of these

factors can be addressed without finan-

cial resources that may be unavailable to

tribes. For example, a third of the

children did not have the protective

factor of adults who make them feel

important. Although community mem-

bers may care about tribal youth and

believe that they make a contribution to

the community, they may not commu-

nicate these values sufficiently. Further,

not smoking cigarettes is highly pro-

tective, but a third of children in our

sample report that they smoke. Since

cigarettes are a known ‘‘gateway drug’’

and are also strongly associated with

suicide attempts, anti-smoking efforts

could prevent an array of physical and

behavioral health issues.

The findings support the study’s

hypothesis that, among Indian youth

living on reservations, a strong connec-

tion to the community is an important

factor in suicide prevention. This find-

ing is not surprising given the close-

knit, extended family structure of many

tribal communities. In tribal popula-

tions, family, extended family, and

community have traditionally guided

youth and provided a frame of reference

for their futures. This fact suggests that

current strategies for prevention, which

focus primarily on individual attitudes

and behaviors, may exclude factors that

could prevent suicide among American

Indian youth. Family and community

factors clearly affect American Indian

and Alaska Native youth suicide pre-

vention and need to be explored further.

Most tribal groups had a long

history of communal childrearing that

was disrupted by forced assimilation,

federal boarding schools, and other

programs that undermined the familial

and cultural practices that supported

positive identity, connections, and social

support.30–32 As tribes increasingly re-

affirm sovereignty and traditional prac-

tices, they increasingly focus on the role of

the family in promoting social change.33

Future research and even community-

level health assessments should consider

asking questions about the involvement of

parents, neighbors, teachers, community

leaders, and other adults in the commu-

nity in the lives of the community’s

children. Although the instrument con-

tained only one question related to

suicidal behaviors, a great deal was learned

about this one outcome through the

myriad questions about friends, family,

neighbors, and community.

The present study was limited in

several ways. The sample did not

include children in nonparticipating

schools, children who were not in

school on the day of the survey, children

who chose to not complete the survey,

and children outside New Mexico. The

data did not include information about

tribal affiliation for American Indian

students. New Mexico American In-

dians and Alaska Natives come from 27

culturally diverse tribal groups in New

Mexico as well as from tribes across the

country. While earlier research has

found differences with regard to suicide

completion between New Mexico’s

many tribal communities,13 this study

was unable to address this issue. The

data were not validated and were not

collected over time. Further, the re-

sponse rate to the race/ethnicity ques-

tion was low, which can introduce

classification bias. Finally, some vari-

ables were dichotomized based on

patterns in the distribution of data.

Subsequent studies should confirm

these groupings. Despite these limita-

tions, this study identifies new avenues

for suicide prevention.

CONCLUSION

One-fourth of American Indian

youth living on reservations in New

Mexico have attempted suicide, in

contrast with 17% of children in other

ethnic/racial groups (unpublished data

from the same database). Such disparities

in health indicators are not unusual

among American Indians. The 2003 US

Commission on Civil Rights report A
Quiet Crisis stated that American Indians

lag 20–25 years behind the general

population in health status and that

unmet healthcare needs are among the

most severe of any group in the United

States.4 The disproportionate involve-

ment of Indian youth in suicide statistics,

however, merits particular attention.

In American Indian communities,

relationships and connections usually

extend beyond the immediate family to

extended family, clan, and tribe. These

spheres of influence have not been well

studied in relation to suicide. Questions

about family and community relation-

ships in future studies can continue to

shed light on protective factors within

tribal communities. With limited feder-

al resources, future suicide prevention

activities in tribal communities may

benefit from incorporating communi-

ty-specific assets such as those identified

in this study.
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