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1 EXECUTIVE SUMMARY

1.1 Scope of review

This report presents the results of a systematic search of the peer reviewed and grey literature,
aimed at identifying studies that describe or evaluate suicide prevention interventions, including
early infervention, prevention and postvention strategies, fargefing Indigenous peoples in
Australia, New Zealand (NZ), Canada or the United States (US), for the period 1981 to 2012 (May)
(inclusive). It critiques the methodology of evaluations of suicide prevention interventions and
describes their key characteristics. The likely causes of suicide among Aboriginal and Torres Strait
Islander Australians most commonly articulated in the descriptive literature are also identified. The
implications of overall findings for suicide prevention programs and policies targeting Aboriginal
communities in NSW are discussed.

1.2 Methods

A qualified librarian systematically searched 17 electronic databases and 13 websites for
scientific and grey literature publications relating to suicide among Indigenous peoples of
Australia, NZ, Canada or the US, idenfifying 945 publications. Examination of the abstracts of
these 945 publications identified 38 intervention studies. Of these 38 intervention studies, 29 (76%)
described a suicide prevention intervention program or policy and 9 (24%) evaluated a suicide
prevention intervention program of policy.

1.3 Key results

The nine studies evaluating a suicide prevention intervention targeted Indigenous peoples in the
United States (n=5 studies), Australia (n=3 studies), and Canada (n=1 study). No intervention
evaluation targeted Indigenous peoples in NZ. The main intervention strategies evaluated by
studies included community prevention (n=4 studies), gatekeeper training (n=3 studies) and
education (n=2 studies).

Community prevention interventions targeted specific Indigenous groups and communities af
high risk of suicide. Two of the four community prevention interventions employed mulfiple
strategies to reduce risk factors of suicide and/or suicidal behaviours among Indigenous young
people. Broadly, these included educational programs, social and cultural activities, and mental
health service delivery. One community prevention intervention employing multiple strategies
reported reductions in rates of suicidal behaviours. Two community prevention interventions each
employed one main sfrategy: one an empowerment program and the other, community level
alcohol restrictions. Alcohol restrictions reduced suicide rates, with less restrictive measures more
effective af reducing suicide rates than more restrictive measures.

Gatekeeper training involves teaching specific groups of people in the community how to
identify and support individuals at high risk of suicide. The three studies evaluating Gatekeeper
fraining reported post-fraining increases in participants’ knowledge of suicidal risk behaviours,
and confidence and/or wilingness to assist individuals at risk of suicide. One study measuring the
long ferm effects of gatekeeper fraining found improvements in knowledge and confidence
were diminished at two years follow-up. No study evaluating gatekeeper training measured
changes in suicide or suicidal behaviour.
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EXECUTIVE SUMMARY

For education interventions, one was integrated into the school curriculum and delivered to
Indigenous teenagers at school, while the other was delivered via multi-media technology to
Indigenous peoples across varying age groups and from different social backgrounds. The
school-based intervention achieved significant reductions in psychological risk factors of suicide
among Indigenous teenagers receiving the intervention versus those that did not. The multi-
media education intervention resulted in modest improvements in participants’ knowledge of
suicide risk factors. Again, neither education evaluation measured changes in suicide or suicidal
behaviour.

1.4 Key findings

In summary, there are four key findings of this review. Firstly, there is a lack of evidence from
published studies on the most effective intervention strategies for preventing suicide in Indigenous
populations, but community prevention programs currently have the most evidence for reducing
actual rates of suicide or suicide behaviours among Indigenous populations (two out of four
community prevention evaluations showed a significant effect). Secondly, tailoring suicide
prevention intervention strategies, in collaboration with targeted Indigenous communities, to
address the needs and preferences of high risk Indigenous groups (e.g. young people) is likely to
be crucial for optimising acceptability and feasibility of program delivery. Thirdly, the most
common risk-factors for suicide reported in data-based, analytical descriptive studies specific to
Aboriginal and Torres Strait Islander populations were mental iliness, alcohol abuse and a prior
history of self-harm. Other risk factors for suicide in the Aboriginal and Torres Strait Islander
population reported in non data-based descriptive studies included low levels of access to
mental health services, low levels of help seeking behaviours, imprisonment, social powerlessness
and high levels of exposure to frauma and violence. Fourthly, evidence from systematic reviews
(see Appendix 1) of community suicide prevention programs show that mulfi-faceted
approaches combining one or more individual strategies, tailored to specific communities, and
targeting common risk factors for suicide (mental health disorders, alcohol abuse and a prior
history of self-harm), offer considerable promise for reducing rates of suicide and suicidal
behaviour. Promising individual strategies that can be combined into a coherent community
prevention program, as opposed to being independently implemented, include:

e Training general practitioners (GPs) to recognise and treat suicidal behaviour

e Improving access to fimely and appropriate mental health care for at-risk individuals
(e.g. those with a history of self-harm) and groups (e.g. young people)

e Teaching specific groups of people in the community how to identify individuals at high
risk of suicide and refer them for treatment (gatekeeper training)

e Cognitive behavioural approaches to assist individuals displaying suicidal behaviours
(e.g. feelings of hopelessness and depression), and/or engaging in high risk behaviours
for suicide (e.g. alcohol abuse), to make changes in their lives to reduce their risk of
suicide

e Restricting access fo means of suicide among high-risk groups and individuals.

1.5 Implications

There is currently insufficient evidence from published evaluations of suicide prevention
interventions targetfing Indigenous peoples to confidently allow prescriptive determination of
suicide prevention, early intervention and postvention policies or programs for Aboriginal people
in NSW. This has two major implications. Firstly, an evidence-informed policy would take info
account the main findings from this systematic review of the literature. Specifically, policies and
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EXECUTIVE SUMMARY

programs are most likely to be effective if they comprise multiple components, (e.g. GP and
gatekeeper training, cognitive behavioural therapy and greater restrictions on access to
potential means of suicide), especially evidence-based components targeting mental health
disorders, alcohol abuse and a prior history of self-harm, and are tailored to specific communities
(as opposed fo being generic for all communities). The methodologically stfrongest study in this
review effectively tailored alcohol restrictions to reduce suicide in Indigenous communities,
demonstrating this process is possible. Second, there is an urgent need to evaluate policies or
programs, especially in terms of their costs given there have been no economic evaluations.
Such evaluations can be designed with researchers with relevant skills and need not be
expensive if they occur simultaneously with the development and implementation of a policy or
program. The Centre for Aboriginal Health at the NSW Ministry of Health is pioneering this
combined implementation and evaluation approach to improve cultural competence in
hospitals in NSW and to improve chronic care services delivered in Aboriginal Community
Confrolled Health Services.

1.6 Keyrecommendations

Based on the findings of this systematic review of the current evidence base, it is recommended
that:

A. Suicide prevention, early infervenfion and postvention policies or programs for
Aboriginal people in NSW reflect the need to develop and implement multiple strategies
coordinated across, and failored to, defined communities. At a minimum, a list of best-
evidence strategies could be provided from which Aboriginal communities can choose
those that are most feasible fo implement in their community, depending on their own
specific needs and circumstance

B. Given the current lack of evidence, NSW Health extends its pioneering approach of
facilitating partnerships between communities/clinicians and researchers with skills and
expertise in evaluation design to Aboriginal suicide prevention, early intervention and
postvention programs. At least one evaluation could be designed and implemented to
measure the impact and economic costs of a best-evidence community program, the
results of which would improve the effectiveness of future policies and programs for
reducing rates of Aboriginal suicide.
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2 Introduction

Indigenous peoples of Australia, NZ, Canada and the US have rates of suicide that are two to
three times higher than in their country’s general populatfion.!-> Suicide was the sixth leading
cause of death among Aboriginal and Torres Strait Islander Australians in 2010, accounting for 4%
of all deaths.! This compares with 1.6% of all deaths atfributable o suicide in the general
Australian population.! The actual rates of suicide among Aboriginal and Torres Strait Islander
Australians are most likely higher, with evidence of underreporting of Indigenous suicides due to
factors such as misclassification of Indigenous status on death certificates and differences
between jurisdictions in procedures for reporting deaths, and the limitations of legal criteria for
determining the cause of death.?

The overall rates of suicide among Canadian First Nations people are at least two fimes that of
Canada's general populationd. In the US the rate of suicide among the American Indian
population is approximately 1.5 times that of the general US population.# In NZ, Maori and non-
Maori suicide rates were similar to 1987, after which a significant increase in the Maori suicide rate
was reported, particularly for young males.>¢

Epidemiological data show variations in rates and patterns of suicide deaths across Indigenous
communities.” For example, suicide clusters — a series of suicides approximated in time and
geographical place, and etiologically linked® — have been reported in remote Aboriginal
communities in Australia?1© and on American Indian reservations.!! Suicide rates in Indigenous
populations are also disproportionately higher among younger, relative to older, people’, and
among non-Indigenous people of the same age.? For instance, in Australia, almost half of the
health gap between Aboriginal and non-Aboriginal Australians due to injury is attributable to
suicide in young Aboriginal males'2, and in NZ, suicide rates in Mdori youth are more than double
that of non-Mdori youth.é

In addition to being younger, the main risk factors for suicide are mental health disorders, stressful
life events and substance abuse.’314 All these risk factors occur at disproportionately higher rates
in Indigenous populations, placing them at significantly higher risk of suicide than the general
population.’>1¢ For instance, Indigenous peoples are more likely than the general population to
use alcohol and other drugs at levels that increase their risk of mental health disorders'é, and their
higher levels of social disadvantage increases their exposure to stressful life events, such as
unemployment, homelessness, incarceration and family problems’s that, in turn, have been
shown to increase risk of suicide.’ Indigenous peoples of Australia, NZ, Canada and the US are
also at an increased risk of suicidal behaviour due to factors embedded in their historical
experiences, including loss of land and culture, trans-generational frauma and grief, racism and
social exclusion.!”-22 Indigenous peoples’ continued exposure to multiple risk factors for suicide
underscores their urgent need for suicide prevention interventions.

There is evidence from systematic reviews for the effectiveness of different suicide prevention
interventions.’323.24 This evidence, however, largely derives from evaluations of suicide prevention
interventions targeting the general population. Although there are published reviews of suicide
interventions specifically targeting Indigenous populations?5-28, a systematic review of published
evaluations of suicide prevention interventions targeting Indigenous populations is timely for at
least two reasons. Firstly, with the exception of one review on approaches for reducing suicide
among Indigenous youth?8, there have been no published evaluations of systematic reviews of
suicide prevention interventions targeting the Indigenous peoples of Australia, NZ, Canada or the
US. Outcomes of suicide prevention interventions targeting an Indigenous population in one of
these countries may be applicable to Indigenous populations in the other countries, in so far as
they have similar risk factors, such as historical experiences, levels
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of socioeconomic disadvantage and burden of ill health and disease.!>1¢ Secondly, existing
systematic reviews of suicide prevention interventions targeting Indigenous populations focus on
describing the interventions, rather than examining the methodological quality of their evaluation
designs.2>27 Therefore, this systematic review aims to: firstly, identify evaluations of suicide
prevention interventions targeting Indigenous peoples in Australia, NZ, Canada and the US
published in the scientific and grey literature; secondly, critique their methodological quality using
a standardised assessment tool and describe their key characteristics; thirdly, identify the causes
of suicide among Aboriginal and Torres Strait Islander Australians most frequently articulated in
published descriptive studies and discussion papers; and finally, discuss the overall implications of
findings for preventing suicide among Aboriginal communities in NSW, Australia.

10 Sax Institute



3 Methods

3.1 Search strategy

Figure 1 summaries the databases searched, the search terms used, the exclusion criteria, and
classification of included studies.

Figure 1. Flowchart of search strategy

SEARCH 1 SEARCH 2
Databases searched: Websites searched:
Project Cork; NDARC Library catalogue; DRUG; Indigenous Australia: Indigenous HealthinfoNet; Closing the gap
Australia; Indigenous Studies Bibliography: AIATSIS; clearinghouse; Life is for Everyone; Australian Institute for
ATSIHealth; APAIS-ATSIS; FAMILY-ATSIS; Campbell Library; Suicide Research and Prevention, Griffith University;
Cochrane Library; PsycINFO; PsycEXTRA; Medline; Embase; Centre for Suicide Prevention Studies, University of
CINAHL; Global Health. Queensland

Canada: The National Collaborating Centre for Aboriginal

Separate searches for each database using database X . o
Health; National Aboriginal Health Organization

specific subject headings and keywords:

Search strategy: suicid* + (Indigenous OR Aborigin* OR NZ: Maori Health

Torres Strait Islander* OR Native American* OR Inuit* OR US: American Indian and Alaska Native Suicide Prevention
Ma'ori)+(pre.vt.ention OR interv.ention OR program* OR Website; American Indian Health; Arctic Health; One Sky
policy OR policies OR postvention) Center; Turtle Island Native Network

Years searched: 1981—current
Search strategy: Keywords and/or the appropriate topic

Search 1 = 1221 publications (after electronic removal of headings in each website: Suicid* OR Aborigin* OR
duplicates) Indigenous OR Native OR Inuit OR Maori

Search 2 = 118 publications (after removal of duplicates)

A 4 A\ 4

Searches 1 and 2 = 1339 publications (journal articles, reports, book chapters and books)

Additional articles from hand search of EXCLUDED
reference lists of 4 reviews n=0 Published pre 1981=1
Duplicates=2

Animal study=4
v v Non-Indigenous related=107
Manual search of 1339 citations/abstracts

v

Non-suicide-related=114

A 4

Non article, report, book chapter=166

945 articles categorised by type of publication

\ 4 \ 4
Intervention Non-intervention Published 2001-2012
n=38 n=907 —> n=413
/ \4 v
Descriptions of Itjvaluatior?s of Descriptive studies with Aboriginal
interventions interventions Australians, 2001-2012
n=29 n=9 n=183
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Methods

Consistent with methods detailed in the Cochrane Collaboration Handbook on Systematic
Reviews of Health Promotion and Public Health Interventions??, and with previous systematic
reviews30-31, the search strategy comprised three steps.

First, consultation with a qualified librarian identified 17 relevant electronic databases to search:
Project Cork; NDARC Library catalogue; DRUG; Indigenous Australia; Indigenous Studies
Bibliography: AIATSIS; ATSIHealth; APAIS-ATSIS; FAMILY-ATSIS; Campbell Library; Cochrane Library;
PsycINFO; PsycEXTRA; Medline; Embase; CINAHL; Global Health. The terms suicid* and Aborigin*
OR Indigenous OR Torres Strait Islander* OR Native American* OR Inuit OR Maori were searched
using keywords and MESH terms in each database. The combined searches of the 17 databases
(excluding duplicates) identified 1221 references that were imported into Endnote.

Second, to maximise search coverage of the grey literature, 13 websites and clearinghouses
related to Indigenous peoples of Australia, NZ, Canada and/or the US were also searched (See
Figure 1, Search 2). 118 studies not identified in the electronic database search were identified.

Third, reference lists of four reviews of suicide prevention interventions targeting Indigenous
peoples of Australia, Unites States, Canada and/or NZ25-28, identified by the electronic database
search, were hand-searched for relevant studies not yet idenfified. No additional studies were
identfified.

In total, 1339 references were identified for classification.

3.2 Classification of studies
The titles and abstracts of the 1339 identified references were classified in a three-step process.

Step 1: Identification of studies for exclusion.

Papers were excluded if they: (a) were duplicates (n=2); (b) did not focus on suicide, or if the
outcomes or predictor variables did not include or specifically relate to suicide (n=114); (c) did
not focus on Indigenous people in Australia, NZ, US or Canada (n=107); (d) were not journal
articles, reports or book chapters (n=166); (e) were an animal study (n=4); and (f) were published
pre-1981 (n=1). Step 1 excluded 394 papers, leaving 945 references.

Step 2: Classification of studies.

The abstracts of remaining studies (n=945) were examined to identify studies that were: (i)
Intervention evaluations, defined as those that evaluated a suicide prevention, early interventions
or postvention program or policy (n=9); (ii) Intervention descriptions, defined as those that
described the development, implementation and/or components of a suicide prevention, early
interventions or postvention program or policy, but did not undertake an evaluation (n=29); {iii)
Reviews, defined as literature reviews of suicide prevention inferventions, (n=4); and Other,
defined as studies that were not intervention-related or reviews (n=904). Ten percent (n=95) of
studies were re-classified by an individual blinded to the results of the initial classification, to cross-
check classifications performed by the first author (AC). Agreement was 83 per cent. The articles
excluded in Step 1 were not cross-checked because they were not relevant to the review.

Step 2 identified 9 intervention evaluations324! (See Appendix 2), 29 intervention descriptions42-65
(See Appendix 3) and 4 literature reviews2528 (See Appendix 1).

Step 3: Identification of causes of suicide relating to Aboriginal and Torres Strait Islander peoples.
Abstracts of studies classified as ‘other’ were manually searched to identify those relating to
Indigenous Australians. Given the large number of studies (n=907), only the abstracts of studies
published in the previous 10 years (2001-2012) were searched (n=413). 183 studies relating to
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Indigenous Australians were identified. The abstracts of these 183 studies were further examined
to identify causes of suicide among Indigenous Australians most commonly articulated in the
descriptive-based literature.

3.3 Search of the self harm literature for intervention
studies

Given the small number of evaluations of suicide prevention interventions identified (n=9), the
initial search of the electronic database (Page 11) was replicated replacing the term ‘suicid*’
with ‘self harm’ in an effort to identify additional intervention evaluations. This search identified
282 additional publications. A manual search of the abstracts of these publications did not
identify any additional intfervention evaluations.

3.4 Data extraction from intervention studies

Criteria for data exfraction from studies were adapted from the Cochrane Collaboration
Handbook for Systematic Reviews of Health Promotion and Public Health Interventions.!'? The
criteria, shown in Table 1, relate to the infervention/s, the sample (including eligibility, size, age
range and percent male), the outcomes measured, effects and the cost calculations performed.

3.5 Methodological critique of intervention studies

Methodological quality was assessed using the Dictionary for the Effective Public Health Practice
Project Quality Assessment Tool for Quantitative Studies.2> Sections A to F (A. selection bias; B.
allocation bias; C. confounders; D. blinding; E. data collection methods; and F. withdrawal and
drop-outs) were coded weak, moderate or strong, consistent with the component rating scale of
the Dictionary.?5 For Sections G (analysis) and H (intervention integrity) descriptive information
was recorded, in line with the Dictionary recommendations.

3.6 Data extraction from abstracts of descriptive studies

The causes of Indigenous suicide reported in the abstracts of descriptive studies published
between 2001 and 2012, and relating fo Aboriginal and Torres Strait Islander Australians, were
idenfified and grouped into broad themes.
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4 Results

Table 1 summarises the characteristics of intervention evaluations.
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Table 1. Characteristics of evaluations of suicide prevention interventions

1st Author
Year

LaFromboise
1995%

Berman
199940

Tsey 20004

May 20055

Deane
20063334

Publi-
cation

type

Journal
article

Journal
article

Journal
article

Journal
article

Journal
article

Country,
location

US, rural
New
Mexico

US, rural
Alaska

Austalia,
remote QId

US, rural
New
Mexico

Australia,
regional
NSW

Main inter-
vention
type

Education

Community
prevention

Community
prevention

Community
prevention

Gatekeeper
training

Intervention
component/s (number of
sessions)

Culturally tailored school-
based life skills curriculum,
including manual and
teacher training. (3
sessions/week x 30 weeks)

Alcohol restrictions

Four-stage empowerment

program (1 x 4-hr session

per week for 10 weeks per
each stage)

- Train youth as natural
helpers

- Drug and suicide
education

- Family outreach post-
suicide

- Suicide-risk screening

- Community cultural
events

- Reorientation of mental
health services

Suicide awarenes and skills
gatekeeper training
(8 x 1-day workshops)

Target age,
sample (n)

Native Americans
14-19 yrs (n=128);
mean age=15.9 yrs;
36% male

Experimental:
29,000
Control: 21,000

Aboriginal
community members
(n=31); age range
20s -50s; median
age=early 40s; 10%
male

Native Americans
10-19 yrs; and
20-24 yrs 5 yrs into
project (n=approx
800)

48 Aboriginal
Australian
community
members, 19-55
yrs; mean age=36
yrs; 9% male

Design

Controlled pre—post
study, (2 control groups)

Interrupted time series
with control group

Pre—post, no control

Interrupted time series,
no control

Pre—post, no control

Data collection
methods

- Self-report survey
- Observational
methods

Alaska Bureau of Vital
Statistics

- Self-report survey

- Participant
observation

- Narrative interviews

Self-report by health
professionals and police
and medical records

- Self-report survey
- Interviews

Outcomes

Suicide vulnerability:
hopelessness,
depression, self-efficacy

Death rates: Accidents,
suicides, homicides

Changes in indiviudal
and community levels of
empowerment

Suicide attempts,
gestures and
completions

Knowlegde and
intentions to help
suicidal indiviudal and
refer to mental health
service

Effects Follow-up  Cost

Intervention v control: 8 months NR
less hopelessness (P<0.05);
less suicidal (P<0.07);

not less depressed

Significant reductions (P<0.05) NR
in homicide for high-level

restrictions, and in suicide for

low-level restrictions

0.21 reduction in injury deaths

overall

1-13 yrs

10, 20, 30,
and 40 weeks

Significant reductions (P<0.05) NR
in rates of sucidial gestures and
attempts. No change in suicidal

completions

13 yrs

- Significant increases pre—post NR
training in knowledge,
intentions, confidence

- Non-signifcant changes post

training to 2 years’ follow-up

2yrs
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16 Sax Institute
1st Author | UbIF Country, L S0 35 eenten Target age, . Data collection
Year cation location vention componentl§ (number of sample (n) Design methods Outcomes Effects Follow-up  Cost
p
type type sessions)
Haggarty Journal ~ Canada, Education Multi-media education Healthcare Pre—post, no control Self-report survey Knowledge Significant increases in NR NR
2006 % article  rural (1 x 30-minute session) providers, teachers, knowledge
students and elders
(24)
Westerman Grey Australia, | Gatekeeper | Training and information Aboriginal youth Pre-post, no control Self-report survey Knowledge, confidence, | Medium to large improvements NR NR
20073 report | rural and training workshops 15-25 yrs and Interviews intentions in knowledge and confidence
remote WA community members
(769)
Muelenkamp  Journal = US, Native = Gatekeeper  Gatekeeper training, Native American Pre—post, no control Self-report survey Knowldge, attitudes and = Significant improvements in NR NR
2009% article  American  training education workshops, social = college students skills after gatekeeper  problem solving ability, and
activities, individual (n=90) training and workshops  marginal improvements in
counselling and education communication skills and
seminars, student support knowledge
team, social networking,
spirtitual ceremonies
Allen 2009%  Journal | US, remote = Community  Community module: 26 Alaskan Indigenous | Pre—post, no control Self-report survey — Community readiness | Increase in community NR NR
article | Alaska prevention | prevention activities (7 youth 12-17 yrs —Youth and adult readiness and number of

Note. NR=Not reported. Yrs=Years.

targeting community) in 32
sessions. Additional
activities: increased alcohol
control, suicide crisis
response team and prayer
walks (32 sessions over 12
months)

(n=61) mean age=
14 yrs; 30% male.
Adults of
youth?(n=47); mean
age=48 yrs; 42%
male Community
informants (n=5)

protective behaviours

protective behaviours in youth
and adults

Table 1. Characteristics of evaluations of suicide prevention interventions



Results

4.1 Indigenous population and sample

Five intervention evaluations targeted Native Americans3’37-40; three targeted Aboriginal
Australians33:343641 and one First Nation Canadians (Inuit).32 No interventions targeted the Maori of
NZ. The sample population reported by studies included both Indigenous young people and
general community members3638; young people only3537.3?; defined adult sub-populations within
communities334!; and whole communities.*0 Six studies reported age of participants, as ranging in
age from 10 to 55 years.3336-3241 Four studies reported the percentage of male participants: 9%33;
10%41; 36%%; and 30% (youth) and 42% (adults).38

4.2 Intervention strategies

The main infervention strategies employed by the nine intervention studies included: community
preventiond.384041: gatekeeper training33-3; and education programs.32:3?

Community prevention

Four infervention studies employed community prevention strategies targetfing Indigenous groups
and communities at high risk of suicide.37384041 Two studies evaluated one main strategy: one
evaluated alcohol restrictions in multiple Native Alaskan communities®?, and the other an
empowerment program in an Aboriginal community in Australia.4! The former study was a natural
experiment of the impact of Alaska’s local law option, which allows community control over the
local supply of alcohol, on rates of suicide among Native Alaskans. The effects of different levels
of community-initiated alcohol control on rates of suicide were examined4, with less restrictive
measures more effective at reducing suicide rates than more restrictive measures. The latter study
implemented an Aboriginal-specific family and wellbeing program in response to high rates of
youth suicide in a remote Aboriginal community in Australia.*! The program comprised four
distinct stages designed to build empowerment in targeted individuals and the broader
community. Individual level changes in personal and psychological empowerment as expressed
through participants’ narratives were reported.*!

The other two community prevention studies employed mulfiple strategies to reduce risk factors
of suicide and/or suicidal behaviours among Indigenous young people.338 One community
prevention program, the ‘Adolescent Suicide Prevention Project’, was initiated by the Indian
Health Service (IHS - Federal Health Program for American Indians and Native Alaskans) in
response to high rates of suicides among Native American young people living in a defined rural
location.?” The intervention strategies of the Project were selected following extensive community
consultations with Indigenous community elders, youth, parents and individuals and groups
working with young people. A key finding of community consultations was that community
members’ perceptions and experiences of suicide were that it had underlying causes of alcohol
abuse, violence, childhood abuse and frauma, and unemployment. The Project, therefore,
included multiple infervention strategies integrated within a public health framework, including:
fraining youth as natural helpers; drug and suicide education; family outreach post-suicide;
suicide-risk screening; community social and cultural events; and the reorientation and expansion
of mental health service delivery.3” The Project achieved reductions in rates of suicidal risk
behaviours. The other community prevention program employing multiple strategies, the Elluam
Tungiinun prevention program, was developed by local community members and researchers in
response to the findings of community-based suicide research undertaken with young people in
the community.38 Strategies designed to develop protective behaviours and resilience were
integrated into a cultural framework and delivered to youth and the broader community with the
aim of preventing suicide and alcohol abuse among youth. Additional strategies implemented
by the community included increased control over the sale of alcohol and regular meetings of a
suicide response team.38
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Gatekeeper training

Gatekeeper training involves teaching specific groups of people in the community how fo
identify and support individuals at high risk of suicide. Three studies evaluated the effectiveness of
gatekeeper training33-3¢, all of which reported that gatekeeper training programs were
developed in consultation with targeted groups and communities.33-3¢ Two studies evaluated the
effectiveness of gatekeeper ftraining only33343¢, and one evaluated gatekeeper fraining
complemented with additional strategies, including individual counseling, education and
support, and group-based social and cultural activities.3> Two gatekeeper training interventions
appeared to be delivered in a defined number of sessions over a short time periods3335, while one
was delivered in three stages over 18 months ‘o enable participants and their communities fo
develop their knowledge and skills over time’.3¢ Overall, gatekeeper training interventions resulted
in significant short-term increases in participants’ knowledge and confidence in how to identify
individuals at risk of suicide, and their intention to help those at risk of suicide 333536

Education

Two studies employed an education intervention: one to reduce suicidal behaviours3’ and the
other to improve knowledge of suicide.32 The education intervention targeting reductions in
suicidal behaviours integrated culturally tailored life skills training (e.g. communication and
problem-solving) into the high school curriculum for delivery to Native American teenagers.®” The
program was delivered three times a week for 30 weeks. There were significant reductions in
psychological risk factors for suicide among Nafive American feenagers receiving the
intervention versus those that did not.3?

The education intervention targeting improvements in knowledge of suicide was delivered as a
one-off 30-minute intervention to interested community members via interactive self-learning
mulfi-media technology.32 Modest improvements in participants’ knowledge of suicide risk factors
were reported.

Education and training were prominent intervention strategies, with seven of the nine intervention
studies (three gatekeeper fraining, two education and two community prevention interventions)
using these approaches.32-37.3241 Six of these studies reported developing a new education
resource,’23336 or adapting an existing education resource package for delivery. 353241 Two also
reported fraining intervention deliverers.353° Three reported the number of intervention sessions
delivered over a time period: 833, 3238; 404; and 90% sessions delivered over 8 weeks3®, 12
months38; 40 weeks*! and 30 weeks3? respectively. The main components of multi-component
community prevention interventions were education workshops, social and cultural activities
and/or mental health service delivery.37:38

4.3 Data collection methods and outcomes

Seven studies used self-report measures only: three used self-complete surveys only323538; two
used self-complete surveys and interviews33:3¢; one self-complete survey and observation3?; and
one self-complete surveys, interviews, and observation.4! Two studies used routinely collected
data’’40, one of which complemented this with self-report interviews.3” Only two studies
measured suicide-specific outcomes, including suicide attempts3’40, gestures’” and
completions.3740 Four studies measured changes in knowledge, confidence and/or intentions to
identify and assist individuals at risk of suicide.32333536 One study measured psychological risk
factors for suicide, including depression, vulnerability and feelings of hopelessness.3? One study
reported targeting the whole community but only measured individual level outcomes38, while
another reported positive changes among infervention participants but did not indicate
measures used.4!
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Results

4.4 Methodological adequacy

Table 2 summarises the methodological adequacy of the nine studies.
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Table 2. Methodological adequacy of evaluations of suicide prevention interventions

1st Author
year

LaFromboise
19953

Berman 19994

Tsey 20004

May 200537

Deane 20063

Haggarty
200632

Westerman
200736

Muelenkamp
2009%

Allen 20093

Selection
bias (A)

Weak

Strong

Weak

Moderate

Moderate

Weak
Weak

Weak

Moderate

Allocation
bias (B)

Moderate

Strong

Weak

Weak

Weak

Weak
Weak

Weak

Weak

Con-
founders
(C)

Moderate

Strong

Weak

Weak

Weak

Weak
Weak

Weak

Strong

Blinding (D)

Moderate

N/A

N/A

N/A

N/A

N/A
N/A

N/A

N/A

Data
collection

methods (E)

Moderate

Strong

Weak

Strong

Moderate

Weak

Moderate

Moderate

Moderate

Withdrawal &
dropouts (F)

Moderate

N/A

Moderate

N/A

Strong

Moderate
Moderate

Weak

Strong

Analysis (G) Intervention integrity (H)
— Citation for formula used in the analysis —No consent rate reported, 76% follow-up rate
—High response rate - Number of intervention sessions received by partcipants not
reported

—Manual used with teacher training
—Random observations of intervention delivery by intervention

coordinator
Citations to justify analysis but no citations Communities level of exposure to alcohol control reported and
for analysis method considered in analysis
Citation to justify theory but not analysis —No consent rate reported and follow-up rate only partially
reported

— Adaptation of exisiting Aboriginal-specific program
- Components of each stage described

No citation for formula used in the analysis ~ —Number and type of prevention activities recorded but
reported elswhere
— Staff growth for program delivery reported

— Citations to justify analysis but no citations | —93% consent rate and 91% and 100% follow-up reported
for analysis method —Manual for tailored delivery, dependent on group’s needs
—High response rate reported

No citation for analyis method

No description of analysis or citation - Consent rate not reported and 77% follow-up

- Intervention delivered by Indigenous Psychological services

No citation for analyis method —No consent rate reported and follow-up rate diffiuclt to
determine
— Some report of intervention exposure

— Adaptation of existing intervention

- Citation for formula used in the analysis —Intervention toolkit for tailoring to local needs
—Low to moderate response rates —Intervention exposure (number and type of activities)
measured and considered in analysis

Note. Measured by the Dictionary for the Effective Public Health Practice Project Quality Assessment tool for Quantitative Studies.”



Results

4.5 Methodological adequacy

Seven studies used a pre-post study design3233.35-36.38.39.41; six did not employ a control group3233.35-
363841 making it difficult to attribute outcomes reported to the intervention. Two studies employed
a time series design, one with4 and the other without a control group.3” No study employed
randomisation, increasing the risk of selection bias. Seven of the nine studies reported using
previously tested measures and provided a citation to justify its selection33-3740, put no study
reported the validity and reliability of measures used. Of the six studies in which it was appropriate
to report consent rates, four did not3536.37.41 and two reported consent rates of 93%3% and 61%38
respectively. Follow-up rates were fully reported by two of the six relevant studies and ranged
from 76 per cent3? to 100 per cent.38

Six studies reported ftailoring the intervention prior to its implementation to improve its
acceptability to Indigenous peoples. Methods of tailoring included Indigenous community input
and/or feedback33-3241, piloting intervention materials3¢383?, integration of Indigenous culture into
intfervention content33363832.41 gnd researching suicide in the target population.3¢ The intervention
study evaluating the impact of alcohol restrictions on suicide reported that the restrictions were
community initiated.40

Methods to optimise consistency in intervention delivery were described in four studies and
included training intervention deliverers3?, intervention manuals or packages333¢.38.32.41 gnd/or self-
report or observation.3¥4! One intervention was developed by an Indigenous-specific
psychological service3$ and another by survivors of the stolen generation in Australia.4!

Seven studies recorded participant attendance at intervention activities to measure their level of
exposure to the interventions236-3241 one of which also reviewed participant’s clinical records.3”
The study evaluating the impact of alcohol restrictions measured the level of, and period of
exposure to, restrictions in each intervention community.40

4.6 Effectiveness of interventions

Due to the methodological deficiencies of included studies, and the variability in outcomes
reported, effect sizes could not be combined in a meta-analysis and summarised for comparison.

4.7 Likely causes of suicide articulated in the descriptive
literature

Examination of the abstracts of descriptive studies targeting Aboriginal and Torres Strait Islander
Australians and published from 2001-2012, identified several commonly reported risk factors for
suicide. The common risk-factors for suicide reported in the abstracts of data based, analytical
descriptive studies (e.g. epidemiological studies) specific to Aboriginal and Torres Strait Islander
populations were mental iliness, alcohol abuse and a prior history of self-harm. Other risk factors
for suicide in the Aboriginal and Torres Strait Islander population reported in the abstracts of non-
data-based studies (e.g. discussion and commentary) included low levels of access to mental
health services, low levels of help seeking behaviours, imprisonment, social powerlessness and
high levels of exposure to trauma and violence.
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5 Discussion

This systematic review of published evaluations of suicide prevention interventions targeting
Indigenous peoples of Australia, Canada, the US and NZ identified four community prevention
interventions37.384041  three gatekeeper fraining interventions®-3¢ and two education
interventions.323? Community prevention interventions typically employed multiple strategies and
two of the three gatekeeper training interventions complemented training with additional
strategies. Interventions primarily targeted suicide in Indigenous young people3>3?41 and were
developed and/or tailored in collaboration with Indigenous community members to optimise
acceptability and feasibility of their delivery.

5.1 Methodological adequacy of intervention
evaluations

The methodological adequacy of included intervention studies varied considerably and none
had consistently strong methodology across the majority of criteria. Weak ratings were commonly
recorded for selection bias, allocation bias and confounding. Data collection methods were
generally moderate to strong, with five studies using measures with some published evidence of
their reliability and/or validity. The reporting of consent and dropout rates varied, with only three
of five studies reporting the former and two of five the latter. Statistical analysis used was rarely
supported by a citation of source. Interventions were tailored to optimise their acceptability,
manuals developed to standardise their delivery and five studies made efforts to measure
participants’ levels of intervention exposure. Overall, infterventions targeting whole
communitiesd’ 3840 were generally consistently methodologically stronger than those targeting
individuals.32-35.41

5.2 Strengths and limitations of intervention evaluations

Five of the nine intervention evaluations were conducted in the US, three in Australia, one in
Canada and none in NZ. Although outcomes of suicide prevention interventions targeting an
Indigenous population in one of these countries can provide valuable evidence and lessons
applicable to Indigenous populations in the other countries, as has been previously suggested,
between country differences in Indigenous peoples’ rates and patterns of suicide, population
distribution, and systems of healthcare'¢ warrant that more rigorous evaluations of suicide
prevention interventions targeting Indigenous populations other than in the US are required.

Six of the nine interventions were implemented to address suicide in Indigenous young people.
This finding is encouraging as it indicates that suicide-related interventions implemented in
Indigenous communities are targeting high-risk groups. Less encouraging was the finding that
only one intervention study targeting Indigenous young people measured the impact of an
intervention on suicide-specific outcomes (i.e. suicide gestures, aftempts and suicide). While the
remaining five studies reported reductions in feelings of hopelessness and depression and
improvements in problem-solving and coping with stress among Indigenous young people, the
impact of these changes on suicidal behaviour was not evaluated.

Intervention strategies were generally evidence-based, although the number and combination
of intervention strategies employed were less than optimal. For example, three interventions
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Discussion

employed gatekeeper training333536, but only one of these targeted healthcare professionals
and employed additional strategies.35 A systematic review of gatekeeper training found it is

more likely to be effective for preventing suicide and suicidal behaviour when implemented as a
component of a multi-faceted intervention and delivered by healthcare professionals.24 Two
studies employed school-based strategies aimed at Indigenous young people.353 Although
school-based programs offer great potential to reach large numbers of young people3® and
have been shown to increase knowledge and improve attitudes to mental illness, there is no
evidence they reduce suicidal behaviour in the absence of other strategies.’® Additionally, it is
highly questionable whether or not school-based programs are likely to reach Indigenous young
people most at risk of suicide, given evidence that high-risk young people typically attend school
iregularly or not at all.?28

No study considered costs. Economic analysis of the cost-effectiveness of suicide prevention
interventions is important for costing and valuing reductions in suicide, as well as providing a
benchmark to evaluate potential savings associated with individuals and communities.s¢
Although the economic costs of suicide in Indigenous populations has not been measured, the
profound negative impact of suicide on the social and emotional wellbeing and psychological
functioning of affected Indigenous individuals, families and communities7-14 strongly suggests
they are likely to be high and accumulate over a lifetime.

5.3 Potential limitations of the review

Although a rigorous and thorough search strategy was used, there is a possibility that the review
did not locate all relevant studies. Relevant intervention evaluations may have been
misclassified, however, a high level of agreement between blinded coders suggests nof.
Additionally, a separate database search, replacing the key word ‘suicide*’ with ‘self harm’ did
not yield any additional studies relevant to the review. Finally, since evaluations with statistically
significant findings are more likely to be published, it is possible that the published evaluations
reviewed over-estimate the true intfervention effectiveness.¢”
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6 Key findings, implications and key
recommendations

6.1 Key findings

In summary, there are four key findings of this review. Firstly, there is a lack of evidence from
published studies on the most effective intervention strategies for preventing suicide in Indigenous
populations, but community prevention programs currently have the most evidence for reducing
actual rates of suicide or suicide behaviours among Indigenous populations (two out of four
community prevention evaluations showed a significant effect). Secondly, tailoring suicide
prevention intervention strategies, in collaboration with fargeted Indigenous communities, to
address the needs and preferences of high-risk Indigenous groups (e.g. young people) is likely to
be crucial for optimising acceptability and feasibility of program delivery.é4 Thirdly, the most
common risk factors for suicide reported in the epidemiological studies specific to Aboriginal and
Torres Strait Islander populations were mental illness, alcohol abuse and a prior history of self-
harm. Other risk factors for suicide in the Aboriginal and Torres Strait Islander population reported
in the abstracts of non-epidemiological-based studies included low levels of access to mental
health services, low levels of help-seeking behaviours, imprisonment, social powerlessness and
high levels of exposure to frauma and violence. Fourthly, evidence from reviews (see Appendix 1
and references 13, 23 and 24) of community suicide preventfion programs show that multi-
faceted approaches combining one or more individual strategies, tailored to specific
communities, and fargefing common risk factors for suicide (mental health disorders, alcohol
abuse and a prior history of self-harm), offer considerable promise for reducing rates of suicide
and suicidal behaviour.2® Promising individual strategies that can be combined into a coherent
community prevention program, as opposed to being independently implemented, include'323;

e Training general practitioners (GPs) to recognise and treat suicidal behaviour

e Improving access to timely and appropriate mental health care for atf-risk individuals
(e.g. those with a history of self-harm) and groups (e.g. young people)

e Teaching specific groups of people in the community how to identify individuals at high
risk of suicide and refer them for treatment (gatekeeper training)?4

e Cognitive behavioural approaches to assist individuals displaying suicidal behaviours
(e.g. feelings of hopelessness and depression), and/or engaging in high-risk behaviours
for suicide (e.g. alcohol abuse), to make changes in their lives to reduce their risk of
suicide

e Restricting access to means of suicide among high-risk groups and individuals.

6.2 Implications

There is currently insufficient evidence from published evaluations of suicide prevention
interventions targeting Indigenous peoples to confidently allow prescriptive determination of
suicide prevention, early intervention and postvention policies or programs for Aboriginal people
in NSW. This has two major implications. Firstly, an evidence-informed policy would take info
account the main findings from this systematic review of the literature. Specifically, policies and
programs are most likely to be effective if they comprise multiple components’323 (e.g. GP and
gatekeeper training, cognitive behavioural therapy and greater restrictions on access to
potential means of suicide), especially evidence-based components targefing mental health
disorders, alcohol abuse and a prior history of self-harm, and are tailored to specific communities
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Key findings, implications and key recommendations

(as opposed to being generic for all communities). The methodologically strongest study in this
review effectively tailored alcohol restrictions to reduce suicide in Indigenous communities,
demonstrating this process is possible. Second, there is an urgent need to evaluate policies or
programs, especially in ferms of their costs given there have been no economic evaluations.
Such evaluations can be designed with researchers with relevant skills and need not be
expensive if they occur simultaneously with the development and implementation of a policy or
program. The Centre for Aboriginal Health at the NSW Ministry of Health is pioneering this
combined implementation and evaluation approach to improve cultural competence in
hospitals in NSW and to improve chronic care services delivered in Aboriginal Community
Controlled Health Services.

6.3 Keyrecommendations

Based on the findings of this systematic review of the current evidence base, it is recommended
that:

A. Suicide prevention, early intervention and postvention policies or programs for
Aboriginal people in NSW reflect the need to develop and implement multiple strategies
coordinated across, and tailored to, defined communities. At a minimum, a list of best-
evidence strategies could be provided from which Aboriginal communities can choose
those that are most feasible to implement in their community, depending on their own
specific needs and circumstances

B. Given the current lack of evidence, NSW Health extends its pioneering approach of
facilitating partnerships between communities/clinicians and researchers with skills and
expertise in evaluation design to Aboriginal suicide prevention, early intervention and
postvention programs. At least one evaluation could be designed and implemented to
measure the impact and economic costs of a best-evidence community program, the
results of which would improve the effectiveness of future policies and programs for
reducing rates of Aboriginal suicide.
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7 Conclusions

The urgent need to reduce the disproportionately high rates of suicide in Indigenous peoples of
Australia, NZ, Canada and the US has been widely acknowledged. In order for this fo occur, an
increase in the number of evaluations of preventive interventions targeting reductions in
Indigenous suicide using methodologically rigorous study designs across geographically and
culturally diverse Indigenous population groups is required. While evaluations of suicide
prevention interventions in discrete Indigenous communities using non-experimental designs may
be easier and cheaper to implement, they are unlikely to provide strong evidence applicable to
other Indigenous populations. Without this evidence there is a greater likelihood that ineffective
interventions will be implemented to prevent suicide in Indigenous peoples of Australia, NZ,
Canada and the US, reducing the likelihood of achieving reductions in rates of suicide in these
populations. There is an opportunity in NSW to work with real world, complex intervention
research specidalists fo design, and simultaneously implement and evaluate, suicide prevention,
early intervention and postvention suicide policies or programs which would both improve
outcomes for Aboriginal Australians and significantly strengthen the currently weak evidence
base, identifying cost-effective strategies for other Indigenous communities in Australiac and
internationally to replicate.

26 Sax Institute



8

10.

11.

12.

13.

14.
15.

16.

17.

18.

19.

References

Australian Bureau of Statistics (ABS). Causes of death, Australia, 2010. cat no. 3303.0 Canberra.
[Internet] 2012. Available from:
www.abs.gov.au/ausstats/abs@.nsf/0/CFF3E4FF213804B5CA2579C6000F7384?0pendocument

Silburn S, Glaskin B, Henry D, Drew N. Preventing suicide among Indigenous Australians. In Working
together: Aboriginal and Torres Strait Islander mental health and wellbeing principles and practice.
Canberra: Dept of Health and Ageing 2010:91-104.

Government of Canada. The human face of mental health and mental iliness in Canada. Ottowa,
Canada: Minister of Public Works and Government Services Canada, 2006.

Indian Health Service. (20083, June) Fact Sheet: Indian health disparities. [Internet] Available from:
www.ihs.gov/newsroom/includes/themes/newihstheme/display _objects/documents/factsheets/D
isparities 2013.pdf

Ferguson S, Beautrais A, Allan B, Collings C. Suicide rates in New Zealand: exploring associations
with social and economic factors. Wellington: Dept of Public Health, Wellington School of Medicine
and Health Sciences, University of Otago, 2004.

Skegg K, Cox B, Broughton J. Suicide among New Zealand Maori: is history repeating itself? Acta
Psyhciatr Scand 1995;92(6):435—-459.

Hunter E, Harvey D. Indigenous suicide in Australia, New Zealand, Canada and the United States: a
review. Emerg Med (Fremantle) 2002;14(1):14-23.

Rezaeian M. Suicide clusters: introducing a novel type of categorization. Violence Vict
2012;27(1):125-132.

Hunter E, Milroy H. Aboriginal and Torres Strait Islander suicide in context. Arch Suicide Res
2006;10(2):141-157.

Hanssens L. Imitation and contagion contributing to suicide clustering in Indigenous communities:
time-space-method cluster analysis. Aborig Isl Health Work J 2008;32(3):28-33.

Bechtold DW. Cluster suicide in American Indian adolescents. Am Indian Alsk Native Ment Health
Res 1988;1(3):26-35.

Vos T, Barker B, Begg S, Stanley L, Lopez A. Burden of disease and injury in Aboriginal and Torres
Strait Islander peoples: the Indigenous health gap. Int J Epidemiol 2009;38(2):470-477.

Mann JJ, Apetr A, Bertolote J, Beautrais A, Currier D et al. Suicide prevention strategies: a
systematic review. JAMA 2005;294(16):2064—2074.

Hawton K, van Heeringen K. Suicide. Lancet 2009;373(9672):1372-1381.

Gracey M, King M. Indigenous health part 1: determinants and disease patterns. Lancet
2009;374(9683):65-75.

King M, Smith A, Gracey M. Indigenous health part 2: the underlying causes of the health gap.
Lancet 2009;374(9683):76—85.

Katz LY, Elias B, O’Neil J, Enns M, Cox BJ et al. Aboriginal suicidal behaviour research: from risk
factors to culturally-sensitive interventions. J Can Acad Child Aadolesc Psychiatry 2006;15(4):159—
167.

Elliott-Farrelly T. Australian Aboriginal suicide: the need for an Aboriginal suicidology? Australian e-
Journal for the Advancement of Mental Health 2004;3(3):1-8.

Hunter E. Aboriginal suicide is different: a portrait of life and self-destruction. Aust N Z J Psychiatry
2002;36(1):146-148.

Sax Institute

27


http://www.abs.gov.au/ausstats/abs@.nsf/0/CFF3E4FF213804B5CA2579C6000F7384?opendocument
http://www.ihs.gov/newsroom/includes/themes/newihstheme/display_objects/documents/factsheets/Disparities_2013.pdf
http://www.ihs.gov/newsroom/includes/themes/newihstheme/display_objects/documents/factsheets/Disparities_2013.pdf

References

20.

21,
22,

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Hunter E. Out of sight, out of mind-2. Social and historical contexts of self-harmful behaviour
among Aborigines of remote Australia. Soc Sci Med 1991;33(6):661-671.

Coupe NM. Maori suicide prevention in New Zealand. Pac Health Dialog 2000;7(1):25-28.

Lester D. Social correlates of American Indian suicide and homicide rates. Am Indian Alsk Native
Ment Health Res 1995;6(3):46-55.

van der Feltz-Cornelis CM, Sarchiapone M, Postuvan V, Volker D, Roskar S et al. Best practice
elements of multilevel suicide prevention strategies: a review of systematic reviews. Crisis
2011;32(6):319-333.

Isaac M, Elias B, Katz LY, Deane F, Enns MW et al. Gatekeeper training as a preventative
intervention for suicide: a systematic review. Can J Psychiatry 2009;54(4):260-268.

Middlebrook DL, LeMaster PL, Beals J, Novins DK, Manson SM. Suicide prevention in American
Indian and Alaska Native communities: a critical review of programs. Suicide Life Threat Behav
2001;31(Suppl 1):132-149.

Procter NG. Parasuicide, self-harm and suicide in Aboriginal people in rural Australia: a review of
the literature with implications for mental health nursing practice. Int J Nurs Pract 2005;11(5):237—-
241.

Clarke VA, Frankish CJ, Green LW. Understanding suicide among indigenous adolescents: a review
using the PRECEDE model. Inj Prev 1997;3(2):126-134.

Kimayer LJ, Fraser SL, Fauras V, Whitley R. Current approaches to Aboriginal youth suicide
prevention. CMHHRC Working Paper 14. Montreal, Quebec: Institute of Community & Family
Psychiatry. [Internet] 2009. Available from: www.nambhr.ca/pdfs/Suicide-Prevention.pdf

Jackson N. Handbook: Systematic reviews of health promotion and public health interventions.
Victoria: The Cochrane Collaboration, Victorian Health Promotion Foundation, 2007.

Wood E, Shakeshaft A, Gilmour S, Sanson-Fisher R. A systematic review of school-based studies
involving alcohol and the community. Aust N Z J Public Health 2006;30(6):541-549.

Calabria B, Clifford A, Shakeshaft AP, Doran CM. A systematic review of family-based interventions
targeting alcohol misuse and their potential to reduce alcohol-related harm in Indigenous
communities. J Stud Alcohol Drugs 2012;73(3)477-488.

Haggarty J, Craven J, Chaudhuri B, Cernovsky Z, Kermeen P. A study of multi-media suicide
education in Nunavut. Arch Suicide Res 2006;10(3):277-281.

Capp K, Deane FP, Lambert G. Suicide prevention in Aboriginal communities: application of
community gatekeeper training. Aust N Z J Public Health 2001;25(4):315-321.

Deane FP, Capp K, Jones C, de Ramirez D, Lambert G et al. Two-year follow-up of a community
gatekeeper suicide prevention program in an Aboriginal community. Aust J Rehabil Couns
2006;12(01):33-36.

Muehlenkamp JJ, Marrone S, Gray JS, Brown DL. A college suicide prevention model for American
Indian students. Professional Psychology: Research and Practice 2009;40(2):134-140.

Westerman TG. Whole of Aboriginal community suicide intervention programs. [Internet] 2007
[cited 10 May 2012]. Available from: www.indigenouspsychservices.com.au/publications.php

May PA, Serna P, Hurt L, Debruyn, LM. Outcome evaluation of a public health approach to suicide
prevention in an American Indian tribal nation. Am J Public Health. 2005;95(7):1238-1244.

Allen J, Mohatt G, Fok CC, Henry D. People Awakening Team. Suicide prevention as a community
development process: understanding circumpolar youth suicide prevention through community
level outcomes. Int J Circumpolar Health 2009;68(3):274-291.

Lafromboise TD, Lewis HA. The Zuni Life Skills Development Program: a school/community-based
suicide prevention intervention. Suicide Life Threat Behav 2008;38(3):343—-353.

28

Sax Institute


http://www.namhr.ca/pdfs/Suicide-Prevention.pdf
http://www.indigenouspsychservices.com.au/publications.php

References

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54,

55.

56.

57.

58.

59.

Berman M, Hull T, May P. Alcohol control and injury death in Alaska native communities: wet,
damp and dry under Alaska's local option law. J Stud Alcohol 2000;61(2):311-319.

Tsey K, Every A. Evaluating Aboriginal empowerment programs: the case of family wellbeing. Aust
N Z J Public Health 2000;24(5):509-514.

LaFromboise TD, Howard-Pitney B. The Zuni Life Skills Development curriculum: a collaborative
approach to curriculum development. Am Indian Alsk Native Ment Health Res Monogr Serv
1994,4:98-121.

Hunter E. Crisis services: direct suicide prevention: Royal Commission on Aboriginal people Ottawa,
Ontario. Aboriginal Isl Health Work J 1995;19(4):22-23.

Berger CJ, Tobeluk HA. Community-based suicide prevention programs in rural Alaska: self
determination as a new approach. Arctic Med Res 1991;Suppl:291-293.

DeBruyn LM, Hymbaugh K, Valdez N. Helping communities address suicide and violence: the
special initiatives team of the Indian Health Service. Am Indian Alsk Native Ment Health Res
1988;1(3):56-65.

Devlin RE. Suicide prevention training for Aboriginal young adults with learning disabilities from
fetal alcohol syndrome/fetal alcohol effects (FAS/FAE). Int J Circumpolar Health 2001;60(4):564—
579.

EchoHawk M. Suicide prevention efforts in one area of Indian Health Service, USA. Arch Suicide Res
2006;10(2):169-176.

Fox J, Manitowabi D, Ward JA. An Indian community with a high suicide rate--5 years after. Can J
Psychiatry 1984;29(5):425-427.

Frost B. CSV initiatives in response to recommendations of the Royal Commission into Aboriginal
deaths in custody. 1990, Canberra: Australian Institute of Criminology, 1990:233-243.

Gray JS, Muehlenkamp JJ. Circle of strength: A case description of culturally integrated suicide
prevention. Arch Suicide Res 2010;(14)2:182-191.

Hamilton S, Rolf KA. Suicide in adolescent American Indians: Preventative social work programs.
Child Adolesc Soc Work J 2010;27(4):283-290. [Internet] 2010. Available from:
http://link.springer.com/content/pdf/10.1007%2Fs10560-010-0204-y.pdf

Jacono J, Jacono B. The use of puppetry for health promotion and suicide prevention among
Mi'Kmagq youth. J Holist Nurs 2008;26(1):50-55.

Janelle A, Lalibertée A, Ottawa U. Promoting traditions: an evaluation of a wilderness activity
among First Nations of Canada. Australas Psychiatry 2009;17(Suppl 1)S1:108-111.

Kahn MW, Lejero L, Antone M, Francisco D, Manuel, J. An indigenous community mental health
service on the Tohono O'odham (Papago) Indian reservation: seventeen years later. Am J
Community Psychol 1988;16(3):369-379.

Kral MJ, Wiebe PsK, Nisbet K, Dallas C, Okalik L et al. Canadian Inuit community engagement in
suicide prevention. Int J Circumpolar Health 2009;68(3):292—-308.

LaFromboise TD. American Indian life skills development curriculum. Madison: University of
Wisconsin Press, 1996.

Lopes J, Lindeman M, Taylor K, Grant L. Cross cultural education in suicide prevention:
development of a training resource for use in Central Australian Indigenous communities.
Advances in Mental Health 2012;10(3):224-234.

McCormack P, Mohammed F, O'Brien A. Learning to work with the community: the development
of the Wujal Wujal guidelines for supporting people who are at risk. Aboriginal Isl Health Work J
2001;25(4):19-25.

Mitchell P. Yarrabah: A success story in community empowerment. Youth Suicide Prevention
Bulletin 2000;4:16-23.

Sax Institute 29


http://link.springer.com/content/pdf/10.1007%2Fs10560-010-0204-y.pdf

References

60. Centre for Rural Remote Mental Health Queensland. Pathways to resilience: rural and remote
Indigenous community suicide prevention initiative: final report. Brisbane, Queensland: Centre for
Rural Remote Mental Health Queensland, 2010.

61. Stacey K, Keller N, Gibson B, Johnson R, Jury L et al. Promoting mental health and well-being in
Aboriginal contexts: successful elements of suicide prevention work. Health Promot J Austr
2007;18(3):247-254.

62. Tighe J. Alive and kicking goals!: preliminary findings from a Kimberley suicide prevention program.
Advances in Mental Health 2012;10(3):240-245.

63. Wesley LifeForce. Wesley LifeForce Suicide Prevention Program: select committee submission:
youth suicides in the Northern Territory. 2011. Ashfield, NSW: Wesley Mission; 2011. pp.11.

64. Dorpat N. PRIDE: substance abuse education intervention program. Am Indian Alsk Native Ment
Health Res Monogr Serv 1994;4:122-133.

65. Kimayer LJ, Boothroyd LJ, Laliberte A, Simpson BL. Suicide prevention and mental health promotion
in First Nations and Inuit Communities. Culture and Mental Health Research Unit. Report No. 9.
Montreal, Quebec: Institute of Community & Family Psychiatry, 1999:51-70 (for program
descriptions).

66. Drummond M, Sculpher M, Torrance, G. Methods for the economic evaluation of health care
programmes. (3rd Ed.) Oxford: Oxford University Press, 2007.

67. Easterbrook PJ. Berlin JA, Gopalan R, Matthews DR. Publication bias in clinical research. Lancet
1991;337:867-872.

30 Sax Institute



7 Glossary

Allocation bias

Attrition
Attrition bias
Bias

Blinding

Causal effect

CDSR

Contamination

Context

Confounder

Consent rate

Controlled pre—post-
study

Control group [In a
controlled trial]
Cost-effectiveness

Critical appraisal

Descriptive study

Dropouts

Economic analysis

Effects

Effectiveness

Differences in the process of allocating participants to the intervention or
control group

Loss of participants during the course of a study
Withdrawals or exclusions of people entered into a study
A systematic error or deviation in results or inferences from the truth

The process of preventing those involved in a controlled trial from knowing
individual participants’ group allocation

The association between two characteristics that is demonstrated when a
change in one characteristic causes a change in another

Cochrane Database of Systematic Reviews — a database in The Cochrane
Library that combines Cochrane Reviews and Protocols for Cochrane Reviews

Unintentional exposure of an intervention being evaluated to people in the
control group, and/or failure to expose people in the intervention group to an
intervention

The conditions and circumstances under which an intervention was provided

A factor that is associated with both an intervention and the outcome of
interest. Randomisation is used to minimise confounding variables between
experimental and control groups. Confounding is a major issue in non-
randomised studies

The number of study participants divided by the number of potential study
participants

A non-randomised study design where a control group of similar
characteristics as the intervention group is identified. Data are collected
before and after the intervention in both the control and intervention groups

The group that acts as a comparison for an alternative group receiving an
intervention (i.e. experimental group)

An economic analysis that measures effects in terms of costs for some
additional health gain (e.g. cost per each suicide prevented)

The process of assessing and interpreting evidence by systematically
considering its validity, results and relevance

A study that describes characteristics of a sample of individuals. Unlike an
experimental study, the investigators do not actively intervene to test a
hypothesis, but merely describe the health status or characteristics of a
sample from a defined population

Participants lost during the course of a study

Analyses of the relationship between costs and outcomes of alternative
healthcare interventions

Changes resulting from an intervention

The degree to which an intervention works as intended under normal
conditions
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Glossary

Efficacy

Embase

Epidemiology

Follow-up

Grey literature

Intention to treat
analysis

Inter-rater reliability

Interrupted time series

Intervention

Intervention exposure

Intervention group

Intervention integrity

Key words

MEDLINE

MeSH headings

Meta-analysis

Methodological quality

Outcome measure

Peer review

Pre—post-study

Primary outcome

Publication bias

Random allocation

The degree to which an intervention produces a beneficial result under ideal
conditions

Excerpta Medica database — a major European database of medical and
health research

The study of the health of populations and communities as opposed to specific
individuals

The observation over a period of time of study/trial participants to measure
outcomes under investigation

Research reports that are not published in peer-reviewed journals. For
example, government and community reports

Participants are included in the group to which they were allocated for
analysis, regardless of whether or not they received (or completed) the
intervention given to that group

The level of agreement between independent raters under identical conditions

A study design that collects data at multiple time points before and after an
intervention (interruption)

The process of intervening on people, groups, entities or objects in an
experimental study

The frequency and type of participant contact with an intervention and its
components

A group of participants in a study receiving an intervention

The extent to which an intervention was implemented and delivered in the
manner it was intended to be

A string of words attached to an article that are used to index or code the
article in a database

An electronic database produced by the United States National Library of
Medicine that indexes millions of articles in selected journals

Medical Subject Headings—terms used by the United States National Library of
Medicine to index articles in Index Medicus and MEDLINE

The use of statistical techniques in a systematic review to synthesise the
results of included studies

The quality of a study design and rigour of its implementation

A variable used to assess the effectiveness of an intervention (see also primary
outcome, secondary outcome)

A refereeing process for assessing the quality of reports of research and
selecting research reports for publication

A non-randomised study design with no control group. Data are collected
before and after only in a group receiving an intervention

The outcome considered to be most important

Publication of only a subset of all relevant studies. For example, studies in
which an intervention is not found to be effective are sometimes not
published

A method that uses chance to assign participants to comparison groups in a
trial
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Glossary

Randomisation

Randomised controlled
trial (RCT)

Reliability

Search strategy

Secondary outcome

Selection bias

Self-report

Statistically significant

Study design

Systematic review

Treatment

Withdrawal

The process of randomly allocating participants into one of the groups in a
controlled trial

An experiment in which two or more interventions, possibly including a control
intervention or no intervention, are compared by being randomly allocated to
participants

The degree to which results obtained by a measurement procedure can be
replicated

The methods used to identify publications within the scope of a systematic
review

An outcome deemed less important than primary outcomes that is used to
evaluate the effects of an intervention

Systematic differences in the characteristics of participants who are selected
for study and those who are not

A type of questionnaire, survey, or interview in which respondents select a
response or provide an answer without researcher interference

A result that is unlikely to have happened by chance

The procedure under which a study is carried out

A review of published studies that uses systematic and explicit methods to
identify, select, and critically appraise relevant studies, and to collect and
analyse data from studies to answer a question/s

Intervening with individuals to enhance their health and wellbeing

Participants who drop out of a study
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