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Many First Nation communities in the Sioux Lookout District have been experiencing a

high rate of completed and attempted suicide over the last decade. The objective of the

present study is to identiff and profile the demographic features and other characteristics

common to those Aboriginal individuals living in the Sioux Lookout District that have

attempted suicide. A retrospective chart review of suicide attempts and completed

suicides from the years 1995 to 2000 was undertaken. A total of 150 suicide attempts

*¿ ¡O competed suicide charts were reviewed. In addition, six semi-structured

interviews also took place with key informants from Nodin Counseling Centre who had

substantial experience working in response to the suicide situation in the region. Chi-

square analysis was used to test for differences between completed and attempted

suicides, male and female suicide attempters and first and previous suicide attempters.

Odds ratios were calculated for the signific ant x2 . The dominant profile for a suicide

attempter that emerged from the resuits is female under the age of 25 who has a history of

repeated attempts. She tends to have lived a life marked by negative experiences such as

a history of alcohol abuse, and more than likely a combination of physical, verbal and

sexual abuse. She also experienced a break-up with a partnerlboyfriend or a f,rght with a

significant other, and used alcohol right before the event occurred. This is consistent with

much of the iiterature that iooks at risk factors for suicide attempts. There are several

factors that contribute to the decision to attempt suicide. Having knowledge of these

factors can further the development of effective intervention and prevention programs to

address this issue.

ABSTRACT
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l.l Background

The Aboriginal populations in Canada, the United States and other parts of the

world such as Hawaii and Australia have been identified as being at a greater risk for

suicidal behaviour than non-Aboriginal people in these countries (Borrowsky, Resnick,

Ireland, and Blum, 1999; Grossman, Millagan, and Deyo, 1991; Yuen, Nahulu,

Hishinuma, and Mityamoto, 2000). The sudden contact with and domination by Western

culture and the ensuing cultural stress these Aboriginal groups experienced as a result of

coionization, has lead to generations of problems, notably suicide and attempted suicide.

The Royal Commission on Aboriginal Peoples (1995) identihes suicide as a high

priority for firther enquiry and intervention. Identiffing the overall characteristics or risk

factors associated with those who complete or atternpt suicide and combining this with

additional demographic, clinical and behavioural data to create a profile of the suicide

attempter is a first step towards understanding these phenomena (Thompson,1987;

Zitzow and Desjarlait,1994). Gaining an understanding of suicidal characteristics is

thought to assist in developing effective early intervention and prevention strategies, as

well as in focusing resources on those at greatest risk.

1.2 Scope of the Problem

CHAPTER 1

INTRODUCTION

Many First Nation communities in the Sioux Lookout Region in Ontario have

been experiencing a high rate of suicide and suicide attempts over the last decade.

Between 1986 and the year 2000 there was a total of 186 reported completed suicides and

over 900 attempts Q.,lodin Counseling Service Annual Report, 2000). In one year alone,



from April l,lggg to March 3l,200},there were 19 suicides and332 suicide attempts.

From April 2000 until March 200i this increased to 23 completed suicides and 472

attempts. These are high numbers considering the population of the Sioux Lookout

Region for the year 2000 was approximately 16,103.

Nodin Counseling Centre is a regional First Nations Mental Health Service

created in 1981 through the University of Toronto medical contract at the Sioux Lookout

Zone Hospital. It is iocated in the town of Sioux Lookout, Ontario and provides a crucial

service to members of 28 First Nations communities in the Sioux Lookout Region (see

map Figure 1 . 1 ). In 1994 the administration of Nodin was transferred to the Sioux

Lookout First Nation Health Authority.

Nodin provides four basic services to clients within the Sioux Lookout Region.

These include Acute Care Services, Community Crisis Support, Community

Development and Training and, Consultation Services. Over the last decade, one of the

major areas of concern for this organization has been the high rates of suicide attempts

and suicide completions. In many cases these high rates have reached crisis proportions

in several of the communities. As a result, Nodin has been caught up in an ongoing,

reactive response to the constant attempts and completions, which consume much of their

energy and resources both human and financial. This leaves very little time to focus on

developing and initiating effective prevention and intervention strategies that would

contribute to decreasing the existing rates in the district.

In order to define and identiff who is vulnerable it is important to understand

some of the common characteristics of individuals attempting suicide. Documenting

these characteristics may further assist in the identification of potential attempters and the

development of interventions that may prevent attempts.
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1.3 Research Objective

The purpose of the proposed study is to identify and profile the demographic

features and characteristics cofirmon to those Aboriginal individuals living in the Sioux

Lookout Region who have attempted suicide.

To accomplish this a retrospective chart review was undertaken of those

individuals who had attempted suicide and presented at Nodin Counseling Centre from

the year 1995 to 2000. A total of 150 suicide attempt charts weÍe examined along with 36

charts of individuals who had completed suicide. A data abstract form based on risk

factors and characteristics as described in the literature on both attempted and completed

suicide, was developed. This form was used to assist in collecting the necessary

information from the charts.

ln addition to the chart review six semi-structured interviews took place. Those

who were interviewed had substantial experience working in the First Nations

communities in Sioux Lookout, paficularly in response to community crisis which is

often related to a suicide or suicide attempt. These interviews were to provide

confirmation of the characteristics identified in the chart review, and provide depth to the

data. Having an understanding of individuals'personal experiences enriches the data

collected from the charts as well as assists in maintaining a human dimension to a very

human issues.

In the analysis yt was used to test for differences between completed and

attempted suicides. Additional comparisons, for the suicide attempts only, were made

between genders, as well as between first attempters and previous attempters. Odds

ratios were calculated for the signific ant X.2.



2.1 DefÏning Attempted Suicide

Suicide has been described as a "death arising from an act inflicted upon oneself

with the intent to kill oneself' (Rosenberg, Smith, Davidson, and Conn, 1987). This is a

straightforward definition and no matter how you look at it the basic. premise remains

intact. The persons who complete suicide intend to kill themselves.

Attempted suicide is more diffrcult to define as there is often substantial

ambiguity around the intention and lethality of the behaviour which creates controversy

about whether the behaviour is an actual suicide attempt (Adam, 1985). As a result of this

ambiguity there has been an assortment of new terms and defrnitions developed over the

years to describe self-destructive behaviour. These include parasuicide (Kreitman,

Philip, Greer, and Bagley,1969), non-fatal, deliberate self-harm (Morgan, Pocock, and

Pottle, 1975), and deliberate self-poisoning and self-injury (Kessel, 1965). This has

caused some difficulties in interpreting results and making meaningful comparisons

among the research that has been undertaken. (Eurosave,200I).

An effort to clarify the terms attempted suicide and parasuicide was made in a

report on parasuicide in Europe by the Eurosave project (2001). This report discusses

four views on the relationship between attempted suicide and parasuicide. The first view

is that parasuicide is a sub-category of attempted suicide and is an act that is low in

intent. The second view, contrary to the first, looks at attempted suicide as a sub-

category of high intent parasuicide. The third view looks at attempted suicide and

parasuicide as mutually exclusive, with parasuicide being used in cases where there is

low intent and attempted suicide being used where there is definite certainty that the

individual intended to kill themselves. The final view is that these two terms should be

CHAPTER 2

LITERATURE REVIE\il



used interchangeably.

This last interpretation appears to consider all self-destructive behaviour as

potentially lethal without making any distinctions between intent, and considers all acts

of violence against oneself equally important. (Eurosave,200I; Nelson, and Grunebaum,

IgTI). it allows for more flexibility in def,rning attempted suicide and supports the view

that suggest that suicidal behaviours, from ideation to completion, can be viewed on a

continuum of increasingly lethal behaviour. (Adam, 1985; Gould, Petrie, Kleinman, and

Wallenstein,lgg4; Kirmayer, Hayton, Malus, Jimenez, Quesney, Ternat, and Ferrara,

1994). First attempts may often be considered inconsequential, becoming more serious

and lethal as suicidal thoughts become more persistent, or suicide attempts are repeated.

For example, suicide ideation is fairly comlnon in the general population, particularly

when a person is dealing with undesirable life events, depression. or social isolation, and

in most cases it does not lead to attempted suicide. (Adam, 1985; Paykel, Myers,

Lindenthal, Tanner, 1974). However there are a small percentage of individuals who do

follow through on the ideation. Schwab, Warheit and Holzer (1972) found that in the

general population 15.4% reported some degree of suicidal ideation in the last month,

while 3o/ohad acfually made a suicide attempt. in a follow-up of wrist-slashing

behaviour, 3 (15%) women out of a sample of 19 subsequently went on to commit

suicide, contradicting past reports that self-mutilators represented a low-risk group

(Nelson and Grunebaum,I97I). In a report on suicide in Canada among Aboriginal

populations it was stated that most individuals had expressed suicidal thoughts or made

suicide attempts previous to a completed suicide (Kirmayer, et al., 1994). Shafii,

Carrigan, Whittinghill and Derrick, (1985) found thatS5o/o of the adolescents suicides

reviewed had expressed that they wanted to die and 40Yo had previously attempted.

The WHO/ EURO Multicentre Study on Parasuicide has defined parasuicide as

"An act with nonfatal outcome, in which an individual deliberately initiates a non-

habitual behaviour that, without intervention from others, will cause self-harm, or

6



deliberately ingests a substance in excess of the prescribed or generally recognised

therapeutic dosage, and which aimed at realising changes which the subject desired via

the actual or expected physical consequences" (Platt, Bille-Brahe, Kerkhof, Schmidtke,

Bjerke, Crepet, De Leo, Haring, Lonnqvist, Michel, Philippe, Pommereau, Querejeta,

Salander-Renberg, Temesvary, Wasserman, Sampaio, and Faria, 1992).

For the purpose of the present study attempted suicide will be more simply

defined as, "An act of intentional self-harm carried out with an awareness that the

outcome could be fatal" (Rosenberg, et al, 1987).

This definition encompasses a whole range of self-destructive behaviours that

have been implicated in the literature as suicide attempts, from very serious, potentially

lethal acts that require medical care, to minor gestures that are not at all life{hreatening.

(Adam, 1985; Moócicki, 1997). The individual may not want to die, however the act itself

is a distress signal that should be treated as an indicator that something is not right in

their lives and that person requires assistance.

2.2 Theoretical Framework

When explaining attempted suicide in the Aboriginal population there are two

perspectives one can take as discussed in Kirmayer's work that expiores suicide in the

Canadian Aboriginal population (1994). The first is a psychiatric perspective that draws

the attention directly to the individual and how suicidal behaviour is related to personal or

family psychopathology. The second is the sociological perspective that views suicidal

behavior as a consequence of economic disadvantage, acculturative stress, and political

disempowerment. Both perspectives have their disadvantages. A purely psychiatric

perspective focuses on the pathology of the individual and ignores the basic social

problems that may contribute, whereas the sociological perspective runs the risk of

labeling whole communities as unhealthy, thus contributing to the already acute



demoralization that may exist in many communities.

Combining these two perspectives is what Thorslund (1990) did in his theory of

suicide in Inuit Youth in Greenland. Kirmayer, and his colleagues, (i994) developed a

model based on this theory (Figure 2.1) which shows how the community, family, and

individual are all affected by the stress of acculturation that has resulted from the clash of

two cultures. Although the outcome depicted in Kinnayer's model is completed suicide it

seems appropriate for providing the framework for the current research with minimal

changes. Instead of the final outcome being suicide, attempted suicide would be the final

result.

This model illustrates how the community can suffer economically, politically,

and socially as a result of unemployment, poverty, lack of education, loss of traditional

knowledge, loss of political power, a high proportion of youth, and previous suicides. A

breakdown in the family and social networks of individuals can occur as a result of

various circumstances such as childhood separation, loss and trauma, physical and sexual

abuse, psychiatric disorders, alcohol abuse, loss of parenting skills, family conflict, and

isolation. This in turn can lead to a multitude of personal problems for individuals that

can reveal themselves in poor selÊesteem, identity confusion, poor coping skills, mental

health problems, a sense of hopelessness, and abusive behaviour. These factors when

combined with precipitating factors such as a fight with a partner, and/or enabling factors

such as the availability of alcohol or drugs can ultimately lead to a suicide attempt.



Figure 2.1: Adaptation of Kirmayer's Model of Suicide
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2.3 Epidemiology of Attempted Suicide in the General Population

The incidence and prevalence of attempted suicide in most countries is diff,rcult to

determine due to attempted suicides traditionally not being a reportable condition. This is

unfortunate as a system of swveillance would allow for more accurate identification of

the actual rates of parasuicide and perhaps assist in identifying individuals and groups

who may be at risk (Rosenberg et a1.,1987).

Despite the limited surveillance, research is still undertaken and hospitahzation

data is what is commonly used when exploring the frequency of parasuicide

(EUROSAVE Project,200I; Langlois and Monison,2002). Although this can capture a

significant portion of the population, some segments of the population are excluded,

which can result in the data describing a sample of the population that may not be

representative of the entire population (EUROSAVE Project, 2001).

The WHOÆURO Multi Centre Study on Parasuicide has set up centres across

Europe to research attempted suicides, and rates have been estimated in several of these

countries based on hospitalization data (EUROSAVE Project, 200I). it has been

estimated that the incidence rates for attempted suicide 15 and over in 1976 ranged from

541100,000 in Italy to 4401100,000 in the UK. Between 1989 and 1992the highest male

age-standardized rate was found in Finland (3141100,000) and the lowest was in Spain

(451100,000). For \Ã/omen this rate was highest in France (4621100,000) and lowest in

Spain (69li00,000) (Schmidtke, Bille-Brahe, Deleo, Kerkhof, Bjerke, Crepet, Haring,

Hawton, Lönnqvist, Michel, Pommereau, Querejeta, Phillipe, Salander-Renberg,

Temesváry, Wasserman, Fricke, Weinacker, Sampaio-Faria, 199 6).

Rates have been determined for Canada based on the Hospital Morbidity

Database (HMD) that is maintained by the Canadian Institute for Health Information and

it is estimated that in 1998199,22,887 individuals were treated for attempted suicide. This

would be a crude hospitalization rate of 87/i00,000 aged 10 and over. (Langlois and

10



Morrison, 2002). One limitation of this database is that it only includes those admitted to

hospital as a result of their attempt. It does not include cases of attempted suicide that

were treated as outpatients in emergency rooms or other medical facilities. In addition, it

does not include those patients in psychiatric hospital who attempted while they were in

care, but whose outcomes were not serious enough to require hospitalization. This leads

to an underestimation of the actual rates of parasuicide.

Another limitation to using hospital data which may lead to the underestimation

of actual suicide attempts is that attempts may be reported as accidental or unintentional

injuries (Langlois and Morris on, 2002).

Overestimation can also occur with hospital data, for example, when patients are

counted twice for a single event as a result of a move from one hospital to another.

Population surveys provide a means of determining parasuicide prevalence rates

in different populations. They can be carried out at anational or regional level and are

often used to target certain groups such as the Aboriginal population or youth

(Grunbaum, Kann, Kinchen, Williams, Ross, Lowry, and Kolbe, 2002; Thorlindsson and

Bjarnason, 1994). The advantage of using surveys is that cases of suicide attempts can be

detected that would not have been documented in medical records. The limitation of

using this method is that results are likely to be biased because of self-selection of those

responding.

Regardless of the limitations of parasuicide data, researchers continue to collect

and use these statistics and it has been shown in Canada that although underreporting

exists, it is not large enough to substantially alter the rates (Speechley and Stavraky,

1e91).

2.3.1 GenderDifferences

Statistics show that males are more likely to complete suicide whereas females are

more likely to attempt (Bland, Newman, and Dyck 1994;Bille-Brahe et al., 1997;

ll



Schmidt, O'Neal, and Robins,1954; Rosenberg et a1.,1987; Sigurdson, Staley, Matas,

Hildahl, and Squair,7994; Yuen et al., 2000). A recent study in Christchurch, New

Zealand found that although suicides and attempted suicides were similar in terms of the

risk factors and life processes, males were more likely to die by suicide then high-risk

females (Beautrais, 2001). Overrepresentation of men in suicide deaths has been

consistenl across 22 courúnes according to information collected by the World Health

Organization (Langlois and Morrison,2002). Most of the countries had a ratio of 3 or 4

males to 1 female, although there was ararrge from 2:1 in the Netherlands, to 7:1 in

Greece. Canada ranked in the middle with a ratio of 4: 1 with a rate of I 8/100,000 for

males and 5/100,000 for females.

The gender rates for attempted suicide are much different. In a very large follow-

up study to the WHO/EURO Multi centre study on Parasuicide, Tl45 parasuicide

patients, aged 15 years and older representing nine different centres across Europe, and

treated in medical faciiities were interviewed (Bille-Brahe et al., 1997). It was

determined in this study that more females then males had attempted suicide. Another

report generated by the EUROSAVE project reviewed the literature for epidemiological

information of parasuicide in various European countries and it was found that Germany

had an average annual parasuicide rate between 1989 and 1995 of 98/100,000 for males

and 1201100,000 for females (EUROSAVE Project, 2001). Ireland had an annual

average rate, for a four year period, of 166 and 190 per 100,000 for males and females

respectively. In Denmark the rates of parasuicide have been decreasing since 1989 with

the exception of teenage girls, i5 to 19 years of age, whose rates tripled during the

i990's. Finland was the one country that reported a higher rate for males then females,

although some countries had equal rates for male and females.

This same phenomenon has been reported in different populations in the United

States. For example, in Westem Alaska 66%o of all patients of Eskimo descent who were

hospitalized for attempted suicide during a 5 month period were young, single, and

l2



female (Gregory, 1994). In Hawaii, female high school students had a significantly

higher rate then their male counterparts, both Hawaiian and non-Hawaiian (Yuen et al,

2000). The Center for Disease Control and Prevention in the United States conducted a

national school-based Risk Assessment Survey and found that out of 13,601 students

from 150 schools across the United States, females were almost two times more likely to

attempt suicide than males (Grunbaum, Karu:t, Kinchen, Williams, Ross, Lowry, and

Kolbe,2002).

In Canada, parasuicide-related hospitalization rates were examined for 1998/99

and it was determined that the age-standardized rate for Canadians over 10 years of age

was 108/100,000 for females, compared to 701100,000 for males (Langlois and Morrison,

2002). A five year review of youth suicide in Manitoba, showed that females (62.5%)

were more likely than males (35.2%) to have attempted suicide one or more times before

they completed suicide (Sigurdson, et a1., 1994). In Edmonton, Alberta the overall

parasuicide rate for those 15 and over was 3571100,000 for men and 5341100,000 for

\ryomen (Bland, et al, 1gg4).

Contrary to the results above, other studies have found that males and females

attempt equally (Beautrais, Joyce, and Mulder 1996; Kirmayer, Boothroyd, and Hodgins

1998; Kirmayer, Malus, and Boothroyd, 1996) or that males attempt more often than

females (Malus, Kirmayer, and Boothr oyd, I99 4).

2.3.2 Age Differences

A higher rate of attempted suicide has been found in younger age groups while

traditionally the rates of completed suicides have been shown to increase with age

(Adam, 1985; Schmidtke et al.,1996).In a comparison of suicides and suicide attempts,

Beautrais (2001) found that the mean age of those who completed suicide was 36.8 and

those making serious suicide attempts was 30 years of age. The World Health

Organization (2001) reported that suicide was the first or second cause of death for both

i3



sexes l5-34 years old. The data that has been collected on suicide attempts indicates that

the rate for attempted suicide may be up to 20 times higher than completed suicides.

Age specific rates for attempted suicide appear to vary. In the EUROSAVE

report on the Epidemiology of Parasuicide in Europe (2001) prevalence rates ranged from

being the highest in the 15-24 year old age groups for both males and females in

Denmark and Ireland, to the highest rate being found in males 70-74 in Padua ltaly. It

appears from this report that parasuicide tends to occur most frequently between the ages

of 14 and34.

In 1998 in Canada, completed suicide rates for males were highest in the 20-29

age group, 30-44, and the 44-45 (Langlois and Morrison,2002). In women, the highest

rates were found in the 30-44 and 45-59 age group. The group most likely to attempt

suicide in Canada are females who are 15-19 years of age, at arate that is over twice that

of their male cohorts,22Ill00,000 vs 87l100,000 respectively. Male hospitalization rates

for attempted suicide are highest at 20 to 29 and 30 to 44 years of age (98/ I 00,000), but

are stiil lower than females in the same age categories (138/100,000). A study in

Edmonton found that the age period with the highest proportions of suicide attempts, both

male and female, was25-29 years (Bland et al., 1994).

2.3.3 Methods of Attempted Suicide

Overdose or self-poisonings have been indicated in several studies as the most

common method used in suicide attempts (Beautrais, 200I; Bland, et al., 1,994; Garfinkel,

Froese, andHood, 1982; MoScicki, 1997; MoÉcicki,1994; Schmidt, etal.,1954). More

violent methods such as the use of firearms and hanging are used more often by those

who complete suicide. (Rosenberg, et al., 1987; Sigurdson, et al., 1994;MicheI,1987

Moécicki, 1991).
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2.4 Epidemiology of Attempted Suicide in the Aboriginal Population

The scope of the problem of attempted suicide in Aboriginal populations in terms

of incidence and prevalence has not been well documented and national statistics are

almost non-existent. What is known about the rates of attempted suicide in Aboriginal

populations has been collected via community and regional surveys. (Grossman et al.,

i991; O'Neil, Moffat, Tate, and Young, 1994; Yuen et a1.,2000). The results of these

suffeys have not been standardized and remain specific to the community or region that

was studied. What has been determined from a review of these studies is that attempted

suicide is high in many Aboriginal populations when compared to the general population

and there are significant gender and age differences that are cause fot concern.

In a study of Native Adolescent Hawaiians it was found that Hawaiian

adolescents had a higher rate of suicide attempts (I2.9%) than non-Hawaiians (9.6%)

(Yuen et al., 2000). Females from both groups attempted suicide more frequently than

males, however Hawaiian males had a significantly higher rate of attempted suicide when

compared to non-Hawaiian males, suggesting a greater relative risk for this group.

In a large survey of Navajo adolescents in grades six to twelve, 15%had

attempted suicide, 35Yohadtried to kill themselves one year before the survey, and 58o/o

had tried to kill themselves more than once (Grossman, et al., I99I). Female gender was

associated with higher rates of attempts which is consistent with other research of both

Aboriginal and non-Aboriginal populations. (Bland, et al., 1994; Borrowsky, et al., 1999;

Gregory, 1994; Langlois and Morrison,2002; Ross and Davis, 1986; Sigurdson, et al.,

1994). The results of a study that looked at the psychosocial factors related to suicide in a

groups of Zuru Adolescents found thaf 30o/o reported that they had attempted in the past,

andT}Yo had tried two or more times (Pitney-Howard, Basil, LaFromboise, September,

and Johnson,1992). Once again the gender differences were similar to other studies

where girls were two to three times more likely to attempt suicide then boys.
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In Canada, studies have documented the rates of completed suicide in Aboriginal

communities, which range from two to 10 times higher than that of non-Aboriginal

populations (Bagley, Wood, and Khumar,I99}; Malchy, Enns, Young, Cox,1997; Royal

Commission on Aboriginal Peoples, 1995). The National Task Force on Suicide in

Canada (lgg4) states that investigators have found rates as high as 15 times that of the

general Canadian population. They estimate that the average overall rates of suicide

within First Nations and Inuit communities are from three to five times higher. One

study that explored suicide and careless death in young Aboriginal males found that the

rates of completed suicides were 80.1 1 per 100,000 on northern reserves and Metis

settlements in Alberta (Bagley, eta1.,1990).

Much of the research on attempted suicide that has taken place in Canada focuses

on the lnuit populations in northem parts of the country. Kirmayer and his colleagues

(1996) examined attempted suicide among Inuit youth living in aNorthern Quebec

community and found that out of a sample of 100 adolescents and young adults 34%o had

attempted suicide. Out of this , 20Y1 had made more then one attempt and 12 o/o had made

more then two attempts. Over half of the youth surveyed had a fiiend that had attempted.

In terms of gender differences the results of Kirmayer's study were not consistent with

other research. In this sample, males were more likely to attempt suicide then females

(43%o vs. 26%). This was attributed to the high rate of solvent abuse among males, as

well as a greater discontinuation in the male role due to cultural change. Both these

factors increase vulnerability to self-destructive behaviour. These results were supported

in a later study of 100 Inuit youth in a Nunavik community (Kirmayer, et a1., 1998). In

this study 460/o of the males and 4l%o of the females reported a suicide attempt.

in a study of the Inuit living in the North West Territories, the prevalence of

suicidal behaviour, which included both planned and attempted suicide, ranged from 13Yo

to 23o/o (O'Neil, et aI., 1994). This study was more consistent with the general

population in terms of gender as it was identified that females who were 12-77 years of
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age admitted to suicidal behaviour three times that of males, and women 25-44 were

twice as likely than men to engage in suicidal behaviour.

In Manitoba, one northern community had an overall rate of attempted suicide of

77 per 100,000 for a three year period from 1981-1984 (Ross & Davis, 1986). The rate

for males in this community aged20-24 was 24I per 100,000. In this same cornmunity,

females ages 15-19 were overdosing atarate of 7,000 per 100,000 population. The

researchers attributed this high rate to two epidemic periods among this age group during

the study period

2.5 Risk Factors for Attempted Suicide

Much of the research that looks at suicidal behaviour focuses on risk factors for

completed suicide that may contribute to the ill-fated decision to take one's own iife.

These factors are fairly consistent over various studies and populations and include

mental and addictive disorders, substance abuse, family dysfunction, isolation, life stress,

physical illness, having a family member or friend commit suicide, and previous suicide

attempts. (Isaacs, Keogh, Menard, and Hockin,1998; Maris, 1997;May and Van Winkle,

1994; MoScicki, 1997; Roesenberg, et al., 1987; Rubenstein, Heeren, Houseman, Rubin,

and Stechler,1989; Vijayakumar and Rajkumar, 1999). Identifying risk factors allows

researchers to determine what variables individuals have been exposed to that may

increase the likelihood of the occuffence of suicidal behaviow (Kirmayer et al., 1994).

Table 2.1 provides a summary of the risk factors and relevant literature in the general

population.

Often the same risk factors associated with completed suicide are found in suicide

attempts (Bland, et al.,1994;Bonowsky, et al., 7999; Kirmayer, et al., 1996; Rosenberg,

et a1.,1987). This has generated questions focusing on whether those who compiete

suicide are different from those who attempt suicide. Many researchers appeff to agree
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that these are two distinct but overlapping populations that share many similarities as

well as differences (Adam, 1985; Beautrais, 2001; Hawton, 1987; Hawton &. Catalan,

1982; Rosenberg, et al., 1987;).

Rarely do risk factors act on their own as they are interrelated and complex. Risk

factors can reflect personal vulnerabilities or social-cultural factors and a useful way of

organizing these risk factors is into two broad categories, distal and proximal risk factors

(MoScicki, 1997 ; Kirmayer, et al., 1994).

2.5.1 Distal Risk Factors

Moécicki (1994) describes distal risk factors as representing the foundation on

which events associated with suicidal behaviour are built. The presence of distal risk

factors does not lead directly to parasuicide or suicide. They are however considered

necessary and led to an increased vulnerability for suicidal behaviour when proximal risk

factors are introduced. Some of the more coÍlmon distal risk factors identified in the

literature are described below.

2.5.1J Repeated Attempts

A history of repeated suicide attempts is one the strongest predictors for

completed as well as repeated suicide attempts (Beautrais, 2001). Studies have found that

up to 50o/o of a sample of parasuicides have attempted at least once before (Bland, et al.,

I994;Bille-Brahe, et aI. 1997). In a study looking at completed suicide it was found that

47Yo of the sampie had a history of previous attempts (Ovenstone and Kreitman,l974).

Sigurdson, et al., (1994) found a higher percentage of previous attempts in females than

males who went on to complete suicide, however it has been found that the suicide risk

for men after attempted suicide was nearly twice that for women (Nordström, et al.,

1995). In follow-up studies of parasuicide the overall mortality for those who had

previously attempted ranged from 6Yo to 13.3Yo. (Johnsson, Ö¡ehagan, and Träskman-
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Bendz,1996; Nordström, Samuelsson, and Äsber g, 1995; Tejedor, Diaz, Castillón, and

Pericay 1999.)

2.5.1.2 Psyclùatric Dßorders

Another equally strong risk factor for attempted suicide is having a psychiatric

disorder (Beautrais, 2001; Garfinkel, 1982; MoÉcicki, 1997). Moécicki (1994) found that

having one psychiatric diagnosis as opposed to no diagnosis increased a person's

likelihood of attempting suicide by four times. More than one diagnosis increased this

risk to 18 times more likely to attempt. A study in Oxford found that psychiatric

disorders were common in a sample of deliberate self-harm patients who presented to the

district general hospital (Haw, Hawton, Houston, and Townsend, 2001). Ninety-two

percent of the study participants had one psychiatric disorder, and a comorbidity of two

or more disorders was found in70% of the sample. The most common psychiatric

diagnosis found was depression (70.7o/o), followed by personality disorder (a59%). A

substance use disorder, where there was harmful alcohol use or dependence, was found in

26.7% of the sample and drug misuse or dependence was found in 8.7 Yo. Other studies

have found similar results in terms of the presence of a psychiatric disorder, the most

common appearing to be mood disorders, personality disorders, and substance abuse

(Beautrais, 200I; Garfinkel, et al., 1982; Moócicki, 1994; Sigurdson, et al., 1994).

2.5.1.3 Familìal Risk Føctors

Family dysfunction and psychopathology appears to have a significant role in the

lives of those individuals who attempt suicide. A family history of suicide, negative

parent-child relationships, parental absence, separation, loss, and parental

psychopathology, have all been associated with attempted suicide. (Garfinkel, et al.,

1982; Kessel,1965; Kosky, 1983: Robins, Schmidt and O'Neal,1957; Wagner, 1997).
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Family history of suicidal behaviour.'A history of family suicide has often been

associated with attempted suicide. (Resnick, Bearman, Blum, Bauman, Haris; Jones,

Tabor, Beuhring, Sieving, Shew, Ireland, Bearibger, and Udry, 1997; Robins et al., 1957;

Roy, Rylander and Sarchiapone,1997). In an extensive review of the research of family

risk factors for suicidal behaviour in children and adolescents, Wagner (1997) reported

finding consistent evidence that suicide attempters were more likely than normal controls

to have a family history of suicide attempts. Twenty-four percent of the individuals

admitted to the St. Louis County Hospital for attempted suicide over a one year period

hadafamily history of attempted suicide (Murphy and Wetzel, 1982). In a study looking

at adolescent suicide attempters it was fowrd that there \¡/ere more attempters (8.3%) than

controls (I.l%) that had a history of suicidal behaviour in the family (Garfinkel, et al.,

1982). Pfeffer, Normandin, and Kakuma (1998) found that the rate of adolescent

parasuicide is more then seven times higher when the mother has a suicide attempt

history. Depressed patients have been found to have an increased probability of violent

suicide attempts, if a person had a f,rrst or second degree relative that had committed

suicide (Liknowski, de Maertelaer and Mendlewicz, 1985).

Negative parent-child relationship: Wagner (1997) also found a consistency in

the literature that indicated suicide attempters were more likely to have poor parent-child

relationships. Findings from the National Longitudinal Study of Adolescent Health in the

United States show that parent-family connectedness significantly protected adolescents

in grades 7-72 from attempting suicide (Resnick, et al.,1997). In Canada, the National

Longitudinal study of Children and Youth (1999) indicated that those adolescents who

experienced a difficult relationship with one or more of their parents were 5.5 times more

likely to have seriously considered suicide in the past year even after controlling for a

number of variables such as gender, family type and family income. The results of a

study of young women aged 18-30 showed a low score on parental care and a high score

on parental overprotection in girls that attempted suicide (Goldney, 1985). These scores
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were determined using an instrument that measured the dimension of parental care versus

indifference and rejection, and parental overprotection versus encouragement of

independence.

Parental absence, separation, or loss: Separation from parents has been linked

to child and adolescent suicide attempts. Experiencing a loss which includes death or

separation from a parent, grandparent or sibling was indicated in 80% of a sample of

suicidal children under the age of 14 (Kosky, 1983). Sixty percent of these losses had

occurred in the 12 months preceding the suicide attempt and in 30% of the cases the child

had experienced more than one loss. This study also found that only 65Yo of the suicide

attempters lived with only one of their natural parents.

Robins, et a1., (1957) found that there was a very high prevalence of broken

homes in a sample of 109 patients aged 17-78 who had just made a suicide attempt. A

broken home was defined as death of a parent or a temporary or permanent separation

from a parent. The parent missing most often in this study was the father. In a more

recent study of suicide attempts in children and adolescents it was indicated that

attempted suicide was equally associated with the absence of a father and the absence of

both biological parents (Garfinkel, et al., 1982).

Wagner (1997) identif,red studies that were investigating the loss of a caregiver as

a risk factor for attempted suicide and concluded that there is little evidence that a death

of a parent or separation from apæent through divorce or separation were risk factors

alone. What he did find was retrospective evidence that a combination of losses due to

causes such as death, parental divorce and child placement outside the home, may be risk

factors for attempted suicide. He also describes retrospective evidence that looks at the

possibility of the effects of early childhood loss being related to the emergence of suicidal

behaviour in young adulthood.

Gould, Shaffer, Fisher, and Garfinkel, (1998) determined that separation and

divorce made a small impact on adolescent suicide. This was fi.uther diminished after
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parent psychopathoiogy was accounted for. What was interesting was there was an

association between completed suicide and a poor relationship with the father regardless

of separation and divorce.

Parental psychopathology.' Suicide attempters have a high likelihood of coming

from families with a history of mental illness, primarily alcohol or substance abuse

(Garfinkel, et a1.,1982). In a five-year follow-up study of 75 individuals who had

attempted suicide, 88% of those who re-attempted had a parent who had been treated for

a psychiatric illness versus 48% of those who had not re-attempted. (Johnsson, et

a1.,I996). In this sample it was the psychiatric treatment of the father who accounted for

the difference between the two groups, however in both groups alcohol abuse was the

most common disorder among fathers.

Psychopathology of f,rrst-degree relatives was found to be significantly associated

with a history of suicide attempts in adolescents, in a study that looked at the relationship

between family psychopathology and adolescent lifetime suicidal behaviour (Pffeffer, et

al., 1998). In this study, more adolescents with a suicide attempt history had mothers and

fathers who had a substance abuse problems. It was concluded that the strongest

predictors of attempted suicide were matemal suicide attempts, paternal substance abuse,

and family discord. There were also higher rates of mood disorders and alcohol abuse in

the first-degree relatives of the suicide attempters, however these were not found to be

significant.

2.5.1.4 Physicøl and Sexuøl Abuse

In his review of family and youth suicidal behaviour Wagner (1997) examined 17

studies where adoiescent or child suicide attempters were compared with control groups.

The majority of these studies found that a history of physical or sexual abuse \Ãias more

often present in the suicide attempters than in the controls. In another study of 2,918

adults, there was a significant association between sexual assault and attempted suicide
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(Davidson, Hughes, George, and Blazer, 1996). After controlling for sex, age, education,

post-traumatic stress disorder, and major depression it was found that those with a history

of sexual assault were six times more likely to attempt suicide. This risk increased

substantially with \¡/omen who were sexually assaulted before the age of 16 years. In a

literature review that explored the research related to childhood abuse and adult suicidal

behaviour, it was concluded that there is a relationship between childhood sexual and

physical abuse and attempted suicide (Santa Mina and Gallop, 1998). This relationship

however is nonlinear with various contributing factors such as the severity of the abuse,

the age ofonset ofthe abuse, and the perpetrator ofthe abuse being aparent.

In a study that investigated how child sexual abuse affects mental health in

adulthood it was found that only one woman in the control group had attempted suicide,

whereas 8% of those who had been abused as children had attempted suicide. The rates of

attempted suicide increased as the severity of the abuse increased (Mullen, Martin,

Anderson, Romans, and Herbison, 1993). These results were confirmed by Fergusson and

his colleagues (i996), who found that 33.3 % of adults who had experienced more severe

sexual abuse had attempted suicide.

2.5.2 Proximal Risk Factors

Proximal risk factors are more closely related to the actual suicidal event in terms

of occurring shortly before the event itself, and are often the precipitating circumstances

that act as a trigger (Moécicki, 1994; MoScicki, 1997). Examples include a recent

stressful life event such as a death of a spouse or friend, interpersonal loss, alcohol and

drug intoxication, exposure to the suicidal behaviour of others, and being in jail (Gould,

et al., 1994; Rich, Fowler, Fogarfy, and Young, 1988). These risk factors are neither

necessary nor sufficient but when combined with distal risk factors they contribute to the

ideal conditions for suicidal behaviour to occur.
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2.5.2.1 Stressful Lífe Events

Those who attempt suicide reported four time as many undesirable life events in

the six months prior to the attempt than subjects from the general population. (Paykel,

Prusoff, and Myers, I975). The stressful life events that precipitated a suicide attempt

most often included a serious argument with a spouse, having a new person in the home,

and having to appear in court for an offence. Death of a spouse, or in the case of young

people, death of a friend or peer, interpersonal loss or rejection, economic problems, and

finding oneself in j ail have also been cited as stressful iife events that have been

associated with a recent suicide attempt (Rich, et a1., 1988). Additional factors found to

increase the risk of a suicide attempt include rape, physical assault, job loss, and property

and home loss. (Statham, Heath, Madden, Bucholz, Bierut, Dinwiddie. Slutske, Dunne,

and Martin, 1998).

The event that seemed to be fairly common in regards to stressful life events was

the involvement of the suicide attempter in a major quarrel with a partner or key person

in their life. Quarrels usually happened within a week to 2 days before the attempt

(Bancroft, and Marsack,1977; Hawton and Catalan, 1982). This has been found to be

particularly common in subjects under 36 years of age (Adam, 1985). In a study that

looked at Greek and Danish women who had attempted suicide, and the quality of their

relationships with husbands and boyfriends, it was found that 100 Yo of the Greek

women, and74%o of the Danish women had recently had conflicts with their spouse

(Arcel, Mantonakis, Petersson, Jemos, and Kaliteraki,1992). Most of these women were

unhappy with their relationships to begin with and the conflict became the precipitating

factor that drove them to attempt suicide in order to escape a stressful situation.

2.5.2.2 Exposure to the Suicidøl Behaviour of others

There has been some evidence in the literature that suggests that individuals who

are exposed to the suicide or suicide attempt of others are at a high risk for copying this
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behavior (Ho and H*g, 1998; Mercy, Kresnow, O'Carroll, Lee, Powell, Potter, Swann,

Frankowski, and Bayer, 2001). This copying behavior is often referred to as suicide

contagion or cluster and it appears to be a phenomenon that occurs most frequently

among adolescents (Brent, Kerr, Goldstein, Bozigar, Wartella, and Allan, 1989; Mercy, et

aL,200l; Wilkie, McDonald, and Hildahl, et a1., 1999). A New Zealand study lends

support to this by concluding that clustering does occur in attempted suicides and the

strongest effects are found in teenagers and young adults (Gould, et al., 1994). Another

study that followed-up youth exposed to peer suicide in their high school found many of

the youth were suffering from depression and had a history of depression and suicidal

behavior (Brent, et al., 1989).

In a sfudy that looked at the effects of exposure to the suicide or suicide attempts

of others, it was observed that exposure to the suicide behaviour of friends acted almost

as a protective factor, lowering the risk of non lethal suicide attempts (Mercy, et al.,

2001). However, this protective factor was only evident when the emotional and temporal

distant between the suicidal person and their friend was greatest. This distance may

enable the exposed person to find the suicidal behaviour inappropriate.

Another study determined that exposure to suicide did not increase youth risk for

attempting suicide, however it did predict future major depression in the exposed group

versus the control group. This could possibly mal<e them more vulnerable for future

suicide attempts, as major depression is a risk factor in itself. (Brent, Perper, Moritz,

Liotus, Schweers, and Canobbío, 1994).

2. 5.2,3 Alcohol Intoxicatíon

Alcohol has been implicated as both a distal and proximal risk factor. Long-term

alcohol dependency has many implications one of which is a higher risk for attempted

suicide. In many cases alcohol consumption is a precipitating factor that is implicated in

many suicide attempts as a result of its depressant and disinhibiting effects (Hayward,
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Zubnck, and Silburn,1992). This combined with depression, resulting from a stressful

life event and lack of professionai help can create an emotional state where individuals

attempt to take their own lives.

In a study that looked at completed suicide and blood alcohol leveis, it was found

that 35.8%o of suicides had a positive blood alcohol level (Hayward, et a1., 1992). The

percentage of suicides that had been moderately or significantly impaired out of all the

suicides was 24.8o/o. It has also been found that men are more likely then women to

consume alcohol prior to an attempt (Hawton, &. Catalan, 1982; Hayward, et aI, 1992).

2.6 Risk Factors in Aboriginal Populations

Much of the research that has taken place in Aboriginal populations has focused

on surveys used to identifu risk factors or characteristics that are common to those

attempting suicide (Borrowsky, et al., 1999; Grossman, et al., 1991; Kirmayer, et aI,

1996; Yuen, et al., 2000). Some of the risk factors are consistent with those found in the

general population while others have been identified less frequently in the literature.

What will be reviewed in this section are the risk factors that have been identiflred in

many Aboriginal and Inuit populations in North America in both Canada and the United

States. A summary of the literature on risk factors for suicide in the Aboriginal

populations is found nTable2.2.

Kirmayer, et aI. (1996) undertook a community survey in a small Inuit community

in the Arctic of Quebec. Of the 99 participants, ranging in age from 14 to 25 years, those

who had attempted suicide were more likely to report a parent with a drinking or drug

probiem. This is consistent with what has been found in the general population. The

family risk factors that were not significant in Kirmayer's sample were family psychiatric

history and having a relative attempt or commit suicide, both which have been identified

as risk factors in the general populations. Also identified as significant risk factors were
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being physically abused, using solvents, and having a friend who had attempted or

completed suicide, however sexual abuse and alcohol use were not significant. Suicide

attempters also felt more alienated from their family and community and had a personal

or mental health problem in the previous year.

Grossman, et al., (1991) found several risk factors that were statistically

significant to attempted suicide in a group of Navajo students in the United States. These

included a history of mental, behavioral or emotional problems, extreme alienation from

the family and community, exposure to suicide attempts of friends, and the weekly

consumption of hard liquor. Also identified was a self-perception of poor general health

and past physical and sexual abuse. What was interesting was that an interaction between

gender and abuse demonstrated that sexual abuse for males and physical abuse for

females were associated with a higher risk of attempted suicide, Risk factors that were

not significantly associated with attempted suicide include, community of residence,

history of friend's completing suicide, various family structure factors such as parental

death or absence, household density, religiosity, weekly use of beer and wine, household

presence of the natural mother, and having an adoptive or step-father.

A secondary analysis of data from 1990 National American Indian Adolescent

Health survey identified the greatest risk factor for attempted suicide for both males and

females was having a friend attempt or complete suicide (Borrowsk y, e:f a1.,1999). Other

risk factors were headaches and stomach problems, a history of physical or sexual abuse,

having a family member attempt or complete suicide, having health concerns, and

frequent alcohol, marijuana or other drug use. This study also identified factors that

deueased the risk of attempting suicide. Both males and females who talked about their

problems to friends or family, were in good emotional health, and had a sense of

connectedness with their family were much iess likely to attempt.

One can not discuss risk factors for parasuicide in Aboriginal populations without

acknowledging the insidious outcomes that have occurred as a result of colonization and
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the ensuing acculturation process. The negative results of this process are substantial and

include, the loss of land, suppression of beliefs, weakening and displacement of social

and political institutions, and the breakdown of cultural norms and values (Royal

Commission on Aboriginal Peoples, 1995). Also included are a diminished self-esteem,

discrimination, institutionalized racism, and the adoption, voluntarily or not, of the noûns

of an external cultural, and a loss of identity. When this occurs, life falls into disarray and

people become very uncertain about their place in the world and the meaning of their life.

They struggle with the task of trying to live in two different worlds, trying to make sense

of where they came from while being bombarded by the developments of western society

that is becoming more and more pervasive as a result of new technology and

communication.

The effects of cultural stress in Aboriginal populations have been studied in many

disciplines. Psychology, psychiatry, sociology, epidemiology, and anthropology have all

contributed to the literature ofhow the centuries ofoppression has affected the health of

Aboriginal people. An exploration of this literature is beyond the scope of this review,

however it is safe to say that the decades of oppression and abuse by the dominant society

has predisposed Aboriginal people to a large number of self-destructive behaviours

which include parasuicide and suicide.

In an exploration of sociocultural stress and the Alaskan Native the authors

discuss the role of acculturation in breaking down what was once an organized,

consistent, traditional system (Kraus and Buffler, 1979). One result of this is seen in the

patterns of mortality due to violence, which include suicide. Individuals experience

loneliness, anxiety, frustration, constant stress and despair which manifest themselves in

alcohol abuse and mental illness which increases their risk of suicidal behaviour.

Chandler and Lalonde (1998) explored how the prevailing cultural continuity of

196 bands in British Columbia protected youth from suicide and found that communities

that took the steps to preserve and rehabilitate their culture had dramatically lower
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suicide rates then those that didn't. Markers of cultural continuity included, whether the

band had taken steps towards land claims, self-government, control of education, control

of police and fire services, control of health services, and having a cultural facility in the

community. The communities that had ail six markers present had a zero rate of suicide

within the last fîve years, while the communities that had none of these markers had a

rate that was 5-100 times greater then the Provincial average. Although this study did not

address attempted suicide it may be safe to predict that the attempt rates would be higher

in the communities that had no markers and lower in communities with ali six markers.

The inability to live in a bi-cultural environment may be an important risk factor

for attempted suicide. In a survey ofNative Hawaiian adolescents it was established that

having a greater affiliation to Hawaiian culture was a significant risk factor for attempted

suicide (Yuen, et aI.,2000). The investigators speculated that this increased risk may be

due to increased cultural conflict and stress associated with remaining culturally

Hawaiian in an environment that is dominated by Westem culture.

Although seemingiy contradictory to the findings that more traditional societies

have a protective factor, these results do have an explanation that makes sense. Berry,

(19S5) concludes that there may be an inverted "lJ" relationship between traditionalism

and suicide. Those communities at the extremes, either very traditionai of highly

assimilated, are protected while those in the middle experience greater conflict and

confusion about who they are, leading to an increased risk for suicide. Therefore being

able to manage this intermediate stage in imperative to a healthy outcome.

In Canada, the devastating affects of acculturation have been supported by

colonial and assimilation policies of churches and government that resulted in unfulf,rlled

treaty and land rights, the suppression oftraditional beliefs and cultural practices, and

inequitable programs and services (Royal Commission on Aboriginal Peoples, 1995).

Most evident are the effects of residential schools and child welfare policies that

separated several generations of children from their families and communities. Although
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not equally detrimental to all that experìenced them, extensive harm has been done as a

result of these practices. Individuals, families and communities have been devastated,

spirits have been broken, and the trust that the world is a good and safe place, has been

destroyed.

Table 2.1 Risk Factors for At

Repeated suicide attempts

Risk Factor

Psychiatric Disorders

Familial Risk Factors

Suicide in the General Population (Summarv of the Literature

Beautrais, A, ,2001; Tejedor, etal., 1999; Johnsson, 1996; Bille-Brahe, et

al, 1997 ; Nordström et a1., 199 5; Bland, et al., 1994; Sigurdson, 1 994;

Oventsone & I{r eitman, 7 97 4

Physical and Sexual Abuse

Beaufrais, 200 1 ; Haw, et al., 200 I ; MoScicki, I 997; MoÉcicki, 1994;
Sisurdson, et al.. 1994: Garfinkel, 1 982;

Stressful Life Events

Family history of suicide attempts: Pffeffer, et al. 1998; Resnick et al.,

1997; Roy et al, 1997; Wagner, 1997; Liknowski, et al., 1985; Murphy &
Wetzel, 1982; Garfinkle, et al., 1982;Robins, et al., 1957;
Negative par ent-child r e I ati onships :'Wagner, I 997; Resnick, et al., 7997 ;

Goldney, 1985
Paretnal absence, separation or loss: Wagner, 1997; Gould et al., 1998;
Kosky, 1983; Garlulkle, et al., 1982; Robins, etal., 19571'

Parental psychopathologL: Pffeffer, et al. 1998; Johnsson, eta1.,7996;
Garfïnkle. et al.. 1982:.

Exposure to the Suicidal
Behaviour of Others
Alcohol Intoxication

Studies

Santa Mina & Gallop, 1998; Wagner, 19971. Davidson et al., 1996;
Ferzusson et a1.. 1996, Mullen, et al., 1993;

Statham, et al., 1998;MoScicki, 1997; Moécicki,7994; Gould et al,1994;
Arcel, et al.,1992; Rich et al., 1988; Hawton & Catalan,1982; Bancroft
& Marsack, 1917:'Paykel et al., 1975

Mercy et al., 2001; Wilkie, et al., 1999; Ho & Hung, 1998; Brent, et al.,
1994; Gould, et al., 1994; Brent, et al., I 989; Gould and Schaffer, I 986

Hayward. et al.. 1992; Hawton &. CatIan, 1982

30



Yuen et a1.,2000

Table 2.2 Risk Factors for Attempted Suicide in the Aboriginal Population

Chandler and Lalonde,
1998

Studies

Borrowsþ, et al, 1999

4.182 students grade
9-12.Hawaä

Subjects

Kirmayer, et aI., 1996

mm

196 Bards in British
Columbia
11666 American
Indian and Alaskan
native Youth grade 7-
12, United States

of the 00literature

Grossman, et al., 1991

Depression; substance abuse; grade level; Hawaiian
cultural affrliation: main wage earners education
Lack of cultural continuity

Kraus Buffler, 1979

7,247Intit Youth, 14-
25 years of age,
Canada

Risk Factors: Friend attempt or complete suicide;
headaches and stomach problems; history of
physical or sexual abuse; having a family member
attempt or complete; health concerns, frequent
alcohol, marijuana or other drug use.
Protective Factors: discussing problems with
friends and family; good emotional health; family
connectedness

Risk Factors

Navajo students,

United States

Parent with a drinking drug problem; physical
abuse; solvent use; having a friend who attempted
or competed suicide; alienation form family and
community; personal problem; mental health

Alaskan Native

prob

History of mental, behavioural, or emotional
problems; alienation form family and community;
exposure to the suicide attempts of friends; weekly
consumption of hard liquor; self perception of poor
general health; physical and sexual abuse

lem.

Role of acculturation in individuals feeling of
loneliness, anxiet¡2, frusfration, constant stress ad
despair. Risk factors: alcohol abuse and mental
ilhess
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The fîrst step to developing effective strategies for prevention and intervention is

to identi$ and define who is vulnerable in the target population. To accomplish this a

retrospective chart review of suicide attempts and completions from the year 1995 to

2000 was undertaken. A total of 150 charts of individuals who attempted suicide were

reviewed along with 36 charts of individuals who had completed suicide.

In addition to the chart review, six key informant interviews took place with

various individuals. Those who were interviewed were Nodin counselors and empioyees

of the Sioux Lookout Health Authority who had substantial experience working in the

First Nations communities in Sioux Lookout particularly in response to community crisis,

which is often related to a suicide or suicide attempt. The counselors work out of the

Nodin Counselling Centre located in the town of Sioux Lookout and do extensive visiting

in the communities that are serviced by Nodin.

Approval of the study was granted by the Nodin Counseling Centre Board of

Directors, and the University of Manitoba Ethics Review Board. The researcher signed a

contract and was considered a "deemed employee" of the agency for the duration of the

data collection period. This was required to enable the researcher to review the charts

and collect the required data on-site. An oath of confidentiality was signed.

3.1 Sampling for chart review

CHAPTER 3

METHOD

The charts were reviewed on site at Nodin Counseling Centre by the researcher

who was employed by Nodin as a student placement and a "deemed employee" of the
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ageîcy for the course of the data collection period.

To determine which chafs were to be reviewed for the suicide attempts, 25 charts

were randomly sampled from each year from 1995 - 2000. Often the client had

attempted suicide more then once in ayear. In this case the frrst suicide attempt of that

year was reviewed.

Because there were fewer completed suicides, approximately 100 documented in

the database for the period of study (1995-2000), it was decided that all completed

suicides would be reviewed. Once this task was undertaken it was found that there were

only 36 existing charts of completed suicides that were available for review. In total, 186

charts were reviewed.

3.2 Data collection tool

A data abstract form was developed to assist in recording the information found in

the client charts. A copy of this form can be found in Appendix 1. The abstract form was

developed after a review of the literature on suicide and suicide attempts assisted in

determining what risk factors and characteristics are com.mon to those individuals who

exhibit suicidal behaviour. It was organized into the foilowing six areas:

1. Demographics: Information was collected on the date of birth, sex, marital status,

employment status, and home community.

2. Description of the suicide/suicide attempt; This section contained question about

the suicide event itself, such as whether it was a suicide attempt or completion,

the method used, and an additional description of the suicide/suicide attempt if the

method was unusual. Other questions included the date of the event, location,
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time of day, age atthe time of the event, if the client had previously presented at

Nodin, number of previous suicide attempts, whether a special event had recently

occurred in the community, and precipitating factors. This section also included

whether any family members or friends had attempted or completed suicide and

by what method.

Personal History: Included if the individual had problems in school or any legal

problems. In addition, what distal factors are present in the individual's life, and

whether the individual had experienced any form of abuse. If the individual was

sexually abused, information was collected about the type of incident (single or

repeated incident), and age(s) when sexually abused.

Family situation.' Questions explored the present living situation and primary

caretaker of the individual, number of siblings and whether any siblings \trere

deceased, number of children and whether any children were deceased. In

addition, information abut parental situation, whether they were divorced,

employed, deceased, absent, incarcerated, or if there was conflict between the

individual and a parent. Family dysfunction in terms of mental health issues, and

alcohol and drug use was also explored.+

Medical Historv: If the individual had any medical problems, as diagnosed by a

professional, that included acute or chronic illness, terminal illness, disability or

disfigurement and mentai illness.

Emotional Health: These questions focus on the emotional and mental state the

person was recorded as being in prior to the suicide and prior or after the suicide

attempt.

4.

5.

6.
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At the time of the present study, Nodin was not systematically collecting data on

the suicide attempts with the exception of age, gender and home community. This

information was stored in a database containing all referrals to Nodin for counseling. As

a result the bulk of information gathered came from the client charts. The abstract form

was tested for content validity in the field. Twenty charts of individuals who attempted

suicide were selected and reviewed and revisions were made. These included developing

additional checklist items or revising existing items based on the documentation that was

found most consistently in the client files. These included:

1. Psychiatric Assessments: This contained a brief client history and a description of

the presenting problem, family history, and the diagnosis.

2. Patient Consultation Reports: These were filled out if the patient presented at the

hospital. It typically contains some client history and a very brief summary of the

reason the person attempted.

3. Patient Discharge Summary: This is a summary of the patient and could contain

family history, presenting problems, method of attempt, history of alcohol or

substance abuse, responsiveness to counseling, and a discharge plan.

4. Nodin Counseling Initial Client Assessment: This included who the client was

referred by, the reason for referral, presenting problem, history of presenting

problem, family background, previous psychiatric history, marital status, issues

identified, counselor's impression of the situation, and plan.

5. Nodin Suicide Risk Assessment: This document is filled out at the onset of

counseling to determine if the client is at risk for suicide. It explores areas of past

suicide attempts, alcohol/substance use, family or friends who committed suicide,
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and mental health issues.

6. Nodin Counseline Discharee Summar.y Report: This includes the reason for

referral, who referred the client, issues identified, risk assessment, treatment plan,

follow-up, person contacted, and recommendations.

Progress Reports: This is the daily charting by the counselor during the period

spent with the client. Usually a period of 7 days after which the client is

discharged home to their community.

7.

8. Mental Health Case Manaeement Care Plan: This contains a brief synopsis of the

client's background, strengths, treatment goals, strategies, clinicians involved, and

timeframe.

9. Nodin Request for Care Workers: This often contained a brief history of the

client's issues and details of the incident.

The above items were found most often in the client charts. Some charts

contained all of the above documentation while others only contained one or two

documents. Other sources of information that were found less often, but when available,

were very useful in providing information, were reports from treatment centres, police

reports as well as drawings, copies of suicides notes, letters and journal entries written by

the client.

3.3 Reviewing Client Charts

The charts were reviewed over a three-week period during July and August of

2001. They were reviewed on site at Nodin Counseling Centre. A data abstract form was

filled out for each client chart.
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3.3.1 Limitations to Chart Review

3.3.1.1 Suìcìde Attempt Charts

There were several limitations that presented a challenge to the chart revtew

process. The most challenging issues in terms of collecting data was the inconsistencies

found in the client histories. In order to determine the clients' past experiences that may

have had an effect on the suicide attempt, it was necessary to go back in the client files to

see what their life experiences had been. Often these experiences were recorded

differently from one year to the next and it was hard to discern if they were the same

event or a different event all together. For example, one year a client may have dislosed

being abused by his/her father. The next year this same abuse incident in terms of date

and type of abuse was discussed in the charts again however the perpetrator was the

client's uncle instead of the father. It was uncertain whether these were two separate

incidences or if they were speaking of the same incident of abuse. One reason given why

this may occur is that a language barrier existed between the counselor and the client and

some information may have been misinterpreted.

Related to this was the lack of detail in the charting notes on the actual issues a

ciient was facing or the events that lead up to the suicide attempt. There was often more

written on the clients activities during the seven days of follow-up counselling in Sioux

Lookout after the event had occurred. It was also very difficult to identify psychiatric

diagnosis, medical history, whether there was a special event in the community, and often

the parental history, such as divorce, employment, death, and separation. By combing

through the history of each client, pieces could be identified, however in many cases

never completely.
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Often the client was listed as a suicide attempt on the Nodin database but when

the chart was reviewed no such event had occurred. This was a result of incidents labeled

"Problems with Living" that were being entered into the database as a suicide attempts.

"Problems with Living" included clients in abusive relationships, families that have lost a

loved one to a violent death, such as suicide, accident, or murder, parents who have iost

children to suicide, post-parfum depression, spouse of someone who committed suicide

and other crisis events. One explanation for why they were listed under suicide attempts

was that these clients were seen as high-risk for attempting suicide, given the stressful

events they were facing.

Many of the charts were just not there when the researcher went to locate them to

review. Reasons why they could not be found include:

o The client got married and had a name change

. People relocated and took their files with them.

o Often people go by different first names. They use their second or third name and

often use different names each time they come to Nodin.

o 'When 
a person attempts suicide, Nodin will get a call for referral for corinseling.

Often the client will never show up however they have already been added into the

database as a suicide attempt.

. On occasion the whole family is seen when there is a crisis so the person who

attempted may be under their parents name.

o Names are often spelled incorrectly or differentiy for example, Wabasse is sometimes

spelled Wapoose or translated into English and filed as Rabbit.

. Files can get mixed up because there are so many common surnames in a community.
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3.3.1.2 Completed Suicíde Chørts

Similar challenges presented themselves when reviewing the charts of those who

completed suicide, however data was more often not available. The primary reason for

this is that, unlike attempted suicides, completed suicides were unable to provide

information on certain factors for obvious reason. If there was no history of the client

attending Nodin for counseling, there was very little information found in their charts

with the exception of a police report or a statement of death.

4.3 Key Informant Interviews

Interviews took place with six key informants who worked at Nodin Counseling

Centre as counselors or in the health field and were very familiar with the communities

and rnany of the issues that were occurring related to the suicide deaths and the suicide

attempts. The interviews were semi-structured and open-ended with the following key

questions being asked to initially guide the discussion.

1. Tell me about who you are, yorr experience here at Nodin and any other
experiences to give me an idea about what you have done in the Sioux Lookout
Region?

2. Having been involved with the communities when these suicides and suicide
attempts occur, what do you feel are some of the greatest factors that contribute to
this in the communities?

After these two questions were asked the interview focused on what the participant

wanted to discuss and questions were adjusted to accommodate this. The interviews were

recorded using a hand-held recorder and later transcribed by the researcher.
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3.4 DataAnalysis

A database was created using SPSS. The demographic and clinical features of

suicide attempters were suÍlmarized using descriptive statistics. The study sample was

divided into several groups and the following comparisons were made: suicides (n:36)

vs. attempted suicides (n:150); male suicides attempts (n:37) vs. female suicide attempts

(n:113); and first attempts (n:42) vs. previous attempts (n:i08) for only the suicide

attempters. Differences in the distribution of characteristics between these three groups

were assessed using chi-square analysis. Odds ratios with95o/o CI were also calculated

for those factors that were found to be significant.

The interview data was used to provide confirmation of the characteristics

identified through the chart reviews, and to provide depth to the results by providing

actual experiences of those working closely with individuals who have attempted suicide.
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Several points should be kept in mind when reviewing the results of the present

study. First, chi-square analysis was used to compare completed suicides vs. attempted

suicides, male suicide attempters vs. female suicide attempters and frst attempters vs.

previous attempters. This entails numerous comparisons, which increase the risk of a

Type I error.

Secondly, any of the characteristics that were on the data abstract form that were

not found in a client's chart were labeled a "non-event". Percentages were calculated as

the number of charts mentioning a particular characteristic, out of the number of total

charts. For example, if information on abuse was not found in a chart, this was identified

as missing and considered a non-problem for that individual. As a result, there is a risk

of underestimating the real proportion with a particular problem or characteristic.

This is an even greater issue when it comes to the completed suicides as these

individuals were not able to provide much of the information required, for obvious

reasons, particularly on family, precipitating factors, and distil factors, This may result in

larger differences being observed between these two groups.

An additional issue that should be considered, in regards to the comparison of the

completed vs. the attempted suicides, is the small sample of completed suicides. This

may have an impact on the representativeness of the sample and the reliability of the

results.

CHAPTER 4

RESULTS
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4.1 Completed Suicides Compared to Attempted Suicide

4.1.1 Demographics

Table 4.1 shows a significant gender difference between completed and attempted

suicides. Completed suicides are more likely to be male (69.4%), while more suicide

attempts were made by females (75.3%) (x2 :24.2, tlf: I, p<.001). Of the total

attempted suicide charts that were reviewed, 127 (84.7%) were 25 year of age or less,

with 98 (65 .3%) of these cases being between the ages of 1 1 and 20 years of age. The

majority of females who attempted suicide, were between the ages of 11 and 20 years old

(74.3o/o). Of the total attempts 124 (S3.0%) were not married.

Of the 36 completed suicides, the majority of the cases (86.1%) were 25 years of

age or younger with 67 .0%o being between 1 1 and 20 years of age. Of the males who

completed suicide, 68.0% were between the ages of 11 and 20 years of age. Completed

suicides were more likely to be unmarried(91.7%).

Those who completed suicide were most likely to hang themseives (91.6%), while

attempters were more likely to overdose (55.3%). No completed suicides actually

overdosed, choosing instead to use other methods such as firearms if they did not hang

themselves.

The majorify of the suicide attempts took piace at home (23.3%), while jail was

the next most frequent location (8.5%). Other locations included the home of a family

member, at the nursing station, and at the clubhouse. Home was also where the majority

of completions took place (44.4%). The next location that was most frequent was in the

bush (9.1%). Other locations included the home of a family member.

For the completed suicides there were no previous attempts for 36.1%o while
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63.9% had previously attempted before they f,rnally completed. For suicide attempts the

charts indicated that this \ilas a first attempt for 28.0%o of the sample. Seventy-fwo percent

had one or more previous attempts. When compared for any difference between

completions and attempts, none were found. Both had a higher percentage of individuals

who had previous attempts prior to the event under investigation.

Whether the clients had suicide ideation before the event was hard to determine

from the charts, in particular the completed suicide charts, as this was often not reported.

It was at the discretion of the researcher to determine if suicide ideation had occurred.

For example obvious indicators of ideation was if the client had said that they wanted to

kill themselves, stated they wanted to die, or were gathering materials that could

potentially be used to kill themselves, such as a rope or pills. There were 59 (39.3%)

cases of attempted suicide where it was indicated that the client had previously thought

about suicide. For completed suicides there were 14 cases (38.9%).

Table 4.1 Demographic Characteristics of Completed Suicide vs. Atte

Gender
Male
Female

Murried
Previous Attempts

Ittattempt
previous attempts

Age øt Event
25 or less
>25

Locøtion
Home
Other

Saicide ideutiott
Method

Hanging
Overdose

Completed (%)
(n=36)

2s (69.4)
l l (30.6)

3 (8.3)

13 (36.1)
23 (63.9)

3l (86.1)
5 (13.e)

16 (44.4)
6 (16.7)
14 (38.e)

33 (el.6)
0

/ with Yates correction

Attempted (%)
(n=150)

37 (24.7)
I r 3 (7s.3)

26 (17.3)

42 (28.0)
108 (72.0)

t27 (84.7)
23 (rs.3)

3s (23.3)
12 (8.0)

se (3e.3)

ss (36.7)
83 (ss.3)

Suicide

24.2

Lt7

.s69

.00

.00

.000

<.001

.280

.4st

1.00

1.00

1.00
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4.1.2 Precipitating Factors

Precipitating factors for both attempted and completed suicide can be found in

Table 4.2. The factor that was most frequently identified for those attempting suicide was

relationship problems. More suicide attempters reported having relationship problems

prior to the event (53.3%) than completed suicides (13.9%) (x2 :16.65, df : 1,p<.001).

This included a break up with a boyfriend or girlfriend or problems with family members.

In these cases a fight or argument had usually occurred.

Other precipitating factors for attempts that were present in the charts, were

having a friend or a family member complete suicide, and the community in crisis, often

a result of a completed suicide or a violent or unexpected death. Legal problems were

also indicated and took into account both past and present problems with the law. This

included trouble with the police, spending time in jail/youth facility, facing criminal

charges, pending court date, and being on probation.

For completed suicides it was difficult at times to determine what precipitating

factors had occurred. Family (47.2%) or friend(s) (50.0%) having completed suicide was

indicated frequently as a factor that preceded the suicidal event with the majority having

one to three friends or family members who had previously completed. Problems with the

law was indicated in30.6% of the chart and included facing criminal charges, pending

court dates, probation and having spent time in jail or a youth facility.

Twenty-five percent of the completions indicated that the community was in crisis

at the time of the event. This may or may not have had an effect on the client, however

19.4% of the completed suicides had recently lost a family member or friend to death

through an illness or accident which may be related to the community crisis.
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Table 4.2 Precipitating Factors fqr Completed Suicide vs. Attempted Suic¡de
Completed Suicide (%) Anempted Suicide (%) X2 p

Relationshíp problems
Use of alcohol
Family completed suicide
Abuse
Community in Crisis
Problems in school
Friends completed suicide
Use of substance
Death of familv/friends I (t9.4) 2i (18.0) .000 1.00Lfgal.problems I 1 (30.6) 47 (31.3) .000 1.00
.¡r' with Yates conection

4.L.3 Family Situation

(n=36

s (13.e)
5 (13.e)
17 (47.2)
2 (s.6)
e Qs)

e (2s.0)
18 (s0.0)
s (13.e)

Information regarding the family situation was often missing in the charts.

Family histories were often confusing and there was a lack of clarity in many of the cases

about who the client lived with, the size of the family, if the parents or sibiings were

alive, and if they even had a relationship with their parents. Despite this, it was

determined that30.0%o of those who attempted and 25.0 %o of the completed suicides

lived with both their parents (Table 4.3). Both parents were also frequently identified as

the primary caretakers during the individual's life for those who attempted (42.0%)

compared to the completions (25.0%). Parents were divorced or separated in33.3yo of

the attempted suicide cases and in4lJ% of the completions. Mothers were absent in

lI.3% of the attempt cases and less likely to be absent in the suicides (5.6%). Fathers

were more likely to be absent according to 17.3o/o of the suicide attempts and in l6.7yo of

the completed suicides. It was indicated in39.3% of the attempters charts that the client

had conflict with one or both of their parents.

There was a high frequency of family dysfunction reported in both the attempted

suicide and the completed suicide charts. It was indicated that76.0% of the families of

(n=150

80 (s3.3)
s8 (38.7)
48 (32.0)
20 (13.3)
27 (18.0)
4e (32.7)
68 (4s.3)
16 (10.7)

16.65 <.001
6.89
Z.JJ

t.02
.52
.38
.10
.07

.009

.127

.312

.472

.489

.150

.798
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those who attempted were dysfunctional, while 66.7% of those who completed came

from dysfunctional families. This dysfunction included excessive alcohol use by a parent

or both parents, which was found in48.0% of the attempters' chart and 38.9% of the

completion charts. There was also a excessive use of alcohol in the extended family for

those who attempted suicide (14.6%), while no cases of completed suicide had this

reported in their chart. Family violence and conflict was indicated 56.70/o of the time in

the suicide attempters' charts and 58.3% of the time in the charts of those who completed

suicide.

In terms of having their own families 28.0% of the individuals who attempted

suicide had children. Of these 42 clients that had children, seven (16%) had children in

carc at the time of the attempt.

Primary caretaker is both parents
Have children
Family dysfunction
Parents divorced/separated
Family violence
Mother absent
Parents - alcohol use
Presently living with both parents
Conflict with parents
Family drug use
Father absent

Table 4.3 Fa Situation for

Family - alcohol use

Completed Suicide (%) Anempted Suicide (%)

with Yates corection

4.1.4 Distal Factors

(n:36)

e (2s.0)
6 (16.7)

24 (66.7)
ls (41.7)
21 (s8.3)
2 (s.6)

14 (38.e)
e (2s.0)
e (2s.0)
1 (2.7)

6 (16.7)
0

There were statistically significant differences between suicide completions and

suicide attempts when it came to the presence of distal factors (Table 4.4). Ahistory of

alcohol abuse was found to be higher in the suicide attempters (76.7%) compared to the

eted Suicide vs. At

(n:150)

63 (42.0)
42 (28.0)
114 (76.0)
50 (33.3)
85 (s6.7)
11 (113)
72 (48.0)
45 (30.0)
se (3e.3)

8 (5.3)
26 (17.3)

Suicide

2.86
1.58
.878
.s58
.s47
.521
.168
.151
.002
.002
.000

22 (14.6

.091

.209

.349

.455

.4s9

.471

.682

.697

.969

.964
L00
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completions (55.6%) (x2 :5.48, df: l, p<0.05). Suicide attempters (40.0%) wore more

likely than completions (22.2%) to have reported losing a loved on to death, which

included accidents, natural causes, and iliness but did not include suicide. This was

reversed when it came to iosing a loved one to suicide where it was indicated that 51.3yo

of the attempters lost a love one to suicide compared to 69.4Yoof the completions. A

history of drug use was found :rrr45.3% of the attempts and,27.}Yoof the completed

suicides.

There were no differences found between attempts and completions when it came

to substance use. Fifty percent of the completed suicides and. 43.3 o/o of the attempts had

a history of substance use. Unresolved grief was also indicated for both completions

(38-9%) and attempß (3.3%). Other personal issues such as having few or no friends,

being a teen parent, gender conflict, having a psychiatric diagnosis, attending residential

school, financial problems or gambling problems were identified infrequently or not at

all.

Past abuse, which includes physical, verbal and sexual abuse was reported to have

occnrred more often in the lives of the suicide attempters (60.0%) compared to the

suicides (33.3%) and was statistically significant (x2 :7.29, df = I, p<0.01).

Past abuse
History of alcohol use
Lost loved one to death
Lost loved one to suicide
History of drug use
History of substance use
Single parent
Unresolved grief

Table 4.4 Distal Factors for Completed Suicide vs. Att

Srepalat_ed from primary caregiver 7 (19.4) 32 iZt.3i .00 .gB2¿ rïrLu I atËs uulTccuo

Completed Suicide (%) Anempted Suiclae q"Z";

t2 (33.3)
20 (s5.6)
8 (22.0)

2s (6e.4)
10 Q7.8)
18 (50)
2 (s.6)

14 (38.e)

e0 (60.0)
tls (76.7)
60 (40.0)
77 (s1.3)
68 (4s.3)
6s (43.3)
15 (10.0)
6s (43.3)

7.29
5.48
3.23
3. l5
2.99
)o

.26

.00

.007

.019

.072

.076

.084
5A'

.6r I
1.00
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4.1.5 Past Supports

In terms of seeking past supports those who completed suicide appeared to have

accessed supports more often in the past than the suicide attempters (Table 4.5). Over

half of the completed suicides (55.6%) saw a mental health worker at some point in their

past, compared to 33.3% of the attempted suicides çx2: 5.20, df : 1, p <.05). Eighty three

percent had been to Nodin in the past comparedto 60.7%o of the attempters (x2 : 5.60, df
: !, P < .05), and27.8 %o of the suicide completions had previously been in a treatment

centre compared to 12.0 o/o of the attempted suicides (x2 : 4.4I, df : l, p <.05). Finally,

22.0% of the suicide attempters had no past supports while all of the completions had at

some point in their past, sought assistance.

Table 4.5 Past Supports fol gqmplefed Suicide vs. Attempted Suicide
Completed Suicide (%) Anempred S

Nodin 30 (S3.3)
Mental health workel 20 (55.6) 50 (33.3) 5.19 .023Treatment/detox t0 (27 .B) 18 (12.0i 4.41 .034
Seek help prior to the evenr 5 (13.9) 13 (S.7i .401 .524Psychiatrist S (22.2) 30 (20j .004 .g47Notrgatrlent/support 0 Tè2.6
.r' with Yates correction

4.1.6 Overall Characteristics of Suicide Affempters

When comparing attempted and completed suicide, Table 4.6 identifies the

following significant characteristics for attempted suicide. Attempted suicides are more

likelytobefemale(oR,6.94;95%cr,3.12-rs.46),tohaverelationshipproblems(oR,

7 '08;95% CL,2.63,20.0) and to report using alcohol right before the event (OR, 3.g5;

95Yo CI,1.43,11.1).

Past experiences of suicide attempters include, more likely to have lost a loved

(n:36) (n:150)
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one to death through illness or accident (oR, 2.33; 95yo cr,1.00, 5.56), a history of

alcohol use (oR, 2.63; 95% cr, r .23, 5.56);and to have experienced either verbal,

physical or sexual abuse (OR, 3.03; 95% CI (1.39,6.25).

In terms of past supports, suicide attempters are less likely to have seen a mental

healthworkerthenthosewhocompleted(oR,0.40;95%cI,0.19,0.90);lesslikelyto

have seen a counselor at Nodin (oR, 0.3 l;95% CI,0.42,0.g1) and less likely to have

attended a treatment or detox centre (OR, 0.36; 95yo CI,0.14,0.94).

Table 4.6 Overall Characteristics of Atte

Gender - female
Relationship problems - yes
Use alcohol before event
History of alcohol use - yes
Past abuse - yes
Mental Health Worker - yes
Nodin - yes

Treatment/detox -

Completed Suicide (%)
(n:36)

4.2 Females Compared to Males

4.2.1 Demographics

11 (30.6)
5 (13.e)
s (13.e)

20 (ss.6)
t2 (33.3)
20 (ss.6)

When comparing females and males for differences, the results include only the

cases of attempted suicide. Table 4.7 provides a summary of the demographic results.

One hundred and thirteen (1 i3) females and 37 males are included in this sample. In

terms of age at the time of the event females were more often2l years of age or under

(59.4%) (f :6.44, df= l, p < .05). Despite this significant result there was still a high

percentage of males (70.3%) who were 25 andunder who also attempted. There were no

gender differences in marital status as both males (78.4%) and females (g4.1%) were

more likely to be unma:ried.

Suicide (Compared to Com
Anempted Suicide (%)

30 (83.3)
l0 (27.8\

(n:150)
1r3 (7s.3)
80 (s3.3)
58 (38.7)
lts (76.7)
90 (60.0)
50 (33.3)
9t (60.7)

OR
(es%cÐ

6.94 (3.12-ts.46)
7 .08 (2.63 , 20 .0)
3.85 (1.43, 1 i.1)
2.63 (1.23,5.56)
3.03 (1.39,6.25)
0.40 (0. 19, 0.89)

l8 (12.0
0.31 (0.42, 0.81)
0.36 (0.14.0.94\
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Both females (57.5 %) and males (48.6%) choose to overdose rather than hang

themselves more often, while hangings were still quite high with males choosing this

method 40.5% of the times and females35.4%.

There was no significant difference between genders in terms of where the

suicidal event took place. Females (24.7%) \¡/ere more likely to engage in the suicidal

activity in their own home then males (15.9%) however both genders rilere most likely to

attempt or complete suicide at home then elsewhere.

This was a first attempt for 40.5%o of the males ønd23.9Yoof the females. The

majority of both males (5g.s%)and female s (76.1%)had previously attempted. The

percentage of males and females expressing suicide ideation were similar with 39.8% of

the females arñ37.8%o of the males having had this indicated in their charts.

Age at Event
25 or less
>25

Previous Attempts
I't attempt
previous attempts

Method
Hanging
Overdose

Not Married
Locøtion

Home
Other

Suicide idestion
with Yates correction

4.2.2 P recipitating X'aôtors

101(8e.4)
12 (10.6)

27 (23.e)
86 (76. t)

40 (3s.4)
6s (s7.s)
95 (84.1)

28 Q4.7)
6 (5.3)

Table 4.8 describes the gender differences found in regards to precipitating factors.

Males were more likely than females to be involved or to have recently experienced

26 (70.3)
11(2e.7)

15 (40.s)
22 (se.s)

rs (40.5)
18 (48.6)
2e (78.4)

7(18.e)
6 (t6.2)
t4 (37.8)

6.44

3.05

.302

.296

2.66

.000

.01 I

.081

.583

.587

.103

.984
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problems with the law prior to the event (xz : 10.42, df: I, p<0.01). Females reported

abuse in their charts 17.7% of the time while males did not report abuse at all.

There was a high percentage of both females (52.2%) and males (56.8%) who

reported having relationship problems. Other precipitating factors that were frequently

experienced by both genders included use of alcohol prior to the event and having family

members or friends who recently completed suicide. Less frequently occurring was the

community in crisis and the use of substances such as gas or solvents, and problem in

school.

Legal problems
Use of alcohol
Use of substance
Relationship problems
Problems in school
Family completed suicide
Death of family/friends
Community in Crisis
Abuse
.r' with Yates cor¡ection

4.2.3 Family Situation

There was no significant differences found between males and females in regards

to their family situation (Table 4.9).Interm of their living situation 29.2 % of females

and29.7% of males were presently living with both parents. It was indicated for 42.5 yo

of the females and 40.SYo of males, that the primary caregiver in their life was both

parents. Pa¡ents being divorced or separated was indicated for females 35.4% and males

27.0%. Females (14.2%) had a higher percentage of mother's being absent then males

(2.7%), however fathers were absent 18.6% of the time for females and,13.S%oof the time

for males. Conflict with parents was indicated for 61.1% of the females and 45.9o/oof the

27 (23.e)
41(s6.3)
11(e.7)

s9 (s2.2)
36 (31.e)
37 (32.7)
20 (17.7)
20 (17.7)
20 (17.7)

20 (s4.0)
17 (46.0)
5 (13.s)

21 (s6.8)
r3 (3s.1)
11(29.7)
7 (18.e)
7 (18.e)

0

t0.42
.728
.1 15

.085

.028

.019

.000

.000

.002

.394

.528

.771

.867

.890
1.00

1.00
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males. Family dysfunction was present78.8% of the time for females and 67.6 %o for

males. Parental alcohol use, and family víolence/conflict was reported occurring at high

levels for both genders.

Mother absent 16 (14.2
Family dystunction 89 (78.8) 25 (6j..6) 1.58 .20g
Family - alcohol use 20 (1j.7) 3 (8.1) t.23 .268
Conflict with parents 69 (61.1) t7(45.g) l.t5 .284
Parents - alcohol use 57 (50.4) t6 (43.2) .657 .4lB
Have children 30 (26.5) 13 (35.1) .629 .428
Parents divorced./separated 40 (35.4) 10 (27.0) .s43 .461
Father absent 2t(18.6) 5 (13.5i .z0g .648
Family drug use 7 rc.Ð 1 (2.1) .168 .682
Family violence 66 (58.4) 19 (51.4) .16l .689
Primary caretaker is both parents 48 (42.s) 15 (40.5) .000 .9Bg
Prrese¡tl), living wilh both parents 33 (29.2) 1 1 i29.7i .000 1.00
, wrlil I ilic5 uOITeCUOn

TgÞle 49 Family Situation for Females vs. Male Suicide Attem

4.2.4 Distal Factors

Distal factors can be found in Table 4.10 and there are some differences between

males and females in regards to some of the factors. Females were more likely than males

to have experienced physical, verbal, or sexual abuse in their past and this was significant

at x2 : 6-71, df : I, p <0.01. Being a singie parents \À/as a distal facto r for 13.3yoof the

females however no males indicated this.

High rates of both females and males had a history of alcohol use (73.5o/o and,

86.5% respectively), drug use (42.5Yo and,54.l%) and substance use (3g.8% and27.0%).

In addition, it was indicated that 52.2Yo of females and,48.60/o of males had lost loved

ones to suicide while 40.7% of females and37.8%o of the males had lost a loved one to

death through accidents and illness. Past grief issues were also being experienced by

41.6% of the females aú 48.6%o of the males.

Males (%)
h=37\
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Past abuse
Separated from primary caregiver
History of alcohol use
History of drug use
History of substance use
Unresolved grief
Lost loved one to suicide
Lost loved one to deatlr

Table 4.10 Distal Factors for Females vs. Male Suicide A

Single parent 15 (13.3) 0 -
x

4.2.5 Past Supports

Table 4.1 1 provides a srunmary of past supports utilized by either gender.

Although both genders were unlikely to seek assistance just prior to the suicidal event,

both males and females had accessed supports in the past. Male s @5.9%) were more

likely to have had support from a mental health worker compared to females (29.9%),to

have attended a treatment centre (18.9%), and to have received support from a

psychiatrist. A high rate of both females (60.2%) and males (62.2%) received assistance

from Nodin Counseling. No support was indicated in23.9Yoof the female charts and

16.2% of the male charts.

Females (%)
n:l13

7s (66.4)
28 (24.8)
83 (73.5)
48 (42.s)
45 (3e.8)
47 (41.6)
se (s2.2)
46 (40.7)

Males (%)

ls (40.5)
4 (10.8)

32 (86.s)
20 (s4.1)
10 Q7.0)
18 (48.6)
18 (48.6)
14 (37.8)

:37)

4.ll Past Supports forlem4les vs. Male Suicide Attempters
Females(%) Males(ZoE

2.46 .117
1.97 .161
1.07
.543
.314

Mental health worker
Treafment/detox
Seek help prior to the event
No support
Psychiatrist
Nodin

.035 .852

.300

.461

.575

.013

with Yates cor¡ection

.908

4.2.6 Emotional Health

It was difficult to determine the exact emotional state each individual was in

before they attempted or completed suicide. These results were based on the observation,

53

n=113
33 (e.2)
11(e.7)
8 (7.1)

27 (23.e)
22 (19.s)
68 (60.2\

Males (%)
n=3

L7 (4s.9)
7 (18.e)
5 (13.5)
6 (16.2)
8 (21.6)

23 (62.2

X

2.80
1.44
.7 s8
.562
.002
000

p

.094

.230
.3 84
.453
.962
.984



assessment and charting of the professionals that had contact with an individual. Often

these observations were made by a counselor after the suicide attempt.

In terms of gender differences there was only one statistically signif,rcant

difference between males and females and that was in the experiencing of hallucinations

and dreams. Females (34.5%) are more likeiy than males (I3.5%)to have indicated in

their charts that they experienced this (x2 = 4.75, df : l, p < .05).

Anger was indicated in 68.1% of the female charts and 67.60/o of the male charts

while grief was indicated in approximately 52.0Yo of both males and females. Depression

was indicat ed in 66.4Yo of the females arñ 64.9 Yo of themales, while guilt, loneliness,

and agitation were also indicated at a high level. Other feelings and factors experienced

by both males and females that are related to their emotional state are found in Table

4.I2. Overali females tended to experience these at a slightty higher proportion than

males.

Table 4.12 Emotional State of Females vs. Males Suicide Attem

Hallucinati ons/fears/dreams
Agitated
Physical/emotional withdrawal
Hopelessness/helplessness
Guilt
Loneliness
Confu sion/ disorientation
Mood swings
Increase/decrease in energy
Depressior/sadness
Indifference
Shame
Sleeplessness
Anger
Anxiety
Irritability
Grief

Females (%)

3e (34.s)
s2 (46.0)
33 (2e.2)
40 (3s.4)
43 (38.0)
47 (41.6)
24 (21.2)
30 (26.s)
l8 (16.0)
7s (66.4)
14 (12.4)
28 (24.8)
4t (36.3)
77 (68.1)
26 Q3.0)
20 (17.7)
s9 (s2.2)

Worthlessness/low self-esteem

=113

with Yates correction

Males (%)
s Before/After the Event

s (r3.s)
t4 (37.8)
8 Q2.0)
1s (40.5)
16 (43.2)
17 (4s.e)
7 (18.e)
9 (24.3)
s (13.5)

24 (64.9)
4 (10.8)
e (24.3)
14 (37.8)
2s (67.6)
8 (21.6)
6 (16.2)
le (51.4)

n:3
4.75
.520
.398
.1 l0
. 108

.054

.009

.006

.003

.001

.000

.000

.000

.000

.000

.000

.000

.00029 (2s.

.029

.471

.528

.741

.742

.816

.926

.937

.960
1.00

1.00
1.00
1.00
r.00
1.00
1.00

1.00
1.009 04.3
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4.2.7 Overall Characteristics of tr'emale Suicide Attempters

The following summarizes the characteristics for females compared to males

(Table 4.13). Females a.re more likely than males to be 25 years of age or under (OR,

3.56,95yo CI,1.29,9.89), to have experienced past physical, verbal, or sexual abuse (OR,

2.90 , 95yo CI, | .27 , 6 .67); and more likely to experience hallucination and dreams (OR,

3.27 ,95yo CI, 1.09, 10.44). Females are less likely to have legal problems than males

(OR, 0.27; 95%o CL,0.11, 0.62).

Table 4.13 Overall Characteristics of Females lCom

< 25 years ofage
Legal problems
Experienced past abuse
Experience hallucinations/dreams

4.3 First Attempts Compared to Previous Attempts

4.3.1 Demographics

The comparison of first attempters to previous attempters include only the 150

suicide attempts that were reviewed. Although there was a higher percentage of females

in both categories than males, this was more likely to be a first attempt for males (35.7

%o) comparedto 20.4%o previous attempts for this group (Table 4.14). Females were more

likely to have had attempted in the past (79,6%) compared to it being their first attempt

(64.3%).

There \À/as no significant difference between the two groups in terms of age. The

majorify of both first attempters (81.0%) and previous attempters (86.1%) were less than

25 years of age. There was also no significant differences between method, the location

of where the attempt took place, and suicide ideation.

Females
(n:113)

101 (89.s)
27 (23.9)
7s (66.4)

red to Male

39 (34.s)

Males
(n=37)

26 (70.3)
20 (s4.1)
15 (40.5)

Suicide Attemnters

13.s)

OR
(es% cr)

3.s6 (r.29^e.8e)
0.27 (0.1t4-0.622)
2.90 (r.274.67)
3.27 (1.09-10.44
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Tâble 4.14 Demographic Characteristics of First Attempts vs. Previous Attempts
E'ircf Atarrn+o /o.z^\ D-^.,:^,,- A+^-^+- /o/\ v2

Gender
Female
Male

Suicide ldeution
Method

Hanging
Overdose

Married
Age øt Event

25 or less
>25

Locøtìon
Home
other 4(22.2) s(27.6)

4.3.2 Precipitating Factors

ln terms of precipitating factors there were no significant differences between first

attempters and previous attempters (Table 4.15). There was a higher proportion of

previous attempters whose charts indicated that abuse precipitated the suicide attempt

(14.8%) then first attempters (9.5%). It was also indicated that 40.7% of the previous

attempters had reported using alcohol prior to attempting suicide compared to 33.3yo of

the first attempters. Previous attempters had also reported using substances more

frequently prior to the suicide attempt (13.0%) compared to first attempters (4.8%).

Previous attempters had more friends who had completed suicide (49.1%) than first

attempters (35.7%) and had more legal problems (32.4% and28.6o/o respectively).

First Attempts (%) Previous Attempts (%) X2 p
h=42\ ln:1081

27 (64.3)
ls (3s.7)
t4 (33.3)

18 (43)
22 (s3)
e Q|.4)

34 (81)
8 (1e)

t4 (77.8)

:l

86 (79.6)
22 (20.4)
4s (41.7)

37 (34.2)
61 (s6.5)
17 (ls.7)

e3 (86.1)
l5 (13.9)

2r (72.4)

3.05

.s65

.356

.343

.286

.004

.081

.452

.550

.558

.s93

.947
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Friends completed suicide
Use of substance
Use of alcohol
Abuse
Community in Crisis
Legal problems
Family completed suicide

Table 4.15

Problems in school
Relationship problems
Death of family/friends

with Yates correction

Factors for First Atte

4.3.3 Family Situation

First Attempts (%)

Previous attempters were more likely to have a parent who used alcohol (56.5%)

than first attempters (28.6%). This was found to be statistically significant at xz : 8.06,

df : l,p<0.01 (Table 4.16). Previous attempters also experienced a higher rate of family

dysfunction and this was found to be signifîcant at x2 :4.44, df : I,p<0.05. They were

also more likely to be living with both parents (30.5%) than first attempters (26.2%)

although they were less likely to have their parents indicated as their primary caregiver in

the charts. Previous attempters also had a higher rate of conflict with their parents.

(n:42)
l5 (3s.7)
2 (4.8)

14 (33.3)
4 (9.s)
6 (14.3)
12 (28.6)
13 (31.0)
14 (33.3)
22 (s2.4)

vs. Previous Attem
Previous Attempts (%)

(n:108)
53 (4e.1)
14 (13.0)
44 (40.7)
16 (14.8)
21(te.4)
3s (32.4)
3s (32.4)
3s (32.4)
s8 (s3.7)

8 (19.0

1.67
r.36
.422
.346
.252
.067
.000
.000
.000
.000t9 (r7.6

Parents - alcohol use
Family dysfunction
Conflict witJr parents
Mother absent
Family - alcohol use
Family drug use
Presently living with both parents
Father absent
Family violence
Parents divorced/separated

.196

.243

.516

.5s6

.616

.796

.196
1.00
1.00
1.00

Table 4.16 Family Situation for First Attempts vs. Previous Attem

P_rim?ry-caretaker is both parents 18 (42.9) 45 (41.7) .000 1.00
x' wrth Yates correction

First Attempts (%) Previous Attempts (%)
(n:42)

12 (28.6)
26 (62.0)
19 (4s.2)
2 (4.8)

e Q|.4)
4 (e.s)

tr (26.2)
6 (14.3)

21 (50.0)
13 (31.0)

(n:108)
6l (s6.s)
88 (81.5)
67 (62.0)
15 (13.e)
14 (12.e)
4 (3.7)

33 (30.5)
36 (33.3)
64 (se.3)
37 (34.3)

8.06 <0.01

4.44 <0.05

.2.05 .152
1.68 .195
L 16 .281
1.12 .291
.191 .662
.140 .708
.088 .766
.037 .847.

57



4.3.4 Distal Factors

A history of alcohol use was indicated mo¡e often in the charts of those who had

previously attempted (84.3%) than in those who had attempted for the first time (57.1%).

This was significant atx2:10.96, df: l,p: .001. A history of drug use was also higher

in the previous attempters (53J%) than in the f,rrst attempters (23.5%) (x2 = 9.73, df: I,

p< .002. Past abuse was more often indicated in the charts of previous attempters

(64.8%) than first attempters (47.6%). Previous attempters were also more likely to have

a higher proportion reporting other distal characteristics summarizedinTable 4.I7.

History of alcohol use
History of drug use
Past abuse
Unresolved grief
History of substance use
Lost loved one to suicide
Single parent
Lost loved one to death

Table 4.17 Distal Factors for First Attem

-x' with Yates correction
from ori

4.3.5 Past Supports

First Attempts (%)
(n:42)

Previous attempters were more likely to have seen a psychiatrist in the past than

first attempters (26.9Yo vs 2.4To) (x2 : 9.84, df : l, p < .005) and, had also been seen at

Nodin for counseling more frequently than first attempters (73.I% vs 28.6%) çx2= 23.48,

dfI, p<.001. Table 4.18 shows that previous attempters were more likely to have sought

past supports in most areas although they were less likely to seek help just prior to the

event. First attempters were more likely to have received no past treatment or counseling

(40.5%) compared to 14.8 % of previous attempters. This was found to be statistically

significant at x2 : 10.16, df:I, p< .005.

24 (s7.1)
l0 (23.8)
20 (47.6)
14 (33.3)
14(33.3)
18 (42.e)
2 (4.8)

14 (33.3)

vs. Previous Attem
Previous Attempts

(n=108)

I fl9.0

e1 (84.3)
58 (s3.7)
70 (64.8)
s\ (47.2)
sl (47.2)
se (s4.6)
13 (12.0)
46 (42.6)

10.96
9.73
3.04
1.84
1.84
1.24
L06
.729
.042

<.001

.002

.081

.t7s

.17 5

.266

.303

.393

.83 8
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T"bl" 4.18 Purt suppo.tl fol Firrt Atlglnptr ur. p."niour Att"rptr .F'ircf Â ficñnfc /'ol^ì D.-.';^". 
^ 

+^*-+- /o/ \ v2 ------ l-

Nodin
None
Psychiatrist
Mental health worker
Seek help prior to the event
Treatrnent/detox
x' with Yates correction

4.3.6 Emotional Health

It was indicated in the charts of previous attempters that74.1Yo were angry before

or shortly after the event took place, which is significantly higher than the first attempters

First Attempts (%) Previous Attempts (%) X

where 52.4% were angry (x2 : 6.00, df : r, p<0.05). Mood swings were also indicted by

n:42
12 (28.6)
t7 (40.s)
I Q.4)

rL (26.2)

31.5% of the previous attempters and 11.9 first attempters (x2:5.1g, df: r,p<0.05).

Previous attempts had a higher percentage of individuals in almost every category with

the exception of confusior/disorientation. Table 4.19 provides a summary of these

results.

6 (14.3)
2(4

n:108
7e (73.1)
16 (i4.8)
2e (26.9)
3e (36.1)

7 (6.s)
16 (14.3

Anger 22 62.4)
Mood swings 5 (11.9) 34 (31.5) 5.lB .023Guilt tt (26.2) 48 (44.4) 3.6s .056Indifference 2 @.8) 16 (14.8) 2.07 .150Hallucinations/fears/dreams 9 (21.9 35 (32.4) 1.34 .241Hopelessness/helplessness 12 (2g.6) 43 (3g .g) I .2g .257
Worthlessness/low self-esteem 8 (19.0) 30 (2g.0i .853 .356Grier t9 @s.2) 59 (ss.oi .822 .36sIrritability 5 (11.9) 21 (1g.4) .770 .380shame 8 (19.0) 29 (26.gi .661 .416Agirared 16 (38.1) s0 (46.3) .59s .441Depression/sadness 26 (61.9) 73 (67.6) .2g4 .588Anxiery s (19.0) 26 (24.1) .221 .638
Physical/emotional withdrawal t0 (23.S) 3t (ZB.j) .186 .666Sleeplessness t 4 (33.3) 4t (38.0i .143 .705
Contusion/ disorientation 10 (23.8) 2t (18.5) .117 .733Loneliness t7 (40 .5) 47 (43.5) .03g .842
Increase/decrease in " OO 1.00

23.5
10.16
9.84
.930
t.45
2.O2

Table 4.19 Emotional Health of First Attempts vs. previous Attem

p

<.001

.002

.002

.335

.229

.155

First Attempts (%) Previous Attempts (%o)

2) ln:108
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4.3.7 Overall Characteristics For First Attempters

V/hen comparing f,rrst attempters to previous attempters certain events or

behaviows occurred less frequently in first attempters (Table 4.20). First attempters are

less likely to have an indication of family dysfunction (OR, 0.39; 95o/o CI,0.16,0.94);

less likely to have parents who abuse alcohol (oR, 0.3l 95% cI, 0.i3, 0.72); and were

less likely to have a history of alcohol use (oR, 0.25;95% CI, 0.11, 0.56 or drug us (oR,

0.27;95%cr,0.r2,0.60). First attempters were also less likely to have seen a

psychiatrist (oR, 0.07;95%cI, 0.01, 0.51) or a counselor at Nodin (oR, 0.15; gsyocr,

0.07, 0.33); They were less likely than previous attempters to be angry at the time of the

event or shortly after the event (oR, 0.37; 95o/o cr,0.16, 0.84); and less tikely to

experience mood swings before or shortly after the attempt (OR, 0.29; gsyocl,0.l0,

0.86). However first attempters were more likely to have had no past treatment or support

compared to previous attempters (OR, 3.91; 95yo Cl,I.73, B.g2).

Family dysfunction
Parents who use alcohol
History of alcohol use
History of drug use
Psychiatrist
Nodin counselor
No past treatment
Angry at time/shortly after event
Experienced mood swinss

4.4 Key informant fnterview Results

Six individuals who worked as counselors or were directly involved with the

suicide issues at Nodin Counseling Centre were interviewed regarding their views on the

@:a2)
26 (63.4)
12 (30.0)
24 (s7.1)
10 (23.8)
t (2.4)

12 (28.6)
t7 (40.s)
22 (s2.4)

(n:108)

88 (81.5)
61 (58.1)
91 (84.3)
58 (53.7)
2e (26.e)
7e (73.1)
16 (14.8)
80 (74.8)

.3e4 (0.16-0.94)
0.31(0.13-0.72)
0.2s (0.1 1-0.s6)
0.27 (0.12-0.60)
0.07(0.01-0.51)
0. l5 (0.07-0.33)
3.91(1.73-8.82)
0.37 (0.16-0.84)

(es%cD

34 (31.8) 0.29 (0.10-0.86
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risk factors for suicidal behavior. From the interviews several factors were identified that

were consistent with the result from the chart review. These risk factors are summarized

inTable 4.21.

T able 4.21 Characteristics of
Factors Identified

Youth

Acculturation

o There was consensus across interviews that the clients that took up most of
the counselors time were the youth in the community

¡ Those who exhibited suicidal behavior were described as angry,
discouraged, and disillusioned.

. They often had parents who were unsupportive, abusive, or absent.

' Many times parents were separated and this was a way that the youth
thought they could bring them back together.
The effects of acculturation and the change in lifestyle ou"r th" y**, for* ã
nomadic way of life to a settled one on reserve has been significant and the
impact dehimental to the communities.
Thehistory ofoppression that Aboriginal people experienced had a
significant impact on the people today. These factois have a cumulative
effect both emotionally, spirituality and mentally, passing d.own from one
generation to the next
The effects of modern society is becoming more and more pervasive in
communities that were once very isolated. The internet, satãllite dish, and
other technology all contribute to the confusion, conflict, and doubt tLat
many people feel.

Placing people in small communities that were isolated and not equipped
economically to support the people living there was detrimental.
very limited opporrunities for future education and meaningfi:l employment
exist.

lf people are to leave the community for opportunities there is a great
adjustment period. As a result of growing up in an isolated envirãnment
people are often lacking the social and life skills that assist them in
connecting with others. This makes the already difficult task of further
education or job training even more challenging.
The communities are small and everyone knows each other. confidentiality
is an issue when seeking assistance if one is having problems.
confidentiality is also an issue outside individuals home çommunities as a
res'lt of relationships that people have across community borders through
family, marriage, friends, and work.
Difficult to build the trust that is required with those who can help in order
to do the healing work.

where residential school seems to have the greatest impact is in the lack of
parenting skills people have and the subsequent effect that has on the
children in the communiry.
The residual griefthat resulted from parents having their children taken from
them and sent to ¡esidential school has been passed down from generation to
generation. whole communities were affected as suddenly the/were void
of children for months at a time.

Summarv of comments

Isolated
Communities

Residential
School
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Factors Identified
Family Connection
and Support

Grief

Physical, emotional,
sexual abuse

Lack of family connection and support was indicated by all interviewees as a
pdmary reason why individuals attempted or completed suicide.
Family breakdown is great and children lack structu¡e and support as a
result.
children are often placed in the care ofothers besides their parents and this
has a great impact on the individual who feels abandoned or neglected.
Many parents are dealing with thefu own pain and as a result are unable to
provide the qare and support their children require.

. Many individuals have lost five to l0 people to suicide. As a result of so
many suicides people are in a constant state of grief.

Summary of comments

Abuse, particularly sexual abuse was frequently identified as a risl factor.
In many communities people are not ready to address the issue of sexual
abuse.

Many parents are abusive towards their children .

often parents are not supportive when their children come to them after they
have suffered some form of abuse. As a result children distance themselves
from their parents and often do not get heip anywhere else.

Violence between men and women goes both ways in the community,
however their was an emphasis on the violence women experience.
women are faced with the very real possibilify hat they wilr experience
violence at some point in their lives through rape or domestic atuse. This
can creafe a sense offear and hopelessness.

Violence
against
women

Alcohol/substance
abuse

Exposure to the
suicidal behavior of
others

Halluc inations/hearing
voices

a There was unanimous agreement that alcohovsubstances ptuyr u rrug" .ol. in
suicidal behaviour. The majority of the cases that are dealt with are alcohol-
related.

Manipulation

After a suicide parents become hyper-vigilant, they can't eat, th;t;;nt sl".p
and this trickles down to their children.
There is a spiraling effect that often occurs after a suicide and people start
exhibiting suicidal behaviour
In the western world they call it mimicking whereas in the traditional way
there is a certain energy that takes over people.

a A dark figure or voices is often experienced by individuals who are
distressed. This comes to them through dreams or in some cases a dark
figure was seen while the person was fully awake.

Suicide pactlpressure

It was discussed in several of the interviews that suicide attempters àre often
used as a way to manipulate others to get what they want. rhis is treated as a
risk factor since using these tactics put individuals at risk for serious harm
and even death.

children manipulate their parents through threatening suicide and parents
who may not have the skills to set the parameters and structure for their
children become controlled by this threat.
often youth will attempt suicide to get out of the community to attend a big
event or see their boyfriend or girlfriend.
suicide pacts and pressure from peers was a concern fo. thorã**king *ith
youth.
Youth are inherently drawn to gangs and within the gangs is often where
suicide pacts and peer pressure occurs.
Youth gangs have initiations where they lynch each other until they black
out.
Suicide pacts are formed within gangs and youth take them very seriouslv.
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The major pu{pose of this study was to identi$r characteristics associated with

attempted suicide with the intent of developing a profile of an Aboriginal suicide

attempter in the Sioux Lookout Region. This was accomplished by engaging in a

thorough chart review of 150 suicide attempts and 36 completed suicides that took place

befween the years 1995 and 2000. A data abstract form was developed, to guide the chart

review, based on past literature regarding characteristics and risk factors, as well as what

has been routinely collected by Nodin in regards to the client charts. Characteristics were

identif,red and further confirmed through interviews that took place with counselling staff

at Nodin based on their own personal experiences and observations.

CHAPTER 5

DISCUSSION

5.1 Suicides Compared to Attempted Suicides

An examination of the entire sample found that as a whole the data was consistent

with many of the patterns that have been identified in the literature regarding completed

and attempted suicide. These include a higher proportion of females to male attempts

and a higher number of male completing than females (Beautrais, 2001; Bille-Brahe, et

al.,1997; Gregory, 1994;Yuen, et.al.,2000;). overdose was indicated as the most

common method of attempted suicide while more violent methods such as hangings and

shootings were used for the completed suicides (Andrus, Fleming, Heumann, Wassell,

Hopkins, and Gordon, r99r; Beautrais, 2001; Bland, et aI., 1994; Garfrnkel,et al., r9g2;

Moécicki, 1997 ; MoÉcicl<t, 1994; Weissman, 197 4;).

One interesting result in the present study was that the majority of both suicides

and attempted suicides were under the age of 25. For attempted suicides this younger age
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is consistent with the literature that has found that attempts have traditionally occurred at

a higher rate in younger ages groups, however completed suicides typically increase with

age (Adam, 1985; schmidtke et al., 1996; weissman, 1974). The majority of these

studies however are dealing with suicidal behaviour in the general population. The results

of this study are more consistent with what has occrured in many Aboriginal populations

where it has been found that completed suicides occur at a higher rate among the younger

age groups (Garro, 1988; Malchy, et a1.,7997; Prince, c., 1988; Ross & Davis, i9s6).

This was fuither confirmed by key informants who identified youth as the group that they

frequently worked with as the following quotes describe;

"I would say it's angry youth or discouraged, disillusioned youth who can't turn
to their parents because their parents aren't around to support them...so they
react by turning the angry inward against themselves. Instead of violence
outward, they turn it inward and they end their life.,'

" ...with the suicide attempts it is often kids thinking nobody wants me I might as
well be dead, no one will notice I am gone."

Other factors that were identified more frequently with suicide attempts, in the

present study and are consistent with the iiterature, include relationship problems

(Adams, 1985; Arcel, et a1.,7992;Payjkel, r974;Rich, et. al., 19gg) and alcohol use

(Hawton, osbom, o'Grady, and cole, 1982;Hayward, et a1., r99})precipitating the

event' Attempters were seven times as likely to experience relationship problems and

almost four times as likely to use alcohol just prior to the event.

In the present study, alcohol and other negative substances were seen by those

interviewed as being amajor contributor to suicidal behaviour. It was felt that the

disinhibiting affect of alcohol gave people the courage to attempt or take their lives. The

following are com.ments from the interviews;
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"Most of the cases that I hove come ocross in two years, whÌch ís quite afew, are
alcohol-related and solvents. I don't even think I lvtow from personal experience
[a situationJ u,here alcohol wosn't ínvolved...a sober suicide. So I think right
now alcohol is really the culprit to date and solvent abuse. "

"I think alcohol is just a vehícle. It gives you the courage to suicide, I believe.
Because there isn't that thought of self-harm when their sober but when they get
into alcohol so many things sudace and then they go beyond stopping. "

"There's also drugs too. A lot of these kids are under the influence of drugs when
they take theír life or make the attempt. Snffing gas, snffing solvents, drinking
homebrew, drinking hairspray, whqtever they can get their hands on. They'll do
that first [before attemptingJ. "

Common distal factors for suicide attempts found in the present study included

losing a loved one to death, history of alcohol and drug use and past physical, emotional

or sexual abuse. These have all been noted in previous studies as risk factors for suicide

behaviour in both the general and Aboriginal populations. (Beautrais, et al1996;

Grossman et al, 7991; Hayward, et al, 1982; Kosky, 1983; O'Neil, et al., 1994;

Sigurdson, et al., 1994).

Abuse, particularly sexual abuse was considered a very important risk factor by

the key informants, as the following comments reveal;

"sexual abuse is a big one with a lot of them... boys and girls. They justfeel so
ashamed and dirtyfrom that. They've already tried getting help and in their view
they didn't get the help... So they're þrced to bottle it up and eventually they
can't take it anymore andtheyfeel the onlyway out is to die."

"Abuse ...it could be physical abuse and emotional abuse. Parents will just
emotíonally abuse their kids. Put downs and name calling. And sexuql abuse. A
lot of that is happenings in our communities and it is something that people are
not ready to address."

The familial factor that was unique to the suicide attempters in the present sfudy

was that a high number had both parents at home while they were growing up. This is a

result that is somewhat difficult to explain, considering one would assume that this would
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be a protective factor considering much of the literature indicates that parental loss or

separation at a young age contributes to the risk of attempting suicide (Botsis, Pluchik,

Kotler, and van Praag,1995; Garfinkle, et a1.,1982; Robins et a1., 1957,). It has also been

suggested that losing a parent at a younger age may have a greater effect later in life in

terms of a suicide attempt (Kirmayer, 1998; Robins, et al., 1957; Stanley and Barter,

1970). It may be possible that these individuals experienced something other than

parental loss that contributed to their risk. In addition they may have experienced

parental loss later in their life through their parents divorcing which may not have had as

great an impact. When this was discussed in the interviews, iosing a parent and feeling

that sense of abandonment and loss was significant.

"...many of the youth ïhat are completing [suicÌdeJ... theirfamily has broken up
or they are inþster care, or wards of the crown. That is a high riskfactor right
there. Then offcourse the grandparents are the caregivers. There ís a belief that
the first born go to the grandparents. It loolæ good but the kid is going to have
abandonment issues. It could work if [thingsJ were explained to [the chítdJ.
Maybe later on."

"...one of the .things that I see happentng is either one or both parents are
absent. The grandparents are trying to bring up the kids because either the
parents have separated and have their own problems or both parents are
working. Sometimes the parents may be there but they don't interact with the
children. For me that is outstanding. "

There were additional familial factors that were found at a high rate in both the

completed suicides and suicide attempts. These include family dysfunction, alcohol use

by parents, conflict with parents, and family violence and conflict. Examples of family

violence commonly sited in the charts were physical abuse from a parcnt, a boyfriend or

from a mother's boyfriend. Family conflict commoniy involved arguments and verbal

abuse befween the suicidal individual and siblings, parents, or partner/spouse These
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arguments would often escalate into violence. These results point to the influence that a

negative family situation can have on an individual's decision to attempt suicide (Blum,

Harmon, Harris, Bergeisen, and Resnick,1992). An actual account of what occurred in

one young man's life was provided as an example of how family dysfunction and

violence can lead to more negative consequences.

"Emotional neglect....One young man... his mother had [committed suícideJ, and
hÌs brother had [committed suicideJ. He grew up seeing his dad beat up his mom
all the time. There was abuse of alcohol by both parents in the home so there was
again this nurturing neglect. This young manwas now in a relationship with two
children and he and his wife were constantlyfighting. He was very violent
towards her, very abusive. Again it's that breakdown of what we need to be
human, to feel loved and to be accepted and none of that was happeningfor this
young man. He was 25 and he shot hímself,"

One area that did not present itself during the chart review was the health of the

family unit itself although many of the variables identified regarding the family situation

leads to the assumption that family breakdown had occurred. Many of those interviewed

talked about the breakdown of the traditional family structure contributing to a sense of

loss and confusion for children particularly when they are adolescents.

" ...within the fantily structure there is no communication. There are no
boundaries, there's no structure per say. The old unit, the traditional family unit
does not exist anymore. The youth become self-sfficient, self-reliant ....1'm not
sure if they [the parentsJ don'tfeel that they have to províde any structurefor
them [their childrenJ or whatever. I don't lcnow where that thinkíng ro*riVo*
because there was structure in the traditional family. "

Exposure to the suicidal behaviour of friends and family has been identified in the

literature as a risk factor (Grossman, et al. 1991; Ho and Hung, I99g; Mercy, et al, 2001;

Pfeffer, et al, 1998). Although not found to be statistically significant in the present study
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it was notably high enough to be of some importance. The interviews also brought

attention to the effect that this kind of exposure can have on people.

"But what began to happen [after so many suicidesJ is the spiraling ffict. The
parents are so uptight because the kids are killíng thentselves. They go on their
hyper-vigilance and they can't sleep and they can't eat and the kids can't do it
either, they can't sleep, they can't eaL \ltithin that week I was there, after the
death of the young man, the second suicide... I must have had eightfamilies come
to me where their kids between the ages of I and I I were thinking of suicide. "

Being a survivor of a completed suicide by a loved one can contribute to the risk

of attempting to take one's own life. One person interviewed provided a personal

example of what it is like to be a survivor and how it contributed to her own suicidal

feelings.

"Now the direct survivors, Iike my ownfather committed suicide, there is just a
sense of hopelessness of ever belonging anywhere. You're lost... So these are the
kids of the survivors or the grandkids of the survivors and they are looking at...
the hopelessness of that parent and the way they dealt with it. I remember saying
myself " maybe dad had a point, maybe there is no future for us " ... No sense of
direction, no sense of belonging, no sense of connection, no sense of desire to live
because you feel you have lost everything, everything including your soLtl. "

Because of the size of the communities when one person completes or attempts

suicide it affects so many people within and outside of a community. The fall-out from a

single completed suicide is often many more attempts or completions.

" of course there is a lot of grief stemmingfrom that [completed suicideJ. If one
person does it then relatives are all afficted... friends... up to 200 peopte aie
directly affectedfrom a suicìde. I seems to just multìply on itself. 

-Moìe 
and more

youth will do it because their friends did. h gets out of hand. "
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One significant finding in the present study was the high percentage of previous

attempts for both completed and attempted suicides. Previous attempts have been

indicated as one of the strongest predictors of both completed and repeated suicide

attempts (Beautrais, 200I, Bland, 1994;Bille-Brahe et al., 1997). In several studies three

to l2o/o of attempters eventually died by suicide within three to 10 years after an attempt.

(cullberg, wasserman, and Stefansson, 1988; Eisenthal, Farberow, and shneidman,

1966; Hawton, 1987; Motto, 1965; Nielsen, w*g, and Bille-Brahe, 1990; Roy, l9g2).

'When 
comparing suicides and attempted suicides in terms of whether they

received,past supports or not it was interesting to find thatitwas the completed suicides

that received support more often. They were two and ahalf times as likely to see a

community Mental Health Worker, three times more likely to have been at Nodin for

assistance, and almost three times more often to have been in a treatment centre. This

result is consistent with a review of articles that looked at suicidal behaviour and included

some aspect of contact with health care services including psychiatric care, family doctor,

or mental hospitals. It was found that contact with a health care provider was common in

the months, weeks and days before the suicide occurred (Pirkis and Burgess, 1998).

Contrary to this are the results found in another study undertaken on an American

Indian reservation thæ found suicide attempts tended to have more frequent and recent

visits to a health care facility before their attempts than the completed suicides. (Mock,

Grossman, Mulder, Stewart, and KoepseIl,1996). One possible explanation for the results

found in the present sfudy may be that completions presented more of a risk as a result of

the factors they had been exposed to, thus requiring more support.
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5.2 Female Compared to Male Suicide Attempts

By comparing male attempts to female attempters cornmon characteristics can be

further explored. There were similar results for both males and females on the majority of

the factors that were looked at however there was some distinction between these two

groups.

Males were more likely to have had legal problems than females. These were

usually in the form of charges or pending court appearances. They were also more likely

to have assistance from a mental health worker in the community, although because of

the lack of mental health data in the charts it could not be determined if they had a

psychiatric diagnosis. This result is contrary to the literature that found women to be

more likely to seek assistance for mental health problems that may contribute to an

attempt such as depression (Hawton, 2000; MoÉcicki, 1994).

There were several factors that distinguished females from males. Age was one of

these factors as females were three and a half times more likely to be 25 year of age or

less. Women v/ere also more likely to have had previous attempts. Physical, verbal and

sexual abuse was three times as likely to be reported by females although 40.5% of the

males suicide attempters had experienced some form of abuse as well.

Violence against women was discussed in several of the interviews. One truiy

disturbing factor was that women were very aware that they would at some point in their

lives experience violence. Knowing this can create a sense of fear and hopelessness that

was obvious in the following comments;
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"Some of the old traditional practices of arranged marríages is still happening.
Whether that is abusive or not the church soys once married, stay married. The
young women who I høve worked with who have since [completed suicideJ ... [told
meJ "we have no rights as women. We get beat on and I doesn't matter, we have
to stay in that relationship".

"So these young girls are growing up... "what's going to happen to me when I get
to be ten, eleven, twelve, I'll probably be raped, beaten up." ...There's not much
[for themJ "

"But there'was a lot of abuse that was going on. A lot of sexual abuse. A lot of
girls when they reach puberty they were targeted by a gang of boys and gang
raped. So the fear was always there. "

One interesting factor found in the present study was the presence of

hallucinations and dreams that often contained a black figure or someone who had

previously died trying to convince the client to kill themselves. This was a fairly common

phenomenon in the study sample, particularly with females where it was indicated that

almost 35.0% had experienced this. This phenomenon has not been investigated in the

literature so there is nothing to confirm that this has occurred in other populations,

however those individuals who were interviewed were very familiar with clients

indicating this type of event occurring before they attempted. The foliowing are some

accounts ofthis.

" ...FJ got her talking about what she was going to do and she had it all planned.
Scary. Eleven year old kid... what tree she was going to use, how she was going
to use this rope offher purse. This wasn't like whøt they call mimicking. To me
Ìt's dffirent. This wqs so real to her ...and why? ...this voice telling her to do it.
Because of there connection to the land, the connection to spirit still is pretty
strong there in some ways. They see this form of energt as this blackform that
talks to them and tells them to do this."

"They'll see a darkfigure or spirit come towards them and talk to them or it
might be someone who had passed on and they'll say that is my friend who
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committed suicíde fandJ now he's talking to me to go and do the same. I hear
that in probably one third of the youth that survive that I counsel... they tell nte
that they hear voices to go and do the sanle, kill themselves. Sontetimes it's their
departed friend or brother or cousin coming back to them. "

"She said she saw herself...like this voice, this þrce or whatever coming over her.
She said that "the person who kept talking to me, kept showing me a picture of a
girl hanging in the closet and that person v,as me. This voice kept telling nxe to
go hang myself, "

5.3 Repeated Attempts

One area that required further investigation was the high rate of repeated attempts

in this population. This is important because it has been found that the risk of both

completing and re-attempting suicide after an attempted suicide is high, particularly

during the first year Q'{ordström, et a1., 1995). Repeaters are constantly in crisis and

distress as a result of continually putting themselves in harms way and are a burden on

health services (Kreitman and casey, 19s8). Determining if there are unique

characteristics to previous attempters may assist in identifying potential repeaters for

intervention.

Predictors for repeated attempts found in the literature were young age,

personality disorder, a poor social network a the time of the attempt, treatment of a

psychiatric disorder in parents, (Johnsson, et al., 1996; Nordström, et al., 1995), the

presence of a mental disorder, increased social stress, and poor coping skills, (Appleby

and Warner,1993). In addition, being male, of low social class, unmarried, the existence

of sociopath and alcoholism, and being involved in physical violence were also identified

(Kreitman and Casey, 1988; Nordström, et al., 1995).
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Characteristics of previous attempters that were identified in the present study

included being female, a history of alcohol use, a history of drug use and physical, verbal,

or sexual abuse. In addition, previous attempters in this sample were more likely to come

from dysfunctional families with parents who abused alcohol. They have also accessed

treatment or support from a psychiatrist or counselor at Nodin although the lack of

consistent data around mental health made it difficutt to determine if they had a

psychiatrist diagnosis. Emotionally they expressed anger, guilt and had mood swings

right before or shortly after the attempt.

5.4 Effects of Acculturation

The effects of acculturation and the change in lifestyle over the years from a

nomadic way of life to a settled life on the reserve has had an impact that has been

detrimental to the First Nations population. Generations have lived with the negative

consequences that have arisen from the acculturation process which include a reduction

in health status, family disintegration, and increased societal breakdown (WHO/NfCAMR,

1985). Suicidal behaviour could be viewed as a reaction or an attempt to escape these

consequences.

Based on the literature (Chandler and Lalonde, 1998; Kirmayer, 1994; Yuen, et

al, 2000) acculturation is the root from which all other risked factors for suicide stem.

Given this it is safe to assume that the factors identified in the present study may have

been influenced by the acculturation process as experienced by the people living in this

region.
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In the present study, data regarding the effects of acculturation was not possible to

collect from the chart reviews. To identify th" role of this process in relation to suicidal

behaviour would have taken a more complex methodology. However the impact of

acculturation and methods of assimilation were topics discussed by several of the

informants during the interviews therefore it was important to include their comments in

this discussion. The means of oppression used on First Nations people and how this has

contributed to a sense of hopelessness, confusion and loss is reiterated in the comments

below.

5,4.1 Overall Impøct of Acculturatíon

" ...in regards to my people's history of being conquered and being oppressed,
even now. Being put into little packages of land that was really theirs. Much of
theír personhood and dignity was wiped owoy. There was a low level of
functioning as a human person. Not much pride, not much motívation to live, the
life was just sucked (rway. Their existence once they were conquered...the
culture, the language...they couldn't speak the language. "

" ...see we were widespread at one time, our nearest neighbour was five miles. We
were all over our lerritory. Suddenly the government says we are bringing ín
housing and electricity so we have to come to these small communities. Housrs
close by, neighbours close, such a violation of their privacy that they have hadfor
generations. "

5.4. 2 Res idential S choo I

Residential school was a significant means of assimilation imposed by the

Canadian government. Children were taken from their homes and their families. Whole

communities were affected as they were suddenly void of children for months at a time.

"And often I think back to the residential school days when we were taken away.
How did our parents feel? That's something they never talk about. They never
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talk about what Ìt was líke in the community when 20, 30 40 children were taken
away. All of a sudden they [parents and grandparentsJ didn't have a role,
everybody was gone, the chíldren were gone. You don't heor them talk about
that. I heard my father talk about what it was like when we were gone. How lost
he felt, how lonely he was. "

"A lot of the time there was a way of keeping the children hidden in the bushes in
fear of the residential school pick-ups... When I was forcibly removed and my
brother, they [my parentsJ just went into a state of grief. These families would
only have children 5 or 6 years and then they were gone.

The children who attended residential school are the parents and grandparents

today and many are struggling with raising their own families. Many of these individuals

did not experience family life, they did not leam parenting skills, and this has resulted in

several generations being negatively impacted.

"Thatfamily bonding and the role modeling they were gone too. so when you
look at my three generations there is only about I8 years of actualfamily life,
that's it. Three generations which is about a hundredyears in myfamity... I8
years of family life . . . and it 's gone. "

"The negative impact that's [residential schoolJ had on the parents of these
children [who are attemptÌng suicideJ. The parents were forced Ìnto these
institutions, like church run residential school. They weren't called by their
nqme8 they were given a number and they had to respond to that number when it

, was called. Beatenfor speaking theír own language. They were gone sometimes
for years, some of them never went home. Others were able to go home just in
summertime, back to their parents. But then they felt like outsiders when they
went back [homeJ because they couldn't speak the language. Theyfett alienated
from their own communities. These are the pørents now who are losing their
children, the ones who went to residential school. "

"We talk about people not having [parenting skillsJ...especially those who were
raised in residential school. They were not really exposed to ongoing parenting,
Iiving within a fømily. When you are raised within an institution, it's dffirent
from being in afamíly"
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acculturation ran deep. The mechanisms that were used to assimilate the First Nations

The impression that one received from the interviews was that the effects of

people into "civilized" society did more harm than good and it was going to take some

time before the impact of this process subsided and people were able to heal. As one

informant commented)

"I don'tfeel hope overallfor the whole native people in regards to the complete
healing. Individuals ...yes, groups...here and there...but the whole Nation there
stills needs to be a lot of issues to be talked about, the government needs to start
listening, not according to their agenda but according to the native peoples
agenda. In the beginning when the treaties v,ere sigtted, it was supposed to be a
partnership, but partnership... that was not how it was handled. It was all one
sidedfor the benefits of Canada and the immigrants that were gonna take over.
The native people were left asíde. Wen you treat people like that there are so
many underlying issues that are rooted in bitterness that eventually have to be
dealt with. I lcnow that sonte leaders are trying to little by tittte. Finally there ís
fundingþr residential school. It took... I don't lcnow... how many decades? So
maybe some day there will be some kind recognition or aclcnowledgement that
native people have been wronged all these years. For me personally, I'm healing
and Ifeel good about that, I see others healing and I am glad. But as a whole that
saddens me. I don't lcnow if thatwill ever happen...maybe ítwill.,,

5.5 Limitations

It is important to acknowledge the limitations of the study which included missing

or incomplete data and potential underreporting on a number of variables. Much of the

data collected was a result of examining client histories and various reports filed by

physicians, counselors, police and others, to answer many of the questions on the

questionnaire. This was often inconsistent and in many cases missing important details.

Some of the inconsistencies were a result of a lack of a standard reporting format for

attempted suicide. Much could be learned if questions were asked consistently regarding

the incident and the proximal and distai factors thatmay have impacted the decision to

attempt suicide.
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The subjectivity of the datamay also have an affect on the results in terms of

reliability. Not only is there the subjectivity on the part of the counselor who is

documenting the information in the charts there are also self-reports on the part of the

ciient. In addition, the reseatcher is making assumptions on the information presented in

the charts based on personal interpretation.

Another limitation was that only 36 completed suicide charts were reviewed

compared to 150 attempted suicides. In the initial planning of the study it was determined

that there were approximately 100 suicide charts that were available for review. At the

time of the chart review only 36 could be found. In addition several of these charts were

incomplete in terms of containing very little information about the individuals history and

the event itself. Reasons for this is that many of the individuals who completed suicide

had never presented at Nodin at any time previous to the suicide. This low number and

lack of information found in the charts may have an impact on the representativeness of

the data and the reliability of the results.
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6.1 Profile of a Suicide Attempter

It appears that the dominant profile for a suicide attempter in the Sioux Lookout

Region emerging from the results is a female under the age of 25 who has a history of

repeated attempts. She tends to have lived a life marked by negative experiences such as

a history of alcohol abuse, and more than likely a combination of physical, verbal and

sexual abuse. She also experienced a break-up with a partner/boyfriend or a fight with a

significant other, or used alcohol right before the event occurred. This is consistent with

much of the literature that looks at risk factors for suicide attempts (Botis, et al, 1995;

Isaacs, et al.,1998; Kirmayer, et al, 1994;Malus, et a1., 1994; Maris, 1997;May &,yan

Winkle, I994;MoÉcicki, 1997; Rosenberg,etal,1987; Rubenstein, et al., 1989;

Vijayakumar and Rajkumar, 1999).

The only factor not found in the literature was the presence of hallucinations or a

dark figure that was present prior to the attempt. Investigating the effect of this

phenomenon on a community and the individuals in the community in relation to suicidal

behaviour warrants further research.

6.1.1 Repeated Attempters

Repeated attempters are a group that is important to identiff. There was a very

high rate of repeated attempts in this sample and being able to identify repeaters may

provide an opporlunity for intervention. Previous attempters are characterized.by a

CHAPTER 6

CONCLUSION
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dysfunctional family situation that includes parents who abused alcohol. They have a

history of drug and alcohol use and appeared to express more anger either before or after

the attempt, as well as mood swings. This group has also accessed more treatment or

support from a psychiatrist or counseling at Nodin. It is hard to say however if the

increased contact was a direct result of their repeated attempts or if they were seeking

assistance for other issues possibly connected or contributing to the attempts that they

made.

Having established a profile and determining further sub-groups of this profile it

is time to reflect back on Kirmayer's model of suicide. His model depicts an event

impacted by many different characteristics that include the effects of acculturation on

community, family and social networks, and personal factors. These same characteristics

are found in the results of the present study with the exception of community factors, as

these could not be identified through the chart review. There is also an assumption that

acculturation is an underlying factor that has impacted the lives of those living in this

region.

There is not just one factor that contributes to a person's decision to attempt

suicide. It is a complicated process fitled with negative experiences or characteristics that

brings a person to the point of attempting to take his or her own life. Having knowledge

of these characteristics can further the development of effective intervention and

prevention programs for the communities.

Recommendations for Further Research

In saying this one must be careful not to paint the whole region with the same
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brush. The profile that has been created provides potential markers for identifying

suicide attempters. It does not take into account the individuality of each human

experience and the context within which these experiences take place. Further

investigation into these characteristics and how they are related to personal experiences

will do much to further our knowledge on why people choose to engage in suicidal

behaviour.

In addition, investigating community factors as a whole, as well as for each

individual community may contribute a great deal to the understanding of who is

attempting and why. Every community is unique with it's own history, it's own traditions

and customs and it's own way of functioning in today's world. How this all contributes to

the characteristics identified would be an area for further exploration. Related to this is

the fact that there are comlnunities in the Sioux Lookout Region who do not have high

rates of suicidal behaviour and it would be beneficial to identify what protective factors

are in place.

Other reconìmendations for further research include a comparison of attempters

with non-attempters on the characteristics identified in the present study, to determine

risk factors for this population. In addition, a longitudinal study expioring the natural

history of attempts in terms of repeated suicide attempts, suicide completions, and the

impact on the community, would also contribute a great deal to filther the knowledge

and understanding of suicidal behaviour in the region and beyond.
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l. Date of Birth

SUICIDE / SUICIDE ATTEMPTER DATA ABSTRACT FORM

2. Primary language (spoken/understood)?

3. Sex:

4. Marital status:

APPENDIX A

dy

5.

6.

n
n
n
T
n
n
T

Employed?

Which community is individual from?

Bearskin Lake
Kitchenuhmaykoosib
Iminuwug
Cat Lake
Eagle Lake
Deer Lake
Eabametoong
Fort Severn

T
n
n
n
n

male

single
married
divorced

yes

I female

f] Kasabonika
! Kee-way-win.

I fingnsher Lake
! Lac Seul

I Neskantaga

I Muskat Dam Lake
! New Saugeen

l.

')

4.

5.

I completed suicide n suicide anempt ! suicidal ideation

I common-law
! separated

I widowed

Ino

Method: Ihanging Ioverdose
fl gunshot ! stabbing/laceration
n carbon monoxide poisoning
I intentional fall lalcohol poisoning

Additional description of method if unusual:

When did it occur? (date)

Location: I home I wok place
I band offrce ! rec centre

E home of friend n jail
fl school fl heatth facility
f] other

n!
n
n
tr
n
n

Mishkeegogamang
North Spirit Lake

Pikangikum
Poplar Hill
Sachigo Lake
Sandy Lake
Slate Falls

n!
n
n
n
n
tr

Nibinamik
Wabigoon Lake

Wapekeka
Wawakapewin
Weagamow Lake
Webiquie
Wunnimun

! suicidal threats

drowning
solvent ingestion
motor vehicle crash
exposure/hypothermia

n
u
nx

n
n
T
n

cemetery
house of family member
in the bush
nrsing station
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6.

7.

8.

9.

Time of day:

Age at time of suicide/ suicide attempt:

Client seen at Nodin before? [ y.t

On how many different occasions?

10. How many previous suicide attempts?

I morning

I 1 . Special events occurring in the community at the time of the suicide/suicide attempt?

n communityfeast fl communifyevent I gospeljamboree I christmas
n other

12. Precipitating event(s): (recent events)

n work related problems/loss ofjob
l_l marital/relationship problems
n uirttr¿ay

I afternoon

I anniversaryreaction:
f] death of mother
fl death of father

Ioo

n death of sibting
n death of other family member
n death of friend
n death ofpartner
n use ofalcohol
n use ofdrugs
! sniffing (gas, solvents)

I community in crisis ( recent suicide(s) / deaths)

I suicide pact

I peerpressure

I hospitalized for psychiatric care

! gang-relatedactivities

n other

fl evening

! unknown

13. Reason given by individual:

1 Individuals experienced problems in school? I y.r I no

I don't know

Please identi$r what the problems in school were?

I trouble with school teachers/school authorities
fl not passing

I does not get along with other kids
n Uutlie¿ and teased at school

I not in school
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u
tr
tr
n

gets in fights at school (is bully)
not attending school (truancy)
parents/caregiver do not support school attendance
other

Individual experienced legal problems? n y"s

Please identi$r what these legal problems were?

n
n
n
n
n

in trouble with the police
spent time in jail/youth facility
facing criminal charges
pending court date
other

3. Details of legal problems/charges.

4. Please identify what other factors are present in individuals life.

n
u
T
tr
n
n
n
trr
n
n
n
T
ur
n
n
nx
tr
T
nr

individual was separated from parents/primary caretaker
individual was adopted
individual was in foster care (Tikinagan)
gender conflict
sexual abuse by family member
sexual abuse by non-family member
unresolved grief
lost loved one to death
lost loved one to suicide
physical abuse
psychiahic diagnosis
sexual promiscuity
low selÊesteem
lacks coping skills
inability to relate to peers

no friends or very few friends
attended residential school
financial problems
alcohol use
drug use
substance use (i.e. sniffrng)
excessive gambling
other

n .ro f don't know

5. Present living situation:

n
T

lives alone tr
transient tr

lives with relatives
institutionalized

n
u

lives with parents
homeless

n
n

lives with partner
other
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D. Family Situation:

1. Who was/is the individual's signifrcant caretaker?

n bothparents
I grandfather I aunt
I brother I mother/stepfather
I no significant caretaker f] other

2. Size of family:

3. Parents divorced?

4. Parents separated?

5. Mother absent for all or the majority of individuals life?

6. Father absent for all or the majority of individuals life?

7. Parental conflict?

8. father employed?

9, mother employed?

10. Parent(s)/significant caretaker deceased?

I l. Who?

n mother T
nx

father
uncle
father/stepmother

12. Please identiff cause ofdeath?

! natural causes ! injury/accident
n suicide I other

13.

14.

Sibling(s) died at young age?

Who?

! grandmother

I sister

! foster parents

n
n
n
x
n
n
n
x

yes ! no

yes I no

yes I no

yes I no

yes fl no

yes I no

YES E
yes ! no

15. Please identifu cause ofdeath?

I natural causes ! injury/accident
n suicide ! other

I don't know

I don'tknow

I don't know

I don't know

I don'tknow

! don't know

I don't know

! don't know

16. Parent(s) incarcerated? fl y"r fl no I don't know

Family dysfirnction? E y"r fl no

l-l spousal abuse

I physical abuse

f] sexual abuse

fl excessive alcohol use by father
! excessive alcohol use by mother
I excessive use ofalcohol by spouse

17.

I violence I illness

f] violence

I y.t

I iilness

nno
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! excessive alcohol use by other family members

f] excessive dmg/substance use by father
fl excessive drug/substance use by mother
! excessive drug/substance use by spouse

! excessive drug/substance use by other family members

I Depression or mental illness in father
I Depression or mental illness in mother
! Depression or mental illness in spouse

! Depression or mental illness in other family member

Other family member(s) have attempted suicide?

Who?

18.

19.

20. How? nhanging Ioverdose
fl gunshot I stabbing/laceration

! carbon monoxide poisoning

I intentional fall f]alcohol poisoning

Other family member(s) have completed suicide?

lVho?

21.

22.

How? [hanging !overdose
X gunshot ! staUUinglaceration

I carbon monoxide poisoning

n intentional fall [alcohol poisoning

Did the individual attend Residential School?24.

25. Did any of the following family members attend Residential school?

n
n
T
n

both parents
grandmother
uncle
other

fl y"t

E. Medical His

nx
nr

I . At the time of the suicide/suicide attempt did the individual have any of the following?

drowning
solvent ingestion
motor vehicle crash
exposure/hypothermia

nno

u
u
n
n
T
u
nl

Iy.s nno

n
n
n

acute ill¡ess or injury
chronic illness or injury
terminal ill¡ess
disfigurement
disability

mother
grandfather
sister

nI
n
T

drowning
solvent ingestion
motor vehicle crash
exposurelhypothermia

mental illness: diagnosis
other physical problem

I yet

n
n
n

father
aunt
brother

n r,o
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F. Mental Health:

L At the time of the suicide/suicide attempt was the individual experiencing any of the following? (last
10 days)

n
n
nI
n
n
n
n
tr
tr
T
n
n
n
n
n
T
n
n

anger
anxiety/panic attacks
behavioral problems
depression/sadness
post faumatic stress disorder
StreSS

victim of sexual assault
victim of physical abuse
victim ofspousal abuse
grief
institutionalization
loneliness
hopelessness/helplessness
initability
guilt
shame
mood swings
demoralization of traditional way of life
other

2. V/as the individual getting any professional help at the time of the suicide/suicide anempt?

ny.r nno
3. Please identifu the supports that were present:

I hallucinations
! unrealistic fears/fantasies

I thoughts of hurting others
n pr"o""upation with thoughts

[ 0isturUing dreams

! sleeplessness

f, impulsive acts

I confusion/disorientation

f, mood swings
! poorjudgement
f agitated/upset

n ni¿ing medication
f] increase/decrease in energy

I giving personal items away
! refusing food
f emotional/physical withdrawal
f] indifference/lack of motivation
f worthlessness

u
u
n
T
n
u

psychiahist
traditional healer
NNADAP
clergy/spiritual Ieader
CHN
not willing to access supports

psychologist
elder
family member

Tikinagan
crisis centre

n
n
n
n
D

social worker
counselor
mental health worker
physician
limited support

T
n
n
n
T

spouse
CHR
Nodin
friend
none

86



Adam, K. S. (1985). Attempted suicide. Psychiatric Clinics of NorthAmerica,S
(2), r83-20t.

Andrus, J. K., Fleming, D.'W., Heumann,M.A.,'Wassell, J. T., Hopkins, D. D.,
& Gordon, J. (1991). Surveillance of attempted suicide among adolescents in Oregon,
1988. American Journal of PublÌ.c Health, 8 1 , 1 067- i 069.

Appleby, L., & Warner, R. (1993). Parasuicide: Features of repetition and the
implications for intervention. P sychol o gical Me di cine, 23, 13 -1 6.

Arcel, L.T., Mantonakis, J., Petersson,8., Jemos, J., & Kaliteraki, E. (Lgg2).
Suicide attempts among Greek and Danish women and the quality of their relationships
with husbands or boyfriends. Acta Psychíatrica Scandinavica, E5, 189-195.

Bagley, C., Wood, M., & Khumar, H. (1990). Suicide and careless death in
young males: Ecological study of an Aboriginal population in Canada. Canadian Journal
of Community Mental Heqlth, 9,127-142.

Bancroft, J., & Marsack, P. (Ig77). The repetitiveness of self-poisoning and self-
irUu.y. British Journal of Psychiatry, I31,394-399.

Beautrais, A.L. (2001). Suicides and serious suicide attempts: Two populations or
one? P sychological Medicine, 31, 837 -845.

Beautrais, A. L., Joyce, P.R., & Mulder, R.T. (1996). Risk factors for serious
suicide attempts among youths aged 13 through 24 years. Journal of American Academy
of C hil d and Adol e s c ent P sy chi atry, 3 5, I 17 4-1 1 82.

Berry, J.V/. (1985). Acculturation among circumpolar peoples; Implications for
health status. Arctic Medical ResearcÍt, 40,21-27.

Bille-Brahe, U., Kerkof,4., De Leo, D., Schmidtke,4., Crepet, P., Lönnqvist, J.,
Michael, K., Salander-Renberg, E., Stiles, T.C., Wassernan, D., Aagaaed,8., Egebo, H.,
& Jensen, B. (1997). A repetition - prediction study of European parasuicide
populations: A summary of the first report from part II of the WHO/EURO Multicentre
Study on Parasuicide in co-operation with the EC concerted action on attempted suicide.
Acta P sychiatr Scandinavia, 95, 8 1 -86.

Bland, R. C., Newman, S. C., & Dyck, R. J. (1994). The epidemiology of
parasuicide in Edmonto n. C anadian Journal of P sy chiatry, 39, 39 I -39 6.

References

87



Blum, R.W., Harmon, B', Harris, L'' Bergeisen',L''Resnick' M'D' (1992)'

American Indian - Alaska native youth heaith. iournal of the American Medical

As s o ciation, 267 (12), | 637 - 644'

Borrowsky,I.W.,Resnick,M'D',Ireland'M''&B-ium'R'W'(1999)'Suicide
attempts among American Indian and Æáskan Native youth: Risk and protective factors;

Áto¡iinuf . Aráhives of Pedíatric Adolescent Medicine,I53' 573-580'

Botsis,A.J.,Piutchik,R',Kotler,M''&vanPraag'H'M'(1995)'ParetnalLoss
and Family violence as 

"orr"lut", 
of suicide and vioience risk' Suicide and Life-

Thr e at ening Behaviour, 25, 253 -260'

Brent,D.A.,Kerr,M'M',Goldstein'C''Bozigar'J-''Wartella'M''&Allan'M'J'
(1989)."4r1^"üut."r. orr,ri"i¿" and suicidai behavior in a high school' Journal of

American Academy of Child and Adolescent Psychiatry,2S(6),918-924.

Brent,D.A.,Perper,J.A',Moritz,G''Liotus'L''S^chweers'J''&Canobbio'R'
(lgg4).Major O.prå.rion o, *.o*plicaied t.r"u,r.*"nt? A foliow-up of youth exposed

to suicide. Journal 
"¡rni 

American Academy of Chitd and Adolescent Psychiatry' 33 (2)'

231-239

chandler, M. J., & Lalonde, c. (1998). Cultural continuity as a hedge against

suicide in canada's First Natio ns. Transcultural Psychiatry, 3 5, I9l-2I9 '

Cullberg, J., Wasserman, D., Stefansson, C.G. (1988). Who commits,suicide after

a suicide attempt? Ä" S ,o 10 year iollow up in a suburban catchment area' Acta

P sychiatric a Scandinavica, 7 7 (5), 5 98-603'

Davidson,J.R.T.,Hughes,D'C',George'L'K,'&'Blazer'D'G'(i996)'The
association of sexual assault *d utt"*pted suicide within the community. Archives of

General PsYchiatrY, 53, 550-555'

Eisenthal,S.,Farberow,N.L.,Shneidman,E.S.(i966)'Follow-upof^
neuropsychiatric patients in suicide observation status' Public health Report 8l(Il)' 977 -

990.

EUROSAVE(EuropeanReviewofsuicide&ViolenceEpidemiology)Project
Team (2001). parasuìcidein Europe (Technical Rep. No. 2)' Cork Ireland: National

Suicide Research Foundation'

EUROSAVE(EuropeanReviewofsuicide&ViolenceEpidemiology)Project
Team (2001). rn, lpù.*iotogy of parasuicide inthe Europe (Technical Rep' No' 4)'

cork lìelaná: National Suicide Research Foundation.

Fergusson,D.M.,Horwood,L'J',&'Lynskey'M'T'(1996)'Chi]ds.gxualabuse
and psychiãt i. ¿iror¿", ín yo.rrrg aduithood: II. Psychiatric outcomes of childhood

88



Sexualabuse.JournalofÅmericanAcademyofChildandAdolescentPsychiatty,34
(10),1365-1374'

Garfinkel, B' D"F¡oes"'4-' & Hood' J' (i982)' Suicide attempts in children and

adole scents . A* " 
¡'l' ã' ¡'*äi "f i tv'n¡áii' t ¡b ( t o)' t z 57 -1261'

Garro, L' C' (19SSì' Suicides by status Indians in Manitob a' Arctic Medical

Resear ch,47 (SuPP1' 1 )' ffi -592'

Goldney,R.D.(1985).Parentairepresentationinyoungwofnenwhoattempt
suicide. A ct a P sy ch¡ ot' i* i í o"din av i c a' 7 2' 23 0 -232'

Gould,M.s.,&$bffer,D.(19s6).Theimpactofsuicideinteievisionmovies'
rhe New Engtand Journølof Me¿¡'¡nu)il'siiil'?öó-uno' 

. ^^ ¡\ ^
Gould,M'S''Peftie'K''Kleinmafl'M'H''&Wallenstein'S'(1994)'Clustering

of attempte¿ rrri.iJ.iñ *z*ut^a"",1'åïä;;.'ln-trrnot¡'åîàiiå"'n-ot 
of Epidemiotogv'

23(6)1185-1189' , . 
rrvdivorce

Gould' M' S'' Shaffer' D'' Fisher' P" & Gæfi*:l'R' (1993)' Separaüc

and child and adorescenr eompleted J;i;: î"'*'t "f 
A;';';;;'-Á'od"'v of child and

i;"i;;;;* P sY chi anY' 37Q)' 1 s s'r 62'

Gregory,R'J'(1994')'GriefandlossamongEskimosattemptingsuicidein
western Alaska- i' *'ì¡i * í"urnal iîp t"n';.' i s t 1t z;' t a 1 s - 1 8 1 6'

Grossman' D'C''Mílligan' C'' &Deyo' 1 o' 
!1n^nt)' 

Risk factors for suicide

atrempts amongÑavajo dolescents .'l*l'¡íoiJournal íií"W¡' Health'*1(71)' 870-

874.

Grunbaum' J" Kanq L'' Kinchen' S'' Willimu':P'' Ross' J' G'' !9*Y' R'' and

Kilbe, L. (2002; ioitr' ruut B"h*i;;äLäLrii*" - útt;Jétát"' 2001' [onrine]'

-t,wWn,51 
(SS-4)' I-64'

Haw,C''Hawton'K''Houstoo'K''Townsend"E'(2001)'Psychiatricand
personaiity disorãers in deliberat" Jüil;;;t"*t ní'¡ìii tí"'i'å of ptvchiatrv' r78'

48-54' 
ide to its

Harvton'K'&'Ca+alan'J'(1982)'Attemptedsuicide:Apracticalgui
nature and management' Ûxford: Oxford University Press'

Hawton,K.(19s7),Assessmentofsuiciderisk.BritishJournalofPsychiatty,
150' 145-153' 

fferences in suicidal behavior

Hawton, K' (2000)' Sex and suicide: Gender di

British lou"ài' of Piychiotry' 177 ' 484-485'

89



Hawton, K., osb@' M', O'Grady 'J'' 
&Cgl:'D; (1982) Classif,ication of

adolescents *t o tatJãvÃ '*" 
n'¡'¡'l' i;;;diJ'rív'nìotrv' 140' 124-13I '

Hal.rvard, L., zuKk, s'R': & silburn' s' (1992)' fi-ooa 
alcohol levels in suicide

cases. Journal of EpideWo gy and Co**i"ity Hà atth' 46' 25 6-260'

Ho, T. P', &Hupg'S' F' (1998)' Th" prevention of youth suicide: research and

."*i."r,Fi, ng Kong M&d Journal' 4(2)'195-202'

Howard-PitneY, S,Basil, M'' LaFromboise' T'D-'' September 'B'' 
&Johnson' M'

(tssz).psychologiã;-ár;t íirdi";;;ît"i"i¿" i¿áatión and suicide attempts tn

Zuni Adotescents. J ourrú af c o^ uu ¡ni' iì¿ ä;;*I p ;v chol o sv, 60(3 )' 47 3 - 47 6'

Isaacs, S'' Keogþ.$'' Menard' C'' &'Hockin' J' (199s)' Suicide in the Northwest

Territories: A descripriv€Ðview. clrroriîi¡trîiît'r, òonado,19(4)' 152-156'

Johnsson,F.E.,ffiagen,A',&Träskman-Bendz,L.(1996).A5yearfollow-up
srudy of suicide utr"^fuílrí" f'sychiartiico irand¡novica,93 ' 157-157 '

Kessel,N.(1965}.$e1f-poisoning-PartT.BritishMedicalJournal,2,1265-1270.

Kessel'N'(1965)'$elf-poisoning-Partll'BritishMedicalJournal'2'1336-1340'

Kirmayer, L'J', tr{agton, B', Malus' M'' Jimen ez'Y ''Dufour' R" Quesne!'C'' '

Ternar, y., &Ferrara, N. (1994). Srirä;; i; ¿'ono'd¡on aboriginal populations: ernergtng

trends in research ona ¡'ì*'niio' çFiep'No' 1)'

Kirmayer, L' J',Boothroyd' L' J'' & Hodgins' S' (1998)' Attempted suicide

among Inuit youth: Psyo'hociut "on"iut; 
;ä-ñ''p'i.u.io,,' fár prevention. Canadian

JouriøI of P sY chiatrY, 41,ßl 6-822'

Kirmayer,L'J',Ìúlus,I\L''&Boothroyd'L-'J.'(1996)'suicideattemptsamong
Inuit youth, e ro'*-*ity*ó"y "f ;;;i.-""*-*¿ titÈ factors' Acta Psychiatrica

Scandinovica, 94, 8'I7'

Kosky,R.(1983).childhoodsuicidalbehaviour.JournalofChildPsychologyand
P sy chiatry, 24(3), 457 -4ffi'

Kfaus,R.F',&B.tlffIer,P.A.(1979).SocioculturalstressandtheAmerican
Native in Alaska: An anaþsis orrnuùîlpuo"*, ofpsy"hiutric illness and alcohol

abuse amons Ataska Narive r. crt urli\'iøz ir r"¡il i"d P sv chianv, 3, 11 1 - 1 5 1'

Kreitman,N.,&fasey,P'(1988).Repetitionol^p*Tli"ide:Anepidemiologicai
and clinical study' BrítishJournal of Psychtitry' I53'792-800'

Kreitman, N', Philip, A'E'' Greer' S'' & Bagley' C'R' (1969)' Parasuicide' British

Journal of PsYchiatry, 115,746-747 '

90



' Langlois, S. & Monison, P. (2002). Suicide deaths and suicide attempts. Health
Reports, l3(2).9-22.

Linkowski, P., de Maertelaer,Y., & Mendlewicz, J. (1985). Suicidal behaviour in
maj or depressive illness. Acta P sychi atric a Sc andinavica, 72, 233 -238.

Malchy,8., Enns, M. W., Yong, T. K., & Cox, B. J. (1997). Suicide among
Manitoba's aboriginal people, 1988 to 1994. Canadian Medical Association Journal, 8,

1 133-1 138.

Malus, M., Kirmayer, L. J., & Boothroyd, L. (1994). Risk Factors for attempted
suicide among Inuit Youth: A communíty survey (Rep. No. 3).

r Maris, R.W. (1997). Social and familial risk factors in suicidal behavior. Suicide,
: ]0(3),519-550. '

ì May, P. A. & Van Winkle, N. (1994). Indian adolescent suicide: The

epidemiologic picture in New Mexico. American Indian and Aloskan Native Mental
Health Research, 4,2-23.

Mercy, J.4., Kresnow, M., O'Carroll, P.'W., Lee, R.K., Powell, K.E., Potter,
L.8., Swann,4.C., Frankowski, R.F., &,Baye4 T.L. (2001). Is suicide contagious? A
study of the relation between exposure to the suicidal behavior of others and nearly lethal
suicide attempts. Americsn Journal of Epidemiol o gt, I 5 4(2), 120-127 .

Michel, K. (1987). Suicide risk factors: A comparison of suicide attempters with
suicide completers . British Journal of Psychiatry, 150, 78-82.

Mock, C.N., Grossman, D.C., Mulder, D., Stewart, C., &, Koepsell, T.S. (1996).
Health Care Utilization as a marker for suicidal behavior on an American Indian
Reservation. Journal of Internal Medicine,ll,519 - 24.

Morgan, H.G., Pocock, H., & Pottle, S. (1975). The wban distribution of non-fatal
deliberate self-harm. British Journal of Psychiatry, 126,319-328.

Mo5cicki, E. K. (1994). Gender differences in compieted and attempted suicides.
Annuals of Epidemiologt, 4(2), I 52-158.

MoScicki, E. K. (1995). Epidemiology of suicidal behavior. Suicide and Life
Threatening Behavior, 25(l), 22-3 5.

Moócicki, E. K. (1997). Identification of suicide risk factors using epidemiologic
studies. Suicide, 20(3), 499-517 .

Motto, J.A. (1965). Suicide attempts: A longitudinal view. Archives Generql
P sy c hi atry, 13 (6), 5 I 6 -520.

9l



Mullen, P.E., Martin, J.L., Anderson, J.C., Romans, S. E., & Herbison, G. P.

( 1993). Childhood sexual abuse and mental health in adult life,British Journal of
P syc hi atry, 1 63, 7 2I -7 32.

Murphy, G. E. & Wetzel, R. D. (1982). Family history of suicidal behaviour
among suicide attempters. The Journal of Nentous and Mental Disease,170(2),86-90.

' National Task Force on Suicide in Canada (1994). Suicide in Canada: Update of
, the Report of the Task Force on Suicide in Canøda.

Nelson, S. H. & Grunebaum, M. D. (1971). Afollow-up study ofwrist slashers.

Amer ic an Journal of P sy chi atry, I27 (I 0), 8 1 - 8 5.

, Nielsen, 8.,'Wang, 4.G., Bille-Brahe, U. (1990). Attempted suicide in Denmark.
; lV. A five-year follow-up. Acta Psychiatrica Scandinavíca,81(3),250-4.

' Nodin Counselling Service (2000). Annual Report, March 3t-April l, 2000.

Nordstöm, P., Samuelsson, M., & Åsberg, M. (1995). Survival analysis of suicide
risk after attempted suicide. Acta P sychiatr Scandinavia, 9 I, 33 6-3 40.

O'Neil, J. D., Moffat, M. E. K., Tate, R. 8., & Young, T. K. (i994). Suicidal
behviour among Inuit in the Keewatin Region N.W.T. Arctic Medical Research, 53

(suppl.2), 558-561.

Ovenstone, I. M. K., &. Kretiman, N. (1974). Two syndromes of suicide. British
Journal of P sychiatry, I24, 336-345.

Paykel, E.S., Myers, J. K., Lindenthal, J. J-, &, Tanner, J. (I974). Suicidal
feelings in the general population: A prevalence study. British Journal of Psychiatry,
124,460-469.

Paykel, E. S., Prusoff, B. 4., & Myers, J. K. (1975). Suicide attempts and recent
life events. Archíves of General Psychiany,32,327-333.

Pffeffer, C. R., Normandin,L., & Kakuma, T. (1998). Suicidal children grow up:
Relations between family Psychopathology and adolescents'lifetime suicidal behavior.
The Journal of Nervous and Mental Disease,l86(5), 269-275.

Pirkis, J. & Burgess, P. (1998). Suicide and recency of health care contacts.

British Journal of Psychiatry, 173,462-474.

Platt, S., Bille-Brahe, U., Kerkhot 4., Schmidtke,4., Bjerke, T., Crepet, P., De
Leo, D., Haring, C., Lonnqvist, J., Michel, K., Philippe,4., Pommereau, X., Querejeta, I.,
Salander-Renberg, E., Temesvary,B., Wasserman,D., & Sampaio Fana, J. (1992).
parasuicide in Europe: The WHOÆURO multicentre study on parasuicide. I. introduction
and preliminary analysis for 1989. Actq Psychiatrica Scandinavica,85,97-104.

92



Prince, C. (1988). Recognition of predisposing factors which affect the high
suicide rate of Canadian Indians. Arctic Medical Research, 47(Suppl. i), 588-589

Resnick, M. D., Bearman, P. S., Blum, R.W., Bauman, K.E., Harris, K.M.,
Jones, J., Tabor, J., Beuhring, T., Sieving, R. E., Shew, M.,Ireland, m., Bearibger, L. H.,
Udry, J. R. 1997). Protecting adolescents from harm: Findings from the National
Longitudinal Study on Adolescent Health. Journal of the American medical Association,
278(10) 823-832.

Rich, C.L., Fowler, R.C., Fogarty,L.A., & Young, D. (1988). San Diego suicide
study: IlL Relationships between diagnoses and stressors. Archives of General
Psychiatry, 45, 589-592.

Robins, E., Schmidt, E. H., & O'Neal, P. (L957). Some interrelations of social
factors and clinical diagnosis in attempted suicide: A study of 109 patients. American
Journal of P sychiatry,l 14, 221 -237.

Rosenberg, M.L., Smith, J. C., Davidson, L. E., & Conn, J.M.(1987). The
emergence of youth suicide: An epidemiological analysis and public health perspective.
Annual Review in Public Health,8,417-440.

Ross, C. A. & Davis, B. (1986). Suicide and parasuicide in a northem Canadian
Native community . C anadian Journal of P sychiatry, 3 l, 33 I -33 4.

Roy, A. (1982). Risk factors for suicide in psychiatric patients. Archives General
Psychiatry, 39, 1090-1 095.

Roy, 4., Rylander, G., &. Sarchiapone,M. (1997). Genetic studies of suicidal
behavior. Suicide, 20(3) 595-61 i.

Royal Commission on Aboriginal Peoples (1995). Choosing Life: Special Report
on Suicide Among AborÌginal People.

Rubenstein, J.L., Heeren, T., Housman, D., Rubin, C., & Stechler, G. (i 989).
Suicidal behavior in "normal" adolescents: Risk and protective factors. American Journal
of Orthopsychiatry, 59( 1 ), 59 -7 1.

Santa Mina, E. E. & Gallop, R. M. (1998). Childhood sexual and physical abuse
and adult self-harm and suicidal behaviour: A literature review. Canadian Journal of
P sychiøtry, 43, 7 93 -800.

Schmidt, E. H., ONeal, P., & Robins, E. (1954). Evaluation of suicide attempters
as guide to therapy: Clinical and follow-up study of one hundred and nine patients
Journal of the American Medical Association, 155(6), 549-557.

93



Schmidtke,4., Bille-Brahe, U., Deleo, D., Kerkhof, 4., Bjerke, T., Crepet, P.,

Haring, C., Hawton, K., Lönnqvist, J., Michel, K., Pommeleau, X., Querejeta,I., Phillipe,
I., Salander-Renberg, R., Temesváry,8., Wasserman, D., Fricke, S., Weinacker, B', &
Sampaio-Faria, J.G.(1996). Attempted suicide in Europe: rates, trends and

sociodemographic characteristics of suicide attempters during the period t989-1992.
Results of the WHO/EURO multicentre study on parasuicide. Acta Psychiatrica
Scandinavica, 93 , 327 -338.

Schwab, J. J., Warheit, G. J., &'Holzer, C. E. (1972).Suicidal ideation and

behavior in a general population. Diseases of the Nervous System,745-748.

Shaffi, M., Carrigan, S., Whittinghill, J.R., and Derrick, A. (1985). Psychological
autopsy of completed suicide in children and adolescents. American Journal of
P sychiatry, 142, 1 06 1 - 1 064.

Sigurdson, E., Staley, D., Matas, M., Hildahl, K., & Squair, K. (1994). A five year

review of youth suicide in Manitoba, Canadian Journal of Psychiatry, 39,397-403.

Speechley, M., & Stavraky, K. M. (1991). The adequacy of suicide statistics for
use in epidemiology and public health. Canadian Journal of Public Health, 82,38-42.

Stanley, E. J. &, Barter, J. T. (1970). Adolescent suicidal behavior. American
Journal of Orthopsychiatry, 40( 1 ), 87 -96.

Statham, D. J., Heath, A. C., Madden, P. A. F., Bucholz, K. K., Bierut, L.,
Dinwiddie, S. H., Slutske, W. S., Dunne, M.P., & Martin, N. G. (1998). Suicidal
behavior: An epidemiological and genetic study. Psychological Medicine,28,839-855.

Statistics Canada (1999). National Longitudinal Survey of Children and Youth:
Transition into adolescence. The Daily, July 6, 1999. Retrieved October, 2003 from
www.statcan.calDarlylEnglishl99)706ld990706a.htm.

Tejedor, M. C., Diaz, A, Castillón, J. J., & Pericay, J. M. (i999). Attempted
suicide: Repetition and survival - findings of a follow-up study. Acta Psychiatrica
S c andinøvica, I 00, 205 -211 .

Thompson, R. (1987). Childhood and adolescent suicide in Manitoba: A
demographic study. C anadian Journal of P sychiatry, 32, 264-269 -

Thorlindsson, T. & Bjamason,T. (1994). Suicide ideation and suicide attempts in
a population of Icelandic adolescents. Arctic Medical Research,53(suppl. 2), 580-582.

Thorslund, J. (1990). Why do they do it? Proposals for a theory of lnuit suicide.
Seventh Inuit Studies Conference, 149-161.

Vijayakumar,L. &. Rajkumar, S. (1999). Are risk factors for suicide universal? A
case-control study in India. Acta Psychiatrica Scandinavica,99, 407-411.

94



Wagner, B. M. (1997). Family risk factors for child and adolescent suicidal
behavior. P sy chol o gi c al B ull e tin, I2l (2), 246-29 8.

'Weissman, M. M. (1974). The epidemiology of suicide attempts, 1960 to 1971.
Archives of General P sychiatry, 30, 7 37 -7 46.

WHO/NICAMR Working Group (1985). Problems of family health in
circumpolar regions. Ar ctic Medical Res e ar ch, 40, 7 -20.

V/orld Health Organization (2001). Suicide. The World Health Report 20, Mental
Health: New Understanding, New Hope. Retrieved October, 2003 from
ww. who . i n t I whr20 0 | I 20 0 1 I matn/ enl chapterZ I 0 02 g.htm.

' "rusrer,ili,:;fr,ìiäH1'i**,i,"H;i,,(3'Ð;:,"ff:;:#;;;:;iËi;iäl*
Yuen, N. Y. C., Nahulu, L. 8., Hishinuma, E. S., & Miyamoto, R. H. (2000).

Cultural identification and attempted suicide in Native Hawaiian adolescents. Journal of
American Academy of Child and Adolescent Psychiatry,39(3),360-367.

Zilzow, D.,& Desjarlait, F. (2002). A study of suicide attempts comparing
adolescents to adults on a northem plains American Indian reservation. American Indian
and Alaska Native Mental Health Research,4,35-67.

95


