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Abstract 

The majority of researfh on resilience, or risk and protective factors for maladaptive 

behavior among adolescents, does not identi@ cultural or ethnic variables. Of the 

existing studies that include ethnicity as a factor, many arc based on Amcncan samples. 

The present study explores factors ( e g ,  depression, substance use, parental support. self 

appraisal) that predict or prevent a particular maladaptive behuvior--propclnsity for suicide 

attcmpt--mong a large sample of Canadian minority ailoleçsaiits. specifically Briridi 

Columbia First Nations youth. Thc study also aims to determine the extent to which the 

srlected Factors contribute to high or low propensity for suicide, and whether these 

findings differ from those for non-First Nations youth. Research participants wcre 576 

First Nations and 13,370 Non-First Nations youth ages 12- 19. who participated in a 

province-widc health survey that was conducted in British Columbia in t992. The final 

sample of 13,946 represented 89.7% of the total samplr of 15,549 surveyed. Respondents 

completed a 173-item paper-and-pend Adolescent He& Sumcy (AHS) that containcd 

questions pertaining to health status and risk behavior, and included items on suicida1 

ideation and emotional distress. There were no mcaningful differenccs between First 

Nations and non-Fint Nations proups in terms of propensity for suicide. even though the 

results were statistically significmt due to the enonnity of the simple sizes. There were 

also no ditferences in risk and protective factors for propensity for suicide between the 

two groups. Specifically, regression analyses revealed that depression and abuse were 

seen as the leading risk factors for propensity for suicide for both groups, and parental 

support and self-appraisal were Ieading protective factors for both groups. In terms of 

previous suicide attempts, however, 12.8% of the First Nations adolescents indicated they 

made at least one suicide attempt, compared to 6.5% of the non-First Nations adolescents. 

Policy implications are discussed. 

i i i  
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Introduction 

The majority of research on the concept of resilience. or risk and protective factors for 

maladaptive behavior as it applies to adolescents, does not examine cultural or ethnic 

variables. A few studies have rxarnined risk and protective factors for maladaptive 

behavior in minority groups, but most are based on Amencan samples ( e g ,  Animikwam 

Samuels. 1995; Baldwin et al.. 1993: Blum. Hannon, Harris. Bergeisen. (Y: Rrsnick, 1992; 

Luthar. Uoemberger. L Ligler, 1393; O'Grady cYr Metz. 1987) . l'o date, therc does not 

appear to be much information available on risk and protective factors for rnaladrptive 

behavior pertaining to Canadian minority adolescents, specifically First Nations youth. 

One of the primary goals of the present research was to examine the extent to which being 

a First Nations adolescent is associated with a high risk for a particular malûdaptivr: 

behavior -- suicide. The present research will also explore the cxtent to which risk factors 

contribute to propensity for suicide. and which factors protect one tiom propensity for 

suicide. 

The Concept of Resilience 

In rccent years, research on the relationship betwtxn stress and illness has become 

more prevalent. w i th psychosocial concepts such as resilience receiviny considcnble 

attention (Gore & Eckenrode. 1994; Hannah & Morrissey. 1987; Luthar & Zigler. 199 1 : 

O'Grady & Metz. 1987). Basically. the concept of resilience was developed to help 

explain why some people do well despite disadvantaged circumstances. The faci thai 

some people grow up in inimical circumstances but do not show any apparent adverse 

consequences hm k e n  attributed to resilience (Baldwin et al., 1993). The development 

and nurturance of the concept of resilience has been influential and commendable. in that 

it has helped move traditional stress and illness research from a focus on pathology to a 

focus on wellness, and towards a more positive view of developrnent and adjustment 

(Animikwam Samueis, 1 995; Luthar & Zigler, 199 1 ). 

Among its many definitions, resilience has generally been defined as the adaptive 

cornpetence and absence of psychiatrie disorders despite the presence of significant 



psychosocial stress, trauma, illness, or loss (Animikwarn Samuels, 1995); "as good 

developmental outcomes despite hiyh-risk stotus, sustained cornpetence undrr stress, and 

recovery from tnuma" (Werner, 1995, p. 8 1); when positive outcornes are evidenced in 

the face of being at significant risk for developing problems (Kaufman. Cook, Amy, 

Jones, & Pittinsky; 1994); and when "one regains functioning following adversity to the 

level of adaptation and cornpetence that charncterized the individual prior to the pre-stress 

pcriod" ( G m c z y .  1973. p. 1 Y). 

In terrns of research, there is no ayreed upon way of classifying or measuring 

resilience. This is because the operational definition of resilience changes according to 

the specific outcome that is being measured. For rxample, somr researchers may use 

school success as a way of classifiing 'resilient' individuals, whereas others may have 

more of a focus on psychiatric illness, and yet othen more of a focus on behavior 

problems. To illustrate this diversity in outcorne measures. O'Grady and Metz (1 987). 

for examplc, conducted a longitudinal study that examined psychological Iàctors related 

to healthy adjustment in 109 6- to 7-year-old children who were classi ficd at birth as 

high-risk for adverse outcome. Adverse outcome was operat ionalized as the presence of 

SC ho01 problems. behavior pro blems. emot ional ind icators, and decreased social 

comptence. They used the Children's Behavior Checklist (Achenbach & Edelbrock. 

1983) and Pupil Behavior Rating Scûle (Lambert, Bower, & Hartsough, 1979) as the 

primary outcome mesures from which they drew their conclusions about resiliencr. 

Mulholland, Watt, Philpott, nnd Sarlin (1 99 1 ) examined academic performance (e.g., 

grade-point averages and teac her ratings of classroorn be havior) of 96 middle-school 

adolescents of divorce be fore drawing thei r conclusions about resilience and 

vulnerability . Spencer et al. (1 993) conceptualize resilience as adaptive coping, and 

measured it through academic performance and academic self-esteem. Animikwarn 

Samuels (1995). who examined resilience in American Indian youth. defined resilience in 

two ways: the absence of psychiatric diagnoses as measured by the NIMH Diagnostic 

Interview Schedule for Children (DISC 2.K;  Costello, Edelbrock, Dulcan, Kalas, & 



Kleric, 1982), and competence across a number of domains as assessed by the Social 

Adjustment Inventory for Children and Adolescents (SAICA, John, Gamon. Pnissoff. & 

Warner, 1987). Kaufman et al. (1 994) assessed academic achievement, social 

competence and clinical symptomoloyy in 56 maltreated school-age children before 

drawing their inferences about resilience. These examples illustrate that methodological 

differences are as varied as the operational definitions of resilience. Küufman et al. 

( 1994) surn up this point succinciiy stating that "it i s  concluded that the most appropriate 

definition of resiliency to be used in future investigations depends on the aims of the 

study" (p. 2 15). 

However. even when researchers have produced what is deemed to be empirically 

sound research. within the confines of their own operational definition(s) and 

measurement(s) of resilience, genrra1iz;itions an. otlen not made or assumrd. 

Researchers like Luther et al. (1993). for examplc, submit that although an individual's 

khiivior cm be seen to rrfiect cornpetence or resiliencr in one reaim, an individual cm 

still be unsettled in another realm. In other words, a label of resilience in one domain 

does not automatically provide immunity from di fficul ties or problems in othcr domains, 

nor does it genenlly "imply immunity to negative events" (Ganne y, 1 99 1 a, p. 466). 

Radke-Yarrow and Brown (1993) add that the study of resilience as it relates to children 

is further challenged by the need to consider factors within developmental contexts, while 

Masten (1 989) supgests a nerd to keep in mind that whereas some factors can be 

considered stable (e.g., temprament), others may be more transicnt (C.B. social 

relationships). In the words of Masten, Garmey, and Best (1990) "resilience. like 

adaptation in genenl, is always contextual" (p. 439). 

Risk and Protective Factors 

Although sevenl theoretical explanations for the phenornenon of resilience have been 

suggested (Runer, 1985), such as those mentioned above, al1 basically involve or imply 

the interaction of risk and protective factors (Garmezy, 1993; Pellegrhi, 1990; Rae- 

Grant, Thomas, Offord, & Boyle, 1989; Werner, 1990). This is not to Say, however, that 



al1 risk factors are causal. 

Risk factors have been described as "those factors that, if present. increase the 

likelihood of a child developing an rmotional or behavioral disorder in comparison with a 

randornly selectcd child froni the general population" (Rae-Grant et al.. 1989. p. 262). 

Rutter (1987, 1993) prefers to use the word mechunism to factor. given he believes that 

what can be constituted as a risk in one situation can be considered protective in another 

situation. For exampie, he States thüt adoption müy put a chiid from a iucntive 

background at risk for psychiatrie illness. yet may be protective for a child from a fûmily 

of sttife or hudship (Rutter, 1987). Gest. Necmann. Hubbard. Masten. and Tellegen 

(1 993) advocate the terni processes instead of factors, given that they believe "any 

characteristic that rnay promotc: resilience (cg.. parenting quality) is likely part of 

multiple processes involviny advenity and individual adj ustmrnt. including processes 

ihat alter the characteristic itself' (p. 664). The process of understanding resilience 

becornes even more complrx when we consider that risk andor protective factors are 

often interrelated and CO-occurring (Cowen & Work. 1988; Pellegrini. 1990); that 

multiple stressful lik experiences may have more than an additive effect (O'Gndy & 

Metz. 1987); and that a clear linear relationship between complex variables and adverse 

outcomes does not always exist (Jensen. Bloedau. Degroot. Ussery. & Davis. 1990). 

When ethnicity is a factor. not a mechanism nor process. in resilience research, 

Spencer and Markstrom-Adams (1990) assert that it is imperative to be awüre that "the 

probability of obtaining a positive outcome rnay be compromised for minority children by 

prejudice, discrimination, relocation, and acculturation between generations, and/or 

culturally linked methods of coping" (pp. 292-293). 

Table 1 is presented as an aid, ouilining those factors that are discussed below. In 

general. "variables that have been identified in the child psychopathology and risk factor 

research might be categorized within three major groupings, which include characteristics 

of the child, parental factors, and family/environmental factors" (Jensen et al., 1990, p. 

5 1). 



Insert Table 1 about here 

Critique of the ResilienceIRisk and Protective Factor Literature 

Becausr it could be misleading to take these at face value, a brief critique of the stnte 

of methodological affairs pertaining to this gencral literature. as interpreted by this author. 

Follaws. Ii is the hope thüt il wili providr the readrr a yrncrai güugs in whiçh lo inkrpret 

these data outlined in Table 1 as well as the ones presented below. This will then be 

followed by a bnef overview of the literature pertaining to risk and protcctive factors for 

maladaptive behavior as it applies to American Indian youth. as wcll as a terse critiqw of 

the literature cited therein. 

With regard to the gcneral resilience litcnture. specifically as it applies to risk and 

protective factors for maladaptive behavior, it is difficult to appreciate the strengths and 

weaknesses of some of thest: factors given that many authors discuss the variables 

without providing cmpincal data to support their statements. Instead, remarks are oftrn 

made to the effect that these variables have been "well documented" in the litemture, 

leaving the reader to assume that either this is true or to seek out and evaluate the 

methodological soundness of the literature that are associated with or attached to these 

statements themselves. It would be remiss, howcver, not to point out that included in this 

category are review articles (cg., Cowen & Work, 1988: Luthar & Zigler, 199 1 ; Masten 

et al., 1990; Rutter, 1985). Other studies go one step funher by discussing some of the 

risk and protective factors that have been previously documented, and back this up by 

sporadical l y providing some dota, typical l y descriptive in nature, in support of their 

statements ( tg ,  Emory & Forehand, 1994; Gamezy, 199 1 a, 199 1 b, 1993). Little is 

mentioned, however, about the general or ipsative strengths of these results. For those 

studies that are empirical in nature (e.g., Animikwan, 1995; Gest et al., 1993; Luthar, 

Domberger, & Zigler), many refer to previous works in a way that assumes the reader has 

a reasonable prior knowledge of general trends in the literature, but also undertake their 



own studies with mensurement instruments that have well documented reliability. Some 

of the popular instruments used in some of these studies include the Diagnostic 

Instrument for Children and Adolescents (DICA; Reich & Welner. 1990. as uscd by 

Baldwin et al., 1993); the Children's Behavior Checklist (CBCL; Achenbach & 

Edelbrock, 1983, used by Gest et al.. 1993: Jensen et al.. 1990; and Kaufman et al., 1994: 

O'Gndy & Metz, 1987; and Rx-Grant et al.. 1989). and the Revised Childrcn's Manifest 

Aiixièiy Sc& (R-CMAS; Reyiulds & Rkiuiir>iid. 1978. as uscd by Jcnscn ct al.. 1990). 

and the Children's Depression lnventory (CDI; Kovacs & Beck. 1977. as used by Jensen 

et al.. 1990. and Luther et al.. 1993. With this stated. the Following are some of the 

documented factors that are associated with risk and proteciive foctors for maladapiive 

behavior, as outlined in Table I .  that füll into pnen l  categories of factors within the 

child. parent. family/environrnent and community. 

Risk Factors within the Child 

In tcrms of child characteristics, somc factors that oHen appear to be relûtrd to higher 

levels of psychopathology are tempemental charûcteristics (Jensen et al .. 1 990). chronic 

physical handicaps or illness (Barbarin. 1993; Jensen et al.. 1990; Rae Grant et al.. 1989). 

altachment problems (Barbarin. 1993). agc and gender (Jensen et al.. 1990. Rae Grant ct 

al., 1989). 

Risk Factors within the Parent 

With regard to parental chmcteristics, parental psychopathology (e.g., psychiatrie 

illness) has been purported to predispose a child to adverse outcomes (Rae Grant et al., 

1989). as has matemal adjustrnent, parental criminal behavior (Rae-Grant et al.. 1989). 

and marital discord (Barbarin. 1993; Jensen et al., 1990; Rae-Grant et al., 1989). 

Risk Factors within the FamilyEnvironment 

Some of the factors that have been found to be associated with plocing children "at 

risk" for adverse outcome include living in conditions of chronic poverty (Barbarin, 1993; 

Ganne y, 199 1 b, 1993), divorce (Barbarin, 1993; Emery & Forehand, 1994; Jensen et al., 

1990; Mulholland et al., 199 1 ), familial discord (Cowen & Work, 1988; Jensen et al, 



1 WO), violence (Barbarin, 1993). lower SES (Rae-Grant et al.. 1989). and homelessness 

(Barbarin. 1993). 

Protective Factors within the Child 

The most commonly acknowledged protective factors within the child include 

positive temperament (e.g.. good natured, cuddly. active; Brooks, 1994: Emory & 

Forehand. 1994; Rae-Grant et al., 1 989). pnder and agc (tg.. younger girls and older 

boys; Emory & Forehand, 1994; Masten et ai. 1 WOj, inteiligence (Animikwam Sarnueis. 

1992; Emory & Forehand, 1994; Wemer, 1995). school competence. and social 

competence. Social competence has been defined as including academic achievement 

(Rae-Gmnt et al.. 1989: Werner, 1 995). participation in activities (Gmezy.  199 1 ; Rae- 

Grant et al.. 1989). and ability to relate to others (Garmezy, 1991 ; Rae-Grant et al., 1989). 

Traits that are believrd to underlie social cornpetencc are high self-esteem and high self- 

efticacy (Rae-Grant et al.. 1 989; Rutter. 1985; Wemer, 1 995). 

Protective factors within the Parent/Fmilv 

Both parent-child factors and parental qualitics have bern acknowlcdged to be 

protective factors for children. These include a warm. caring and supportive parenting 

style and environment (Garland & Zigler, 1993: Garmczy. 199 1 ; Gt-ibble et al., 1993; 

Rae-Grant et al.. 1 989), parental self-e tficacy (Gribble et al., 1993). family harmony 

(Pellegrhi. 1990; Rae-Grant et al., 1989). and the use of sound discipline pnctices 

(Gribble et al., 1993; Rae-Grant et al.. 1989). 

Protective factors within the Comrnunit~ 

The most commonly ac knowledged protec t ive factors within the community include 

extrafamilial peer and adult support sources and positive identification models (Brooks. 

1994; Garmezy, 1991 ; Rae-Grant et al.. 1989). Werner (1 990) suggests that resilient 

children also enjoy school. 

Risk and ~rotective factors amona American Indian Youth 

Spencer, Cole, Dupress, Glymph, and Pierre (1993) suggested that while "the odds 

against good development for minority youth have been articulated to the point of 



redundancy" (p. 72 1). very little information in general exists about the specifics of risk 

and protective factors as they pertain to minority youth. Blum et al. (1992) concur, stating 

that although local and national adolescent health surveys have delineated prominent 

adolescent health concems, relatively little is known about risk behaviors of a particularly 

"high risk" group -- American Indian youth. They perceive this as a serious yap in the 

literature as "these youth exhibit more serious problerns than the US 'al1 races' 

populatioti in suçlr areas lu: dopression. suicide. anxiety, substance use, gcnerai h d h  

status, and school drop-out" (p. 1637). 

. In summary. whether one is referring to either the American lndian or the general 

literature pertaining to risk and protect ive Factors for maladaptive behavior. i t is clear that 

there is no one succinct identifiable wny in which resilience is operationally defincd 

andor meûsured. As such. it is obvious that research in this area poses many challenges. 

For example. untangling and interpreting the impact of the facton become complicated at 

best especially when one wishes to consider such entities within the confines of these 

facton being bufiring, mcdiating. moderating. potentiating . facilitating, or any of the 

v a t  nrny of combinations, permutations and interactions of such factors. Nonetheless. 

studying resilient and/or "high-risk" individuals is important and necessary because it can 

help to improve our understanding of both the nature and the ctiology of 

psychopathology. Although there is a critical absence of research on resiliencc or risk 

and protective factors for malodapiive behavior as it applies Arnerican Indian adolescents. 

there is even less published data on resilience or risk and protective factors for 

maladaptive behavior, specifically suicide, in Canadian First Nations adolescents. The 

following section provides an overview of existing literature as it pertains to suicide in 

the general population ai large. as well as among American lndian and First Nations 

peoples. 

Suicide 

"Aboriginal people in Canada and the US appear to be particularly vulnerable to 

suicide, with rates exceeding those in the population ai large" (Malchy, EMS, Young, & 



Cox, 1997, p. 1 134). Despite this finding, which has been known for some time. 

McShane (1988) stütes that "there is virtually no research concerning depression in Indian 

children or adolescents, let alone the relationship of depression to suicide; such research 

is critically needed and should bc facilitated at the earliest possible time." (p. 107). 

Adolescents in aeneral 

It is well known that stressful life events are associated with incrcased risk for 

suicidiil behuvior @ç.. attempts) m o n g  adolescents (Shafir. 1988). üs is depression 

(Brent et al.. 1988; Gxland & Zigler. 1993; Shaffer. 1988; Shafir & Gould. 1987: 

Spirito, Brown. Ovcrholser. & Fritz. 1989) antisocial or aggressive behavior (Brent et al.. 

1988; Garland & Zigler. 1993; Shaffer. 1988: ShatTer & Gould, 1988. Spirito et al.. 

l989), substance abuse (Garland & Zigler. 1993; Shaffer. 1988; Shaffer & Gould. 1988). 

physicai or sexual abuse (Spirito et al.. 1989). leaminy disorders (Shamir & Gould. 

1988). poor peer relationships (Spirito et al.. 1989). chronic illness (Spirito et al.. 1989). 

family conflict (Spiritu et al. 1989). prior history or fmily history of suicide (Brent ct al.. 

1988; Garland & Zigler. 1993; Shaffer. 1988), and availability of firearms (Brent et al.. 

1988; Garland & Zigler, 1993). 

With regard to those who committed suicide. Brcnt et al. (1 988) found that the 

majority of suicidal inpatients and thox who committed suicide met the criteria for my 

affective disorder, whereas Shaffer ( 1  988) found that males who committed suicide were 

8.6 times more likely to have been diagnosed with major depression than the control 

males. The results were cven more startling for females. With regard to antisocial 

behavior, Brent et al. (1988) indicated that the 22.2% of those who committed suicide 

met criteaion for conduct disorder, as did 26.8% of the suicidal inpatients. Shaffer (1988) 

found that 67% of males and 30% of the females who committed suicide met criteria for 

antisocial behavior as compared to 17% and 12% of the normal controls, respectively. 

Concerning substance abuse, Shaffer (1988) reported that 37% of the males who 

committed suicide hiid a substance abuse problem as opposed io 7% of the nomals, while 

Brent et al. (1988) reported that alcohol was a factor in one-third of the attempters he 



studied. 

With regard to a family history of suicide, Shaffer (1988) reported that 41% of the 

males who committed suicide had a family history of suicide, compared to 17% of the 

nomals, and that the trend for females was similar with 33% of the females who 

committed suicide having had a family history of suicide compared to 13% of the 

controls. 

In tcms of thc availability of f i rcms,  Brcnt ct 31. (1395) indicatcd that fircms 

accounted for 55.6% of al1 the suicide deaths reported in his study, while Garland and 

Zigler ( 1993) reported that since 1950 the rates o f  suicide by f i r e m s  arnong 1 5- 19 ycar 

olds have increased three times faster than the rates for al1 other methods. 

American lndian adolescents 

Suicide has been reported to be the second most &quent cause of death in the U .S. 

Americm lndian adolescent population (Berlin, 1987). The ntrs for completrd suicide 

among Amencan Indian adolescents range from being close io the national annual 

average (12 per 100.000 populationlyear). to fw above (i.e.. -43.3 per 1 OO.OOO/year) the 

national annual average (Berlin. 1987). For example, a 1 987 report by lndian Hcalth 

Service of the US Public Health Service indicated that the American Indian adolescent 

suicide rate (26.8 per 100,000) was more than double the national rate for adolescents of 

al1 races (Grossman et al ., 1 99 1 ). 

Factors ocknowledged in the etiology of completed or attempted suicide in American 

lndian adolescents include death in the immediate or extended family, divorce of parents. 

sudden illness of a parent, a fmily move with significant change in family atmosphere. 

loss of a romantic attachment, the onset of acute or chronic disease, or chronic disease 

from childhood (Berlin, 1987). Other critical factors acknowledged include having had 

more than one significant caretaker before age 15, five or more arrests of the primary 

caretakers, two or more losses by divorce or desertion, one or more arrests within one 

year pior to suicide, at least one arrest by age 15, and attending boarding school before 

the ninth grade (Dimang, 1974). Being sexually active (Blum et al., 1992), having had 



or caused a pregnancy (Blum et al.. 1992). having been sexually andlor physically abused 

(Blum et al., 1992; Grossman et al.. 199 1 ). inducing vomiting weekly (Blum et al., 1992). 

belief that their fmily does not understand them or that adults don't care (Blum et al.. 

1992). having had a fiend attempt suicide (Blum et al., 1992; Grossman et al.. 199 1 ), as 

well as tribal instability. high unemployment rates. adoption (Berlin. 1987). and poor 

health (Blum et ai.. 1992. Grossman et al.. 1991). also place aboriginal youth at a higher 

risk for suicide. 

With regard to being srxually active, Blum et al. ( 1992) reported a statistically 

signi ficant di fference. mong those who presented at high risk Tor suicide (44%) versus 

those who presented at low risk (28%). They also found a statistically significant 

difference in pregnancy between those who presented at high ( 10.2%) and low (5.3%) 

risk for suicide. 

In terms of physical abuse. Grossrnan et al. (1991) reported that the American lndian 

youth who werc physicall y abused had a risk of suicide 1.9 times greater than those who 

did not endorse that they had bcen physically abused. Blum et al. (1992) reported similar 

results; specifically, that 26.5% of those considered at high risk for suicide indicated they 

have k e n  physically abused compared to 10.8% of those considered at low risk for 

suicide. 

With regard to poor health. Blum et al. (1  992) reported that 3399% of those who 

considered their health as poor presented as high risk for suicide. as compared to 1 1.3% 

of those who considered themselves to be in excellent heal th. Futther. they reported that 

students who perceived themselves to be in poor health were over twice as likely to have 

been abused, more than four times likely to report below-average school performance or 

poor body image, and present as three times more likely to have reported a history of 

suicide attempts. than those who desai bed their health as excellent. 

The Blum et al. (1992) study, which surveyed 13,454 grade 7 through 12 American 

Indian-Alaska Native youth, rrported that 16.9% of their sample had made at least one 

suicide attempt in the past year. Sirnilarly, Grossman et al. (1991). in a large controlled 



study of suicide attempts among 

15% reported a suicide attempt. 

First Nations ~ e o ~ l e  in neneml 

Navajo Native American adolescents, found that nearly 

Health and Wel fare Canada ( 1 994a) reported that with regard to the major Ieading 

causes of death, the Status Indian Age Stmdardized Monality Rate (ASMR) for suicide 

(3.8 per 10,000 population per yew) was niore than three tirnes the provincial ASMR or 

1 .? pcr 10,000 pcr ycar for thc pcriod of 1987- 1992. X I lcalth and Wel f' Canada 

(1 996) report on the ASMR for suicide death among B.C. Status Indians was quite 

similûr, with the Status Indians' ASMR for suicide k ing  3.8, more than three times the 

total B.C. general population's ASMR of 1.1 per 10.000. 

Suicide is seen as a major concern among First Nations people, with rates for First 

Nations and Inuit communities ranging up to 15 times that of the national rate (Hcalth 

and Welfare Canada, 1994b). Mustard and Bobet (1995). for example. reported the 

Canadian Status Indian suicide rate to be 3-3 timcs higher than the general Canadian 

population rate, and Stuart and Gokiert (1990) suggest that the First Nation suicide rate is 

sin times the national average. A report by Cooper. Karlberg. and Pel leticr Adms ( 199 1 ) 

indicated that the aboriginal suicide rate was between 23.6 and 27.4 per 100,000 per year. 

roughly 50% higher that the suicide rate in non-aboriginals. which wûs 16.1 per 100.000 

per year. The latter two studies did not differentiate between Status and non Status 

people, however, whereas the Health and Welfare C ~ i a d a  rates retlect those of Status 

Indians. 

Cooper et al. (1991) cited lack of purpose, high alcohol consumption, high levels of 

family disruption, loss of traditional culture and values, penetration of technological 

values fiom the dominant culture, and high unemployment rates, as nsk factors for 

suicide. Regarding high unemplo yment rates, Heal th and Wel fare Canada (1 994) 

reported that unemployment was identified by 67.1% of the Status Fint Nations people 

living on and off-reserve as the biggest social problems facing First Nations communities. 

Other social problems that were endorsed were as follows: alcohol abuse (61.1 %), dnig 



abuse (47.9%), family violence (39.2%), suicide (25.4%). and sexüal abuse (24.5%). 

With regard to another Canadian study that looked at alcohol and suicide, Malchy et al. 

(1997) reportcd that the Blood Alcohol Level (BAL) of  aboriginal people in Manitoba 

who committed suicide between 1988 and 1994 was 28 mmollL, compred to 12 rnrnoVL 

in non-aboriginal people. 

First Nations adolescents 

In terms of ASMK rates by age groups, Healt h Canada ( I 996) indicated that the 

ASMR for suicide for both male and fernale Status Indians aged 15-24 was more than six 

times highrr than those 15-24 year olds in the general population. Similarly, MacMillan. 

MacMillan, Offord, and Dinglr ( 1  996) reported that the mean suicide rate of 37 per 

100,000 for Cünadian First Nations youth, from 1986- 1990, was tive times the national 

average. Malchy et al. (1997), in a study of Manitoba's aboriginal people. indicated that 

"among adolescents 15 to 19 ycars of age, the suicide rate among aboriginal peoplc was 

nearly 7 times that amony nonaboriginal adolescents"(p. 1 137). specifically, 63.5/100,000 

per year versus 9.6/ 100.000. Cooper et al. ( 199 1 ) also reported that the 1984- 1989 

suicide rate among First Nations people aged 10- 14 and 15-24 exceeded the rates for non- 

First Nations people at least two-fold. According to Health and Welfare Canada ( l994b) 

from 1989 to 199 1. suicide was the second leading cause of death for Canadians aged 1 5- 

19. 

General m~ulation vs. aborisinal vouth 

Even though suicide is the second leading cause of death for both general population 

and American lndian and Canadian First Nations adolescents, this statistic becomes far 

more telling for these young aboriginal people when we take into account the 

youthfulness of their respective nations overall. For example, the average age of the US 

lndian population nationally, reported by Berlin (1987). was 17.3 years as compared to 

29.5 years in the nst of the population. Similarly, in 1991, 39% of B.C.'s Status lndians 

were reported to be 19 years of age and under, double the rate found in B.C.'s general 

population of the same age range. 



Purpose of the Present Study 

The present research explores factors that predict or prevent suicide propensity (e.y., 

attempts) among Canadian (British Columbia) Fint Nations youth. Specifically, the aim 

was to detemine the extent to which factors contribute to high propensity for suicide 

attempts and the extent to which factors prevent the risk of suicide attempts amony First 

Nations adolescents, and whether these findings diKer from thosr for Non-First Nations 

youth. This study also attcmpts to dctcminc whcthcr pcrccived poor healih is relatrd to ü 

history of abuse, poor school performance, and/or increased substance use. The factors 

that will be used in the present study are pullcd from the 123-item McCreary Adolescent 

Health Survey (AHS). Generally speaking. AHS questions range from feelings about 

SC hool, body image and weight. physical health status and pnct ices. to rmotional health 

and self-esteem, sexual behavior. anti-social behavior, and a vûnety of othcr risk-taking 

behaviors (The McCreary Centre Society. 1993). The AHS is described in more detail in 

the methodology section of this paper. 

Overview of the variables 

To help the reader, Appendix G outlines the variables that will be used in the presenl 

study, delineating which factors will be clûssified as risk factors, and which variables will 

be classified as protective factors. 

The Research Ouest ions 

The present research aims to answer the following questions: 

Researc h Question I : Do Firsr Nations adolescents show u higher propensity for 

suicide uttempts rhan non- First Nations a<lolrscents? 

It is hypothesized that First Nations youth have a higher propensity for suicide 

attempts than non-First Nations youth. Based on previous Amcrican based research and 

Health Canada statistics reported earlier, it is predicted Fiat Nation youth will exhibit 

higher rates of suicida1 ideation, previous suicide attempts, and ovemll suicide risk than 

non-First Nations youth. 



Reseuch Question 2: What are the strongest predicrors of propensity for suicide 

attempts among First Nutions udokscents, and do rhese predic~ors 

diffir /rom pre Jictors for non- First Nutions yyoitth ? 

The most commonly found factors that are associated with suicide risk among 

American Indian youth that cm be measured by the McCreary AHS database include 

divorce of parents. poor health. depression. sexual activity. having had or caused i 

pregnancy, having bccn scsual !y and'or physically ribuscd. bclic f that thcir farnily docç 

not understand them, and parental unemployment. 

Similarly, the common factors associated with suicide atternpts in the general 

population that are present in the McCreaiy adolescent data base include depression, 

aggression, familial rejection, substance abuse. and poor health. 

However, to date there does not appear t~ be any published research that compares the 

various risk factors across First Nations and non-First Nation populations. This study 

will investigate substance use. depression. physical abuse. scnual abuse, parental 

rejection, parental employment status. sexual activity, having had or caused a pregnancy, 

and health status. It is predicted that depression. substance use. parental cmployment 

status, health status. and abuse will be more predictive of suicide attempts in First 

Nations adolescents than they will in non-First Nations adolescents. 

Research Question 3: Whut ure the sirongesr prcdicturs ufprotection@rn suiciduf 

propensity for urtumprs jor Firsr Nations udulescenrs, iind do these 

jactors ùtffer rhun rhose fur n o n - F i r ~  Nations youth? 

It is predicted that school competence mry be a protective factor for Fint Nations 

youth, but to a lesser extent than non-First Nations youth. This is based on the 

assumption that ethnic discrimination is more of an issue for Fint Nations youth than 

non-First Nations youth. 

Additionally, since it has been documented that with mainstream adolescents, social 

competence (i.e., involvement in extracwricular activities and part-time employment) is 

also a ptotective factor, the present research will assess to what capacity this holds ûue 



for First Nations ynuth. It is predicted that this social cornpetence may also be a 

protective factor for First Nations youth, but to a lesser extent than non-First Notions 

youth. 

Research Question 4: 1s pour heulth associute J with S ~ X U U I  ubuse. physictil 

ubirse. 10w SC~OUI  enjoyment. and substance rue? 

The hypothesis that poor health will be associated with abuse. low school enjoyment. 

muid substance use is based lugcly on thc fxt  that this has bccn found to bc truc in 

Arnerican based lndian adolescent rescarch (e.g.. Blum et al.. 1992). 



Method 

Research Participants 

During 1992, The McCreary Centre Society. in conjunction with the British Columbia 

provincial Health Units, conducted a hralth status and risk behavior survey of gmde 7 

through 12 students enrolled in public and independent schools in B.C. In terms of the 

students that were selected to be surveyrd. a 10% sample of students was drawn for each 

school district in th<: province. Sc hools and ciassrooms. representing grades 7 through 1 2 

in public and independent schools, w r e  then randomly selected. In the end, 48 of the 75 

school districts in the province permitted access to the schools in their respective districts. 

These 48 districts contained 67% of al1 students enrollcd in schools in the province at that 

time. In the end, 15,549 students from these 8 regions ( i.c., Greatrr Vancouver. Capital, 

Fraser Valley. Interior. Kootenays. Upper Island. Northwest, Northrast). 48 different 

school districts. across 174 schools, and in approximately 840 cliissrooms participated. 

Census estimates froni 1992 indicated therc wrrr üpproximütrly 296.000 youth ktwecn 

the ages of 12 and 1 8 years in B.C., of whom 256,884 were cnrolled in public and private 

schools. In other words, 87% of al1 youth in the province were included in the sampling 

frarne by virtue of k i n g  enrolled in school. The overall response rate was 74%. 

Test Instrument: The Adolescent Health Survev (AHS) 

The 123-item papa and pencil (self-administered) McCreary Adolescent Health 

Survey (AHS) Questionnaire represents the largest and rnost comprehensive survey to 

date of the health status and health risks of B.C. youth. Specific dornains covered in the 

questionnaire include: 1 ) physical health, chronic illness/disability. and mental heolth; 2) 

behaviors that result in intentional and unintentional injuries; 3) sexuality, STDs, and 

prepancy; 4) tobacco, drug, and alcohol use; 5) physical activities, school achievement, 

and self-esteem; 6) nutrition, eating behaviors, and dietary disorden; and 7) individual 

and family demographics (The McCreary Centre Society, 1993). 

The qwstio~aire included 73 core risk khavior items fiom the Youth Risk Behavior 

Swey  (YRBS), a component of the Youth Risk Behavior Surveillance System developed 



by the Division of Adolescent and School Health at the U.S. Centers for Disease Control 

and Prevention, 32 demographic and health status items from the Minnesota Adolescent 

Health Survey, and a series of questions on self-esteem from the World Health 

Organization's Cross-National Youth Survey, in which Canada participated in 1990 (The 

McCrenry Centre Society, 1993). 

In tems of the reliability of the present AHS. test re-test data were not collected prior 

to thc province-widc administration of this instruincnt. This was prirnarily bccausc rhc 

McCreary Centre Society relied heavily on the technical summaries of prcvious works of 

the Minnesota AHS and YRBS in constructing the present AHS. Principal invrstigators 

of the Minnesota AHS statcd that test-retest data were not collected for their study. given 

their study was cross-sectional in dcsign. They stated they thus rclird on the tcchnical 

msnts of the YRBS. from which their survey is largely similar. snd/or used existing 

validated items from previously publishrd works, and/or developrd scales and indicators 

afler data collection, using the usual methods of cûlculating validity and reliability. to 

document the acceptability and usability of those scales (MD. Resnick. persona1 

communication, June 2, 1 997). 

The test-retest reliability for the YRBS items as found by Brener, Collins, Kann. 

Warren, and Williams, 1995, that were part of a five-state administration of the 

instrument in 1993, are presented in Table 2. This table shows the kappas and prevalence 

rates for 1,679 adolescents from the five selected States (Illinois, Grorgia, Wyoming, 

Florida. and Texas). Demographic çhmcteristics of this sample include 46.1% male, 

53.9, female, 1 8.3 % grade 7, 1 6.3% grade 8, 1 7.6%, grade 9, 14.4% grade 10, 1 9.0 grade 

1 1 ,  14.3% grade 12,35.5% white, 16.9% Black, 43.6% Hispanic, and 4.0% other. 

Insert Table 2 about here 

Table 2 shows that the kappas are reasonable, ranging fiom 64.2 (played on sports 

tearn) to 87.5 (ever used marijuana), although there is one considerably low outlier of 



36.1 (cocaine in the past 30 days). Landis and Koch (1977) would describc these kappas 

as "substantial." A possible explanation for the low cocaine kappa may be that more than 

30 days may have lapsed between a respondents last use of cocaine and the second YRBS 

administration, which was 14 days from the initial administration. In other words, while 

a respondent may have used cocaine within 30 days of the initial administration, this 

s m e  person might have not uscd cocaine within 30 days of the second administration. 

For exampie, a respoiidmts could have usod cocaiiie thrc  weeks bshrr ~ h r .  iciitial YRBS 

administration, but not have used cocaine again before the second administration. This 

would mean they would not meet criterion on the retest. 

Resuits of the YRBS study "adds to the growing litrrature on the reliability of self- 

reportrd health behavior data and provides evidence that a widely used adolescent survry 

has adequatc reiiability" (Brener et al.. 1995). 11 is hoped that the McCreary AHS data 

cm also contribute positively to this literature. as well as the literature that adds to an 

increased understanding of risk and protectivc factors for propcnsity for suicide among 

B.C. First Nations sidolcscçnts. 

Scales Developed for this Proiect 

For the purpose of the prescnt study, six scales were developed (i.e., Propensity for 

Suicide, Alcohol Use, ESD, Abuse, Parental Support, and Self Appnisal). The scales 

were created as follows. First, individual items were grouped into like cûtepries (i.e.. the 

Prupensity for Suicide scale contains four items that includcs two questions pertûining to 

suicidal ideation, and two items pertaining to suicidal behavior). Second, items that were 

not be deemed by the principal investigator, in consultation with the dissertation 

cornmittee, to be related in a general way or show acceptable face validity to the 

theoretical constnict at hand were removed from further consideration of potential items 

proposed to be in the scale. For the alcohol scale, and the marijuana and cocaine 

individual items, only the items pertaining to use "in the past month were considered. In 

other words, items that pertained to "during your life" were not considered. This was 

done in order to rnaintain consistency with the emotional stress and depression scale 



items. whose items al1 pertained to "in the past month." This was a way in which al1 the 

measures could be made somewhat pmllel. Third, latent variable analyses was 

perfonned on each scale in order to determine and evaluate the integrity of each of the 

scales. Table 2 reports the kappas of items, from the Brener et al. (1995) study that were 

included in the present scales, and the results section of this paper reports the analyses of 

the psychometric properties of the scales. 

Scales 

Propensi ty t'or Suicide Scale 

Appendix A contains the four items that comprise this scale: two items pcrtaining to 

suicidal ideation ( 1. During the past 12 months. did you ever consider attempting 

suicide?; 2. During the past 12 months, did you make a plan about how you would 

attempt suicide?), and two items pertaining to suicidal behavior (3. During the past 12 

months, how mmy timrs did you actually attempt suicide?: 4. If you attempted suicide 

during the pst  12 months. did any attempt result in an injury, poisoning or overdose that 

had to be treated by a doctor or nurse'?). 

For the suicidal ideation items (i.e., Items I and 2), rcspondents were askrd to endorse 

either a Yes (scorrd as 2 points) or a (1 point) response. For Item 3, respondents wcrc 

asked to endorse one of the choices (O times; 1 time; 2 or 3 times: 4 or 5 times; 6 or more 

timesL with 1.2.3 .4  and 5 points king awarded for the aforementioned choices 

respectively. For Item 4, respondents were asked to endorse either Yes (3 points). (2 

points), or 1 did not attemDt suicide in the oast 12 months (1 point). As such, the 

minimum score that cm be obtained on this scale is 4, the maximum score 12. 

Stated briefly, the coding strategy employed for this scale followed the pneral rule 

that more points are to be awarded for ideation or behavior that is perceived to denote 

higher propensity for suicide (e.g., O previous suicide attempts S C O ~ ~  1 point, 1 previous 

suicide attempt scoring 2 points, etc.). Briefly, the higher the total score (points summed 

over all four items), the higher the propensity for suicide. 



Alcohol Use Scale 

Appendix B contains the two items that comprise this scale. The first item pertains to 

how many days during the put 30 days the respondent has had at least one drink of 

iilcohol; and the second item to how many days during the past 30 days the respondent 

has had 5 or more drinks of alcohol within a couple of hours. 

The coding strategies employcd for this scale are as follows. For both items, 

rrsporideiits ur3 required cc, eiirlorsr oiie d k r e i i  ~Iwices ( o t t w s ;  1 or 2 hies; 5 to 9 

times; 10 to 19 times; 20 to 39 times; 40 to 99 times; 100 times or more). Similar to the 

Propensity for Suicide scale, responses are coded such that the higher the numbrr 

endorsed, the higher the points awarded @.y., O times seorhg 1 point, 1 or 2 times scoring 

2 points, 3 to 9 points scoring 3 points, etc.). Again, the higher the total score. the more 

the person engages in the particular behavior (i.e., drinking alcohol). The minimum score 

that can be obtained on this scale is 2, the maximum score 14. 

Emotional Stress and Dc~rcssion (ESDI Scalc 

Appendix C contiins the six items that comprise this scalc. This scale ernploys the 

Minnesota AHS project's definition and items as a modcl (Minnesota Adolescent Health 

Database Project, 1988). The Minnesota scale, however. was based on 17 items. whercas 

the present scalc includes 6 of those 17 items. This was solely due to the fact that the 

present database did not include the other 1 1 items that the Minnesota project did. The 

surnmary statistics for the 17 items scale were as follows: M = 27.58, = 1 1 .M. Mdn = 

27, Range = O to 72, and Missing = 2272 (17.6%). Chronbach's alpha was .87 for 7th 

grade males, .90 for 7th grade females, .88 for 12th grade males, and .90 for 1 Zth grade 

females. 

Similar to the other scales mentioned, items in this scale are also scored in a Likert 

manner and summed. Again, lower numbers denote less of the particular behavior. 

higher numben more of the particular behavior. The six items that comprise this scale 

include questions about general mood (Le., 1. How have you ken feeling in geneml?, 2. 

Have you felt sad.. .?), physical symptomology (i .e., 3. Have you been bothered by Mil y 



illnesses .... ?. 4. Have you been waking up fresh and rested ... ?). and stmin andstress (i.e., 

5. Have you felt you were under any cmotional stress. stnin or pressure...?, 6. Have you 

been bothered by nervousness ... ?). 

For the two general mood items respondents are asked to endorse one of five choices. 

For the first item. the choices inçlude: in an excellent mood; in a very good mood; my 

moods have becn up and down a loi; in a bad mood; and. in a very bad mood. For the 

second item, the choicrs are: extremely so. to the point ! could not de31 with things; quitr 

a bit; some, enough to bother me; a little; and. not at dl .  

The physical symptomology items response choices also consist of five choices. For 

Item 3 (Le., bodily illness). response choices are: all the iime; most of the time; some of 

the time; a little of the time; and none of the time. For Item 4 (Le.. frcsh and rested). the 

response choices are: every day; most every day; less than half the time; rarely: and. none 

of the timc. 

Rrsponse choices for Item 5 (i.e., emotional stress) are: yes. dmost more thon 1 could 

take; yes, quite a bit of pressure; yes, somdmore than usual; yes. a littldabout usual: and 

not ai ail. For item 6 (i.e., ncrvousness). response choicss are: extremcly so, to the point 1 

could not do rny work or deal with things; quite a bit; some. enough to bother me; a little; 

and not at all. 

The coding and S C O ~ ~  strategies employed for this scale are based on. and similar to. 

the samc strategies of the previously mentioned scales. Briefly. the more the respondent 

endones the particular behavior(s), the more points awarded. For each of the six items. 

the first response eams 1 point. As the respondent moves one step down the continuum 

(i.e.. more of the behavior is k ing  endorsed thon the previous choicc), one additional 

point is added. As such, the minimum score that can be obtained in this scale is 6. the 

maximum score 30. 

The Abuse Scale 

Two items comprise this variable (sec Appendix D): "(1) Have you ever k e n  

physically abused or rnistreated by anyone in your family or by anyone else? and. (2). 



Have you ever been sexually abused?" The sexual abuse item was defined as "when 

someone in your family, or someone else touches you in a place you did not want to be 

touched, or does something to you sexuslly that you did not want." For both items, 

respondents were asked to endorse either y- or W .  One point is allucated for each - 
answer. and two points for each y-. Again, the justification behind the point allocation. 

is that the higher number. the more the particular behavior is endorsed. The minimum 

score that cm be on this variable is 2, and the niasiiiiuiii scoir is 4. A score d twc, w u l d  

means that the respondent has reported that she or he has never bern physically or 

sexually abused, whereas a score of 3 would indicate that the respondent reported shr: or 

he has k e n  either physically or sexually abuscd. and a score of 4 that the respondent has 

reported shc or he has k e n  both physically and sexually abused. as defined by this 

variable. 

The Parental Support Scrtle 

Appendix E contains the 7 items thrit comprise this scale. This scale was constructed 

in order to provide an indication of the degrce of support the respondent perceives to be 

getting from hisfher parents. Two of these items pertain to home Iife (1.  1 have ;i happy 

home life; 2. There are times when 1 would like to lcave home) and five questions to the 

respondent's relationship with their pareni(s) (e.y., 3. My parents trust me. 4. My parents 

exprct too much of me). Within this scale, five items are stated in an aiErmative way 

(i.e., my parents trust me), while two items are stated in an inverse manner (i.e.. 1 have a 

lot of arguments with my parents). For each question respondents are asked to endorse 

one of three choices: y-, no, or don't know. For affirmative questions, y- responses 

earn 3 points. don't know responses 2 points, and responses 1 point. For inverse 

questions, y- responses earn 1 point, don't know 2 points. and no responses 3 points. 

The minimum score that can be obtained on this scale given the scoring criteria is 7, 

which would denote minimal parental support; the maximum score that can be obtained is 

2 1, which would denote ultimate parental support. 



Self A~~ra i s a l  Scalt: 

Appendix F contains the three items that comprise this scaie. For each item, 

respondents are asked to endorse a yes, no, or don? know response with regard to 

questions about self perception. One question is stated aftinnatively (ix.. 1 .  1 like 

myself), and two questions are stated negatively (Le., 2. 1 oftan wish 1 were someone 

else, 3. 1 would change how 1 looked i f 3  could). Each affirmntively asked y- and 

inverscly asked - respnse cams three points, whereas each afirmaiively asked no md 

inversely mked response eams one point. All dont know responses earn two points. 

The minimum score than can be obtained on this scale is 3 (denoting low self appraisal) 

and the maximum score 9 (denoting high sel f-appraisal). 

lndividual l tems 

The individual items that will be examined in the present study are as follows. 

Parental Emplovment Item 

Although not defined as a scale, this individual item was constnicted from two items, 

one item prtaining to the respondent's s father's employment status, and one item 

pertaining to the respondent's mother's employment status, in order to provide an 

indication of the average employment status of the respondent's parent@). If the 

respondent provided data for the employment status of both parents on this item. the 

results were combined and averaged. If' the respondent provided employmcnt status for 

one parent only, then that particular response was used. The scoring of this variable was 

as follows: responses of unemployed permanently (disabled or retired), househusbûnd, or 

full-time homemaker eamed 1 point. responses of intermittently employed emed 3 

points, responses of seasonably employed eamed 3 points, and responses of pc?rmanently 

employed eamed 4 points. 

Drua Use Item, Mariiuana 

This single item asks how many times the respondent has used marijuana during the 

past 30 days. Respondents are asked to endone one of seven choices (O times; I or 2 

times; 3 to 9 times; 10 to 1 9 times; 20 to 39 times; 40 to 99 times; 1 00 times or more). - 



For each of those choices, the higher the number endorsed. the higher the points awarded 

(i.e., O times scores 1 point, 1 or 2 times scores 2 points. 3 to 9 times scores 3 points. 

etc.). As such, the minimum score that can be obtained on this item is one, the maximum 

score is 7. 

 dru^ Use Item, Cocaine 

This single item asks how mmy times the respondrnt has used any form of cocainr 

duriug the piut 50 days. Responden~s üre askcd to endorse one d s i x  choiçes (O times; 1 

or 2 tirnes; 3 to 9 times; IO to 19 times; 20 to 39 times; 40 or more times). For each of 

those choiccs, the higher the number endorsed, the higher the points awarded (i.c.. O times 

scores 1 point. I or 2 times scores 2 points, 3 to 9 times scores 3 points. etc.). As such, 

the minimum score that c m  be obtaincd on this item is one. the maximum score is 6. 

Obviously. the Iowa the score the lower the dnig use, and the higher the score. the higher 

the drug use. 

This itcm was originally proposcd to bc combined with the marijuana use itcm, to 

comprise an illicit drue use scale; however. statistical analyses found these two variables 

to be very separate entities. Consequently, thcy will bc exminrd scparately. 

Health Item 

The variable comprises a single item: "in generûl, how would you describe your 

health?" For this item respondents respond on a 4-point Liken scale. with choices that 

include excellent, good, fair. and poor, that are scored as 4 points. 3 points. 2 points. and 

1 point, respectively. 

hitially, this item was proposed to be combined with two other items to form a 3-item 

health scale variable. Preliminary statistical analyses of the three items, however. 

indicated that this variable is the single best indicator of hedth status. The other two 

items that were initially considered for this scale were "Do you have a physical condition 

or health problem that limits the arnount of time you spend in school each day?". and 

another item that contained a conglomerate of 24 illnesses/conditions (i.e., diabetes, 

epilepsy) to which the respondents are asked to endorse no, m, or yes. limits me to each 



of the illnesses. 

Sexuallv Active Item 

This variable consists of one question: "Have you ever had sexual intercoursc ("gone 

al1 the way")? Respondents endorse either y- (2 points) or - ( 1  point). 

Preanancy Item 

This variable also consists of one item; specifically. "How many times have you been 

prrgnant or gotten someone prcgnmt?" Thc rcsponsc choiccs arc: O timcs, 1 timc, 2 or 

more times, and not sure. Not sure responses were coded as O points. O times as 1 point. 

I time as 2 points. and 2 or more times as 3 points. 

School Enio~ment Item 

This single item pertains to the respondent's perception of school (Le., How do you 

feel about going to school'?). Response choices includr hate school (scorrd as 1 point). 

donit like school verv much (2 points), like school some (3 points). like school auite a bit 

(4 points), and like school vrw much (5 points). With regard to the scoring of the item. 

more points are awarded the more the respondent endorses ihc particular behavior; in this 

case. enjoyment of school. The minimum score that c m  be obtained on this item is 1 

(ix., iow school enjoyment). the maximum score 5 (high school enjoyment). 

This item was originally planned to be combined with four other items to form a 5- 

item school participation scale. However, preliminary data analyses revealed that the best 

indicator of school participation is the present item. The other items that were initially 

considered for this scale were items that pertain to whrther the respondent has ever failed 

a grade, what kind of student the respondent perceives him or hcrself to be compared to 

peers, when the respondent expects to complete his or her education, and how often the 

respondent missed Full days of school because he or she skipped or 'cut.' 

Work Item 

The single item that makes up this variable prtains to the degree the respondent 

works at a part-time job. For this item, respondents have five choices from which to 

respond, that include: 1 don? work (scored as 1 point), 1-4 hours a week (2 points), 



hours a week (3 points), 10-20 hours a week (4 points), and over 20 hows a week (5 

points). The minimuni score that can be obtained on this item is 1. the maximum score 5. 

In sum, the higher the score. the more hours per week the respondent works. 

This item was initially going to be combined with two other variables into a 3-item 

extracumcular involvement scrle; however. preliminary data analyses indicated the three 

items are distinct. The other two items prtained to sports team involvernent within the 

school, and spons tcam involvcment outside rlie sclioal. 

Extracurricular Sports T e m  Item 

This single item asks: "During the past 12 months. on how many sports tems a n  by 

organizations outside of your school, did you play?" Respondents are asked to choose 

one of four responses that include none ( 1  point), I team (2 points), 2 teams (3 points), 

and 3 or more tearns (4 points). Again, the higher the score the more teams the 

respondent participates. The minimum score that can br obtained on this item is 1. the 

maximum score 4. 

Ethnicity Item 

For the AHS item lhat read "To which ethnic or cultural group(s) do you belong. if 

any? (If necessary, mark more than one answer)," respondents were provided a choicr of 

20 responses (e.g.. Chinese, Polish, East Indian. Nonh Amrrican Indian). A respondent 

was considered First Nations if he or she endorsed the "North American Indian" response. 

or "other" ethnic or cultural group that was identifird as "First Nations" or "Aboriginal." 

Ail other respondents were considered non-First Nations. 



Results 

Data Cleaninq 

Although the original AHS databasse comprised 15,519 adolescents (672 First 

Nations, 14,877 non-First Nations), the total number of cases used in this project was 

13,946 (576 First Nations, 13,370 non-First Nations). This represents 86% and 90% of 

the total original Fint Nations and non-First Nations cases. 

In al!, 1,60? cases (1  0.3 1°/o) were dropped from the original database. First. six cases 

(0.04%) werc excluded because no age or gender responses were endorsed. Second, 

1,300 cases (8.4%) were excluded btcause they did not respond to two or more items 

relevant to the study, including 2 14 cases (1.38%) wherr there wcs no response on either 

of the parental employment items. Of these 14.243 remaining cases, an additional 297 

cases ( 1.9 1%) of these were dropprd if the one response the record was missing pertained 

to the "have you ever had sexurl intercourse" item. This was solely because this was the 

most frequently non-endorsed item, representing about 2% of the total cases. For al1 

other items the percentage of missing responses ranged from about 0.1 to 0.4% of the 

total cases. Rather than have this anomaly potentiûlly confound the interpretation of the 

results, it was decided to drop thesc cases from al1 analyses. 

To fil1 in the missing values in the database, referring to places wherr: a particular 

case was missing one response on1 y, the mean score was then inserted. If the case 

belonged to the First Nations group then the First Nations mean on that item was inserted, 

and if the case belonged to the non-First Nations group then the non-First Nations mean 

WPS i n s d .  As such, the final database of 13,946 cases contains a score for al1 items 

used in the present study. All analyses are therefore conducted with 13,946 complete 

records, which includes 576 First Nations cases and 13,370 non-Fint Nations cases. 

Characteristics of the sarn~le 

The mean age of the research participants was 15.04 (SJ = 1.85). The mean age of 

the Fini Nations adolescents was 15.3 1 (Se = 1.87), whereas the mean age of the non- 

First Nations adolescents was 15.03 (SD = 1.84) (See Table 3). 



Insert Table 3 about here 

There was roughly equal representation of males and fernales in the study. Overall. 

48.3% ( r ~  = 6.729) of the participants were male. and 5 1.7% ( r ~  = 7.21 7) of the 

participants were female. Gender representation was also relatively equal by ethnicity. 

with 509% of thc First Nations participants bcing malc (fi = 288) and 50% king Pnialr: (fi 

= 288). Similarly. 48.2% of the non-First Nations participants were male (IJ = 6.44 1 ) and 

5 1.8 % (n = 6929) were female. Grades 7 through 12 were also roughly equally 

represented in the study. For the total sarnple. the breakdown was 1 5.5%. 1 5.6%. 16.9%. 

l6.7%, 16.9%, and 18.4%, for Grades 7.8.9. 10. 1 1. and 17. rrspectivcly. 

Representation was again similar across cthnicity. Table 4 out lines the brcûkdown of 

grade by ethnicity and gender. 

Insert Table 4 about here 

Table 5 outlines the breakdown of grade by cthnicity md gender of the database 

prior to data cleaning. As c m  be seen. the perccntaps rcmain remarkably similar. 

Insert Table 5 about here 

About the Statistics 

In studies with very large samples, statistical tests art: typically uninformative. This is 

because as sarnple sizes increase, standard error decreases, which allows very small 

differences to produce statistically significant differences irrespective of  its clinical 

meaningfulness. Examining the effect sizes, or magnitude of the effects. of these 

significant differences is the only way in which the meaningfulness of these results can 

be detennined. Since the present study involves very large samples, al1 statistical results 



are best interpreted in the context of the effect size. or 12. 

Democraohic E ffects 

In order to examine and account for any di fferencrs that could potentiall 

attributed to demographic effects. each item was subject to ANOVA to examine the main 

effccts of region, school district. school, grade. and gendcr on the data. Interactions (cg., 

region x school district) werc not examined. The results of the main effect of the former 

thrcc (i.c.. rcgion. school district. school) arc prcscntcd in Tablt! 6. the latter tua (i.e.. 

grade, gender) in Table 7. Bonferroni corrections to the .O5 alpha was rmployed in order 

to avoid elevation of Type 1 errors comnionly encountrrrd when numcrous multiple 

cornparisons are done. 

lnsert Table 6 about here 

In summary. the vast majority of the items within each of the main effects were 

statistically significant due to the large sample s ix ;  however. effrct sizcs ($) were very 

small. For example, q2 for the main effects of reyion ranges t'rom ,001 to .O3 1. with a 

mean r12 of ,005. while q' for main effects of school distnct ranges from ,003 to .O40 (M 

= .O1). The q2 associaicd with the main eflects of school are also trivial, as they are for 

the main cffects of grade and gender. As c m  be secn in Table 6, the tl' for the main 

effccts of grade range from.000 to .O80 (M = .04). whilr the t12 for the main effects of 

gender range fiom .O00 to ,072 (hJ = .002). 

Insert Table 7 about here 

In order to control for these demopphic etTects, despite their relative unimportance, 

al1 the mean effects due to these variables were removed from each item by using within 

group deviation scores. The main effects of ethnicity were not removed, given that 

examining ethnic differences was the major thnist of the present study. All ensuing data 



analyses (e.g., regression analyses, conelations) were conducted with these deviatiun 

scores. 

Analyses of Scale Reliabilities 

To determine and evaluate the integrity of each of the scales that were developed for 

the present study, latent variable analyses was performed with version 8.121 of LISREL 

(Joreskog & Sorbom, 1993). For each scale, a variance-covariance matrix of items 

propos~d to bclong to thc saiiic! scalr wrc  subrnittcd to a structural rtquaticiii iiicnlel. 

which used maximum likelihood estimates to provide such information as estimates of 

factor loadings, estimates of unique variance. and goodness-of-fit (GFI) indices (Joreskog 

& Sorbom. 1993). The GFIs provide an indication of how well the data tïts the proposcd 

model; in this casc. how well the items fit the proposcd scalcs. A GFI of 1 .O0 indicates a 

perfect fit of the data to the model, a GFI of 0.00 indicatrs no fit of the data to the model. 

Adj usted GFls (AGFI) correct for the model's degrees of frwdom. Reliability estimates 

wre then calculated with the factor loading and unique variance. as outlincd by 

McDonald (1985). For =ales containing two items the reliability = keP/k*fs + u2. whm k 

denoted the number of items in the scale. f corresponded to the estimate of the factor 

loading (A,). and uZ reprewnted the estimate of the unique variance (06). For scales 

containing three or more items. u2 reflecied an average of the unique estimates. The 

measurement model appiied for scales with two items was ParaIlel, and Tau-Equivalent 

for scales with more than two items. 

De finitions of scales developed for the present study, dong with their GFls, AGFls, 

and reliability estimates, presented in Table 8, are as follows. 

Insert Table 8 about here 

Reliability estimates ranged from .62 to 1.00, the GFls from .90 to 1.00, and the 

AGFIs from .8 1 to 1.00. The GFls and AGFls reveal that the items fit the proposed 

scales very well. This suggests that the scales developed for the study are 



unidimensional and appropriate to use in further analyses. 

Statistics on Items and Scales. 

Table 9 shows the Means, Standard Deviation, and q2 for the difference between the 

First Nations and non-First Nations Mean scores for al1 individual items and scales in the 

study . 

lnsert Table 9 about here 

First Nations adolescents perceive themsrlvrs to have high parental support (e.g.. 

mean of 1 5.7 on a 7-2 1 point scale), modentely high school enjoyment, self appraisal. 

and heal th appraisal, average emot ional stress/depression. extracurricular involvement 

(e.g.. sports and put-tirne rmployment). and low propensity for suicide. substance use, 

and abuse. Findings for non-Fint Nations youth are markedly similar. Even with 

Bonferroni corrections to the .O5 alpha beiny employed in ordcr to avoid rlevation of 

Type 1 mors cornrnonly encountered when nurnerous rnultiplc cornparisons are done, no 

meaningful differences were found even though nearly JO% of the cornparison produced 

statistically signifiant differences. The very small efkct sizes ($s) attachcd to these 

fmdings reflect primarily the enormity o f  the samplr s ix .  

Descriptive data analyses (e.g.. frequencirs) rrvealed that 12.8% of the First Nations 

youth indicated that they made at least one suicide attempt. compared to 6.5% of the non- 

Fint Nations youth. While the corresponding X' (1. N = 13,946) = 36.005. g < .001, 

produced a practically non-existent $ of .0026, this finding is quite meaningful, and will 

be discussed later in this paper. Of note is that 12.8% First Nations suicide attempt rate is 

reasonably similar to the 1 6.9% reported in Blum et al.% ( 1 992) study that surveyed 

13,454 grade 7 through 12 Arnerican Indion-Alaska Native youth, and the 15% rate that 

Grossman et al. (1991) found in their large controlled study of Navajo adolescents. 

Research Ouestion 1 

Research Question I predicted that First Nation youth would exhibit higher rates of 



suicide ideation (i.c., consider, plan), previous suicide attempts, and imminent suicide 

risk (propensity for suicide) than non-First Nations youth. The hypothesis was not 

supported in the present study. 

Once again. there were no meaningful dif'fèrences even though the predictions were 

supported statistically due to the largeness of the sample sizes (See Table 9). Associated 

effect s ixs  were very tiny. For example. for the first suicidal idration item -- "consider". 

F(l ,WU+ = 25.21. g .00125. ihr: q2 w u  ,001 8. The findings wcre simiiar for the other - 
items; specifically, the second suicidal ideation item "plan". F(1. 13944) = 28.50. g < 

.00125, t$ = .0020; the suicide attempt cornparison, F(1, 13944) = 36.42. p < .0001. q2 = 

-0026; and overall suicide propensity score. F(l.13944) = 45.00. < -05, $ = .0020. 

Research Ouest ion 2 

Research Question 2 sought to determine what the sirongesi predictors of propensity 

for suicide attempts werc among First Nations adolescents, and whether thesr predictors 

di fier from prcdicton for non-First Nations youth. 

For this question, and Research Question 3 which pertains to protrctivc factors, a 

regression loading approach with BMDP wns used to pare down the prcdictors from 16 to 

a smaller number, and then was followed by ail possible subset regression. Regression 

loading is defined as each item's correlation with propensity for suicide. divided by the R 

from the regression analyses. This provides the correlation between the item and the 

predicted value of suicide based on the regression model. The higher the correlation, the 

more important the item is in contributing to the prediction. The rcason for this procrss 

was two-fold; first, in order to provide n prelirninary look at the data; and second, to 

render usehl information which would then direct the ensuing decisions whether to 

include or not include each of the variables in further analyses bosed on how important 

the item is in contributing to the prediction. In the end, it was determined that the 

regression mode\ that k s t  explained the data was a Citem model containing two risk and 

two protective factors regressed on propensity for suicide, E(4, 572) = 4 1.30, Q <.0001. 

This pduced an Adjusted @of .2 18659 (RZ of .224085), and a Mallows' CP of 4. 



which is presented in Table 10. 

Insert Table 10 about here 

- - 

An indication of the potency of this model is reflected in the fact that this 4-item 

model accounted for only 3% less of the variance than was explaincd by the full mode1 

that contained al! risk and proteciive factors and produced m Adjusted R? of -248629 (R' 

of .268196), and a Mallows' CP of 15. 

The two stronpest predictors (e.g., risk factors) of suicide propensity among First 

Nations adolescents from this 4-item mode1 was emotional stress and depression (ESD) 

and abuse. in ihat order. Speci tically. the Adjusted R' for ESD alone was .139 1 30, & = 

.l40625, while the Adjusted R' of the abuse factor was .O98290 (R' = ,099856). Stated 

differently. ESD accounts for 13.9% of the variance alonr. and abuse 9.8% alone. 

Together they account for 19.1 %. 

BMDP 9R analyses also indicated that the samc .)-item model. with the same top two 

risk factors and same top two protectivr factors, was the bat  modcl that fit the non-First 

Nations data, E(4, 1 3366) = 893 .O7, p < ,000 1. This produced an Adjusted R' of .2 1 O663 

(R~ = .2 10889). and a Mallows' CP of 4 (see Table I 1 ). 

lnsert Table 1 1 about here 

The Adjusted R' for ESD alone was ,142820, R' = ,140625, while the Adjusted  of 
the abuse factor was ,086959 (R* = ,099856). ESD accounted for 14.2% of the variance 

alone. while abuse accounted for approximatrly 8.7% alonr, and together thry accounted 

for 18.1 % of the variance. 

Again, given that all the other factors combined accounted for less than 3% of the 

variance in propensity for suicide, fiuther discussion was not deemed necessary. 

in summary, the top two predictors of propensity for suicide attempts in First Nations 



youth were ESD and abuse, and these predicton did not differ from the top two predictors 

of propensity for suicide attempts among non-First Nations youth. 

Research Question 3 

Research Question 3 sought to determine what the strongest predictors of protection 

from propensity for suicide attempts wcre for First Nations adolescents. and whether 

thesc factors differ from those for non-First Nations youth. 

As prwiously repurîd, reyression ünaiysis indicaieci ihai the niodrl iiiüi besi 1 3  both 

the First Nations and non-First Nations data were four-item models that included the 

same two risk factors and same two protective factors. The top two predictors of 

protection from propensity for suicide for both Fint Nations and non-Fint Nations youth 

were parental support and self appraisal. in that order. 

In terms of the First Nations results (presented in Table 10). the Adjusted R' for 

parental support was .122380 (R' = .123904 ). and the Adjusted R' for self appraisal 

.O64941 (R' = ,066564). Parcntal support accountcd for 12.2% of the variancc, sclf 

appraisal for 6.5%, and together they accounted for 14.2% of the variance. 

The non-First Nations data. presented in Table 1 1,  shows that the Adjusted R' of 

parental support was .IO4262 (R' = .104329). and the Adjusted R' for self appraisal 

,079455 (& = .079524. Parental support accounted for 10.4% of the variance. self 

appraisal for 8.0%, and combined for 1 3.5%. 

Again, the relative contributions of the other protective factors on propensity for 

suicide attempts were not meaningful for either the First Nations or non-First Nations 

adolescents relative to the previously mentioned results, and are not discussed further. 

Research Question 4 

Research Question 4 predicted that for Fint Nations adolescents, poor health will be 

associated with abuse, less school enjoyment. and substance use. These hypotheses were 

not supported in any meaningful way either. Although Pearson Product-Moment 

Correlations for each item with health were statistically significant due to the simple size. 

the q2 s were once again small, ranging fiom zero to two percent of the variance 



accounted for. The correlations were small, ranging from -0.02 1 (Health and Marijuana 

Use) to 0.160 (Health and School Enjoyment). The same pattern held for the non-Firsi 

Nations adolescents. Table 12 reports the Pearson Product-Moment Correlation matrix 

for the aforementioned variables for both First Nations and non-First Nations youth. 

Insert Table 1 2 about here 



Discussion 

This study is distinct in that it represents one of the first reported major investigations 

of risk and protective factors for propensity for suicide among British Columbia First 

Nations adolescents. For the most part, past research on maladaptive behavior among 

adolescents has been based on Amcrican saniples and has not routinely identified 

ethnicity as an important factor. There is a growing body of research on risk Factors for 

suicidc among Canadian First Nations people per se. but very l i l k  exists with speçifiç 

reference to both risk and protective Iàctors amony adolescents. other than that which is 

gamered from psychological autopsy studies. 

The primary goals of the present study were to investigate whether First Nations 

adolescents show a highcr propensity for suicide attempt than non-First Nations youth. 

and whether risk and protective factors for this propensity differ between First Nations 

md non-First Nations adolescents. In summary. Fint Nations adolescents did not show a 

higher meaningful propensity for suicidc, as opcrationally dcfined and cvaluûtcd in the 

present study. than non-First Nations youth, nor were their risk and protcctivc factors for 

propensity for suicide attempt different in any consequrntial way from those of non-First 

Nations youth. 

The lack of meaningful diffcrrnces between First Nations and Non-First Nations 

youth with regard to propensity for suicide attempt, and risk and protective factors for 

propensity for suicide, does not mem that al1 results obtained within the study wrre 

conûary to previous findings in the field. Rather, numerous trends frequently 

acknowledged by othen were supported in this study. For example, the assumption that 

depression is associateci with increased risk for suicida1 behavior (e.g., Brent et al.. 1988; 

Garland & Zigler, 1993; Shaffer. 1988; Shaffer & Gould, 1988; Spirito et al.. 1989) wm 

supported, as was the physical or sexual abuse and suicidolity relationship (Blum et al., 

1992; Grossman et al., 1991; Spirito et al., 1989). Additionally, the protective capacity of 

high selfssteem and self-efficacy, operationally defined in the present study as positive 

self appraisal, was also supported (Grossman et al., 199 1 ; McCormick, under review; 



Rae-Grant et al., 1989; Rutter, 1985; Werner. 1995). as was the positive protective quality 

of parental support (Garlmd & Zigler. 1993; Garmezy, 199 1 ; Gribble et al., 1993; Rae- 

Grant et al., 1989). The association of suicidality iuid drug use was also found to be 

consistent with results reported by others (e.g.. Garland & Zigler. 1993; Grossman et al.. 

199 1 ; Shaffer. 1988; Shaffer & Gould. 1988). as was the association of poor health and 

abuse, lower school enjoyment. and more drug use (Blum et al.. 1992). 

With rcgard to thc 1 Iypothcsis 1 that predictcd that Pirst Nations youtli would slion a 

higher propensity for suicide than non-Fint Nations youth. the hypothesis was not 

supported in a meaningful way. However. the 2: 1 First Nations ( 12.8%) to non-Fini 

Nations (6.5%) ratio for suicide attcmpt is quite meaningful. This 13.8% prevalence of 

suicide attempts among Fint Nations youth was initially thought to be somewhat 

consistent with the prevalence found by other rcsearchers studying Arneric'm Indian youth 

(e.g., 16.9%. Blum et al., 1992; 1 5%. Grossman et al., 199 1 ); however. our rates cm be 

considered as a somewhat conserv~tive estimate givcn that our sample included 

adolescents from public schools. and the American sarnples involved studcnts from 

lndian Health Service schools. Implications of this finding will be discussed further in 

the policy implication section. which follows shortly. 

With regard to Hypothesis 2 reyarding the top risk factors for propensity for suicide 

attempt for First Nation youth, and whether these factors would differ from the top risk 

factors for non-Fint Nations youth, it was revealed that emotional stress and depression 

and abuse were the top risk factors for al1 (Le., First Nations and non-First Nations) 

youth. Although emotional stress and depression and abuse are intuitive, if not expected 

factors, that are associated with propensity for suicide. it is nonetheless especially 

disconcerting for First Nations youth for a number of reasons. which will also be 

discussed in the policy implications section. 

Refemng to Hypothesis 3, that inquired what the top protective tàctors for propensity 

for suicide attempt among Fint Nations youth were and whether these factors would be 

diRerent among non-First Nations adolescents, regression analyses revealed once again 



that the two top factors (i.e., parental support, self appnisal) were similar between the 

groups. This is encouraging, and the contention that risk and protective factors can be 

interrelated makes sense here. For example. it seems logical that youth who feel 

supported by their parents would also tend to feel good about themselves. Taking it a 

step further, one could purport that youth who have a positive sense of self will be less 

likely to become depressed, and would therefore present as less of a risk for suicide. 

Aiso, since ii is weli known that a mental hrüith problem tee.. depression) can impcde a 

student's ability to function in school, it follows that it cm contribute to a person 

dropping out of school. The act OF dropping out of school can then contri bute to feelings 

of failure and hopelessness. which in turn cm lead to the developrnent. maintenance. or 

worsening of the mental health problem (e.g., depression). which in tum can contribute to 

increasrd propensity for suicide and other maladaptive behaviors (e.g., delinquency. 

substance abuse). Thus it cm be seen how fostering positive self rstcem in Our youny 

people could potentially have positive ramifications at multiple levels. The costs 

associated with not fostering positive senses of self in these young people is colossal; 

generally, low self-esteem and depression are potentially amenable to treatment. suicide is 

not. 

Research Question 4, which revealed that poor health is associated with increoscd 

physical and sexual abuse, substance use, and decreased school enjoyment. is also an 

important fmding, and is consistent with the finding reported by Blum et al. (1992). 

Research directrd at determining whether poor health precedes thesr other problems, or 

these other problems precede poor health could add considerably to the existing litenturc. 

Although these findings are cenainly welcomed in view of the existing literature and 

statistics prtaining to suicide among First Nations people in general, and First Nations 

adolescents in particular, it is criticolly important to remember the context in which these 

data were collected. The sarnple included only adolescents who were in school at the 

time of the data collection. Suwey participants consisted of only about 5% of the 

province's youth between 12 and 19 years of age. It would be interesting to know 



whether different results would have been obtained had the sarnple ken, or at least 

included, youth who were not in school (e.g., Street kids, drop-outs), those who lived on 

reserve land as well as off reserve land, and those school-going youth who did not 

participate in the study for whatever reason (e.y.. those who were absent from school the 

day the survey was being conducted in their particular classroom because they were 

suspended or expelled, those whose parents did not provide consent to have their child 

partakc in thc study, and thosc schools that chosc not to pmicipatc in thc study). It sccms 

logical to speculatr that if the present study were replicatrd with First Nations special 

population youth who are not in school (q.. homeless youth, dclinqucnt youth, drop- 

outs). the suicide attempt data would likely have been higher than what was found in this 

present sarnple of school-going youth. Future resemh that includcs a diverse sample of 

Fint Nations youth may shed considerable light on my speculation ihat perhaps the 

physical presence of bring in scliool is "protective" in itsrlf. Blum et al. (1992) and 

Grossman et al. (1991) have made similar statements. It seems reasonable that young 

people who spend a fair portion of their wakiny hours in school and doing homework. 

spend less time on the streets and less time partaking in activities that could potentially 

lead to misadventure. In other words, it seems intuitive that youth who are emerged in 

the structured and disciplined atmosphere of school likely make more memingful life 

choices (e.g., career) than those youth who arc not involved in such a system. 

The 2: 1 (1  2.8:6.5%) Rate Ratio First Nations:non-First Nations prevalence of suicide 

attempts confirms once again that suicidality should remain a major policy concem 

among aboriginal youth. It is critically important to note that if the completion rate is 

higher mong First Nations kids han non-First Nations kids. which is a common trend 

found, than our Rate Ratio may be greater than 2.00. The implication of this finding is 

that there is a need for more effective mental health interventions for at risk First Nations 

youth. The reality is that aboriginal people do not tend to utilize mainstream mental 

health services (Malchy et al., 1997; McCormick, under review), nor have adequate 



resources available to them within their own communities. The fact that roughly 40% of 

B.C.'s First Nations peoples are aged 19 yean and under adds furthcr credence to the 

need for effective stntrgies for dealing with suicidality and associated ills in these youth. 

Generally, treatment programs dcsigned specifically for First Nations youth who are 

depressed. have been iibused. or are suicidal. are meagr. Programs andlor services for 

the dually diagnosed (e.g., depressed and substmce abusing) are even more scarce. 

An obvious solution would be to develap and fuiid niore prograios dèsiyiièrl by First 

Nations peoples for First Nations peoples, and ultimately stanéd by First Nations peoples. 

At best, thesc are lonpterm goals. In the interim. given that a vast majority of Fint 

Nations youth attend school. one way to till this void would be to initiate school-based 

programs that are, ai minimum, gewd towards mental health screening. These school- 

based programs could well integrate both school and cornmunity mental heolth services. 

For example, teachers could be tmined to recognize and in effrct screen those students 

who are at risk, and rekr them to the school counselor. School counselors could then 

intervene. or refer nt-risk students to community services. Given that community 

adolescent mental health budgets a d o r  resources are genenlly inadequate or limited. the 

role of school counselors can become more crucial. Peer counseling programs. parent- 

teacher initiatives, and adult education classes are other ways in which the schools c m  

help teens themselves. parents. coaches, and the community at large to becomr more 

actively involved in the lives of these young people. Even simple initiatives like 

educating the public about symptoms and signs of depression, suicidality. and substmce 

abuse can have a positive impact. Sex education could also be r prosperous initiative. 

given that considerably more First Nations youth in this study indicated they are sexually 

active than did non-First Nations yoiith. For parentdadults who are faced with some of 

the same challenges as the youth (cg., depression, suicidality. substance abuse). 

independent initiatives could be developed for these adults in the hop that as they begin 

to feel better about themselves they will become more constnictively involved in the lives 

of other people -- the youth of theit immediate families, extended families, and 



communities. Promoting healthy role models within these communities can help these 

youth develop values. Healthy people, whether they be adolescent, adult, or elder, c m  

play a key role in any community development program in the teaching of life skills, self 

awareness, and personal growth. Initiatives developed and operated by each community 

for its own community would certainly ensure that resources are both available and 

accessible, 

But thrse initiatives need not only be directcd nt issues pcrtaining to risk (c.p.. 

depression, substance abuse) to be effective. The Tact that positive self apprûisal was 

protective in ternis of propensity for suicide is an exciting tinding. Keeping more First 

Nations kids in school who feel p o d  about themselvcs, and who look fonvard to post- 

secondary education and their communities with visions of hope and cornmitment is a 

rcward that is immeasurable. This is exponentially important given thiit First Nations 

youth tend to drop out of forma1 rducation more readily thon mainstream youth. If the act 

of king in school is protective, then efforts directed towards those First Nations youth 

not in school would seem to br? a priority. 

It may be premature. however. to develop programs for prevention until it is 

demonsirated that factors predictivc of parasuic ide. as examined in the present stud y. also 

predict completed suicide. As the present study revealed thnt there were no diffcrences in 

risk and protective factors for propensity for suicide attempt between the two groups. 

similar interventions could reasonably be applicable to al1 youth in the province, not 

necessarily just First Nations youth. 

Advantanes and Limitations 

The major advantage of this project is that the AHS databsse includes adolescents 

fiom a wide amy of regions. school districts, anci schools province-wide. The shecr 

number of nsearch participants. and that grades 7- 12 and gender are relatively equally 

represented, is another obvious strength of this project. The fact that the data were 

obtained directly fiom the young people themselves also provided depth to the study, 

especially when this is viewed in the context that some researchers drew conclusions 



about young people based on others' ratings of them ( c g ,  parents, teachers), and not 

directly from the adolescents themselves. Another advantage of this project was in the 

self-report prcsentation. Although corroborating data, such as that derived from medical 

records and the likes. may have brought further validity to the project. the anonymity of 

the self-report may have enabled youth to disclose things that they normally worild not 

have disclosed had the process been more pub1 ic. 

Ali obkious liiiiitutioii OC ibis study i s  tliai the researcli participiuits iii tliis sturly hère 

not randomly selected. This points out a vrry important limitation pertaining to 

generalizability of the findings. Basically, thc simple included only a portion of 

adolescents who wete in school at the time of the data collection. A further drawback of 

the present study was that this project utilized a database that was originolly designed to 

obtain pneral population statistics (e.g.. descriptive) on a broad array of adolescent and 

health risk behaviors; and as such. the only rneasurement devices (e.g.. scales) that were 

used for this study wcrc oncs that wcrc created, in a post hoc fashion. spccitically for this 

study. Although reliability estimates were round to be reasonably acceptable. littlc can be 

said about the construct validity of the scales, for example. As such. there wrs no way of 

measuring whether similar findings would have beeii obtained hiid different more refincd 

assessrnent instruments k e n  used. On the other hand, because it appeared essentially 

impossible to creats a standardized measure for resiliency, advances in the field can 

nonetheless be achieved by continuing to examine risk and protective factors as they 

pertain to al1 maladaptive behaviors. Basically. we must know what places people at risk 

before we c m  put into place mechanisms that prevent people from becoming at risk in the 

first place. 

Closinn Comments 

The study indicates, overall, that the vast majority of British Columbia First Nations 

youth are happy and healthy, both physically and emotionally . However, for 1 2.8% of 

First Nations youth, and 6.5 % of non-First Nation youth, who present as ai-risk, there are 

some mental health needs of young people that need to be accommodated. If we are to be 



successful in eradicating or lowering the suicide rate arnong young people, especially 

among first Nations youth. a comprehensive integrated system involving the schools. 

families, and comrnunity mental health services must be put in place. 
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Table 1 

Risk and protective factors for ~ s ~ c h o ~ a t h o l o ~ y ,  neneral literature 

Risk Factors Protective Factors 
Within the Child temperamental characteristics tempermental characteristics 

chronic physical handicap/illness 
attachment problems 
age 
gender 

W ithin the Parent parental psychopathology 
materna1 odjustment 
parental criminal behaviour 
marital discord 

Within the Farnily chronic poveny 
divorce 
familial discord 
violence 
Iower SES 
homelessness 

gender 
intelligence 
school/social cornpetence 
supportive porenting style 
supportive parenting environment 
parental sel f-enicacy 
sound discipline practices 
extrafamilial peer and aduli support 
positive identification models 
familial harmony 



Tiblc 2 

CIappm und prcvalcncc raies for 1.679 adolc~ccnis; h m  fivc sclcctcd staics, Youth Kisk Uchuvior Survcv. 1992 

Koppas I'revalcncc Prrvdsnçc 

(96) trme I ' timc 2 
(Tb) ( 9 É )  

Uninicniional and Intcntionol lnjury Bchovion 

Considcrcd sutcidc in thc p u t  II monihs 

Plmncd suicidc durtng ihc pasi 12 monlhs 

t t d  ( I suicide aitempi during 

1 lad injurious suicide aticmpt during ihc posi 12 rnonilis 

Toboçco usc 

Evcr uscd çignrcttcs 

Evcr smokcd cigarciics rcpularly 

Smokcd t cignrciic during thc p u t  30 duys 

tllçohol and oihcr dmg usc 

Evcr uscd dcohul 

Uscd dcohol during ihc p u t  30 days 

Evrr uscd rnoryuonn 
Uscd marijuana during the p u t  30 dnys 

Evcr uscd cwoinc 

Uscd cocainc durln8 the pas1 30 düjs 

Scxuril bchaviors 

Evcr heû scxual intcrcoursc 

lla bccn prcpont ( 1 timc during Iikiimc 

Physicd nctivity 

Playcd on school sporls t c m  

Nonc of thc JilTcrrnccs betwccn timc 1 imd iimc 2 wcrc signiliçant 



Table 3 

Age Breakdown bv Ethnicitv 

First Nations non-First Nations Total 
Age f !%O f ?40 f yo 



Table 4 

Grade and Gender Breakdown b~ Ethnicit~ ( 1  3.496) 

First Nations non-First Nations Total 
f % f Y0 j- Y0 

Grade 7 Male 45 52.3 1042 5 0 2  1 087 50.3 
Femafe 41 47.7 1034 49.8 1075 49.7 
Total 86 100.0 3076 100.0 2082 100.0 

Grade 8 Male 44 51.8 974 46.6 1018 46.8 
Female 41 48.2 1 1  16 53.4 1157 53.2 
Total 85 100.0 2090 100.0 3175 100.0 

Grade 9 Male 50 46.3 1071 47.5 1121 47.5 
Female 58 53.7 1183 52.5 124 1 52.5 
Total 1 OS 100.0 2254 100.00 2362 100.0 

Grade10 Male 50 46.7 1101 49.5 I l S I  49.4 
Female 57 53.3 1 123 50.5 Il80 50.6 
Total 1 07 100.0 3934 100.0 233 1 100.0 

GradeII Male 57 61.3 1102 48.8 1159 39.3 
Female 36 38.7 1155 51 2 1191 50.7 
Total 93 100.0 2257 100.0 2350 100.0 

Grade 12 Male 42 43.3 1151 46.6 1193 46.5 
Female 55 56.7 1318 53.4 1373 53.5 
Total 97 100.0 2469 100.0 2566 100.0 



Table 5 

Grade and Gender Breakdown bv Ethnicitv ( 15.309)' 

First Nations non-First Nations 
f Y0 1- Y0 

Grade 7 Male 64 55.7 1227 5 1 .O 
Female 5 1 44.3 1 1  17 49.0 
To ta1 115 100.0 2344 100.0 

Grade 8 Male 52 5 1.8 1104 47.5 
Fernale 49 48.2 1221 52.5 
Total 101 100.0 2325 100.0 

Grade 9 Male 63 50.0 1307 48.6 
Female 62 50.0 1275 51.4 
Total 1 24 100.0 2482 100.00 

Grade 10 Male 57 46.3 1213 50.4 
Female 66 53.7 1196 49.6 
Total 123 100.0 2409 100.0 

Grade 1 1  Male 61 59.8 1 208 49.9 
Female 4 1 40.2 1215 50.1 
Total 102 100.0 2423 100.0 

Grade 12 Male 48 44.9 1235 47.6 
Femalc 59 55.1 1359 52.4 
Total 107 100.0 2594 100.0 

NOTE: 240 cases did not endorse the ethnicity item 



Table 6 

Main Effects of Reaion. School District and School for each item 

Region School District School 

F-Ratio q2 F-Ratio $ F-Ratio $ 

Abuse, physical 
Abuse, scxual 
Alcohol. I drinWday 
12lcoho1, 5 drinkddq 
Drugs, cocaine 
Dnigs, marijuana 
Employment, father 
Employment, mother 
Parental Support. arguments 
Parental Support. eltpect too much 
Parental Support. happy home lik 
Parental Support, like to leave 
Parental Support. think of me 
Parental Support, trust me 
Parental Support, understand me 
Propensity for Suicide, attcmpt 
Propensity For Suicide, consider 
Propensity for Suicide. plan 
Propensity for Suicide, inj ury 
School Enjoyment 
Self Appraisal. 1 like myself 
Self Appraisal, 1 ofien wish 
Self Appraisal, 1 would change 
Sex, intercourse 
Sex, preynancy 
Sports participation 
Stress/Depression, feeling 
StresslDepression, hopeless 
Stresdüepression, il lness 
StresslDepression, nerves 
StresslDepression, rested 
StressIDepression, strain 
Work 



Table 7 

Main Effects of Grade and Gender for each item 

Grade Gender 

F-Ratio 2 F-Ratio Item 7 

q- 

A buse. physical 
Abuse, sexual 
Alcohol, 1 drinWday 
Alcohol. 5 drinks/day 
Dnigs. cocaine 
Dnigs. marijuana 
Employment, fathrr 
Employment, mother 
Parental Support, arguments 
Parental Support. expect too much 
Parental Support. happy home life 
Parental Support, like to leave 
Parental Support. think of me 
Parental Support, trust me 
Parental Support. understand me 
Propensity for Suicide. attempt 
Propensity for Suicide, consider 
Propensity for Suicide, plan 
Propensity for Suicide. injury 
School Enjoyment 
Self Appraisal, I like mysel f 
Self Appraisûl, 1 often wish 
Self Appraisûl, 1 would change 
Sex, intercourse 
Sex. pregnancy 
Sports participation 
StresdDepression, feeling 
StresdDepression, hopeless 
Stress/Depression. il lness 
StressfDepression. nerves 
StressfDepression. rested 
Siress/Depression, strain 
Work 7.723' .O03 32.462. .O02 

p<.00125 



Table 8 

Measures of Scale Inteerity 

Scale - 
Items Memurernent 

Reliability in Scale Model Applied GFI AGFl 

Abuse Scale .63 c. 3 Paral le l .98 .93 
Alcohol Use Scale .89 L. 3 Parallel 1 .O0 1 .O0 
Parental Support Scale .8 1 4 Tau .97 ,95 
Proprnsity for Suicide Scale .SO 4 Tau .90 .81 
Self Appnisal Scale .62 3 Tau .96 .87 
StresdDepression Scale .70 6 Tau .92 .87 



cri 
O 
O 
9 

- A A A - A h A  

Cl  00 CI  CJ t- W ui O 
CJ Ci  -- Cl  Cl C I  W Ir, 
m o o - w a v , o -  
"*.??oq*ol 
VZVO-=OVOYOy 
œ o o O ~ m C J O y i  
00 -  W ~ a O ' a  

ri 'q r- c! 9 q c! 
VI CJ Cl - CI CJ CJ Ci 
d 



Table 10 

Renression Results: First Nations Adolescents 

1 predictor 
O, 140625 
O, 1 23904 
0.099856 
0.066564 

2 predictors 
O .  193 763 
O. 1 85909 
O. 16985 1 
0.157012 
0.144795 
O. 1 3 7729 

3 predictors 
0.2 19680 
0.203236 
O. 192626 
0.18435 1 

4 predictors 
0.224085 

Statist ics for 'bcst' subset 

Mallows' CP 
Squared Multiple Correlat ion 
Multiple Correlation 
Adjusted Squared Mult. Con. 
Residual Mean Square 
Standard Error o f  Est. 
F-statistic 
Numerator Degrees o f  Freedom 
Denominator Degrees o f  Fmdom 

RI - Adi. R' CP Mallow Variablew 

Sipificancc (tail prob.) 

ESD 
Parental Support 
Abuse 
Self Appraisal 

AbusetESD 
Parental Support+ESD 
Abuse+Parental Support 
Self Appraisal+ ESD 
Self Appraisal+Parentnl Support 
Abuse+Srlf Appraisal 

Abuse+Parenial Support+ESD 
Abuse+Self Aprpaisal+ESD 
Self Appraisal+Parental Support+ESD 
Abuse+Self A ppraisal+Parcntr l Support 



Table 1 I 

Regression Results: Non-First Nations Adolescents 

R - Adj. R2 CP Mallow Variableb) 

I predictor 
O. 142884 
O. IO4329 
0.087025 
0.079524 

2 predictors 
0.181578 
O, 175285 
O. 1 60949 
0.149618 
O. 140226 
O. 135303 

3 predictors 
0.20286 1 
O. 195786 
0.184498 
0.174084 

4 predictors 
0.2 10899 

Statistics for 'best' substt 

Mallows' CP 
Squared Multiple Correlation 
Multiple Correlation 
Adjusted Squared Mult  . Corr. 
Residual Mean Square 
Standard Error o f  Est. 
F-statistic 
Numerator Degrees o f  Freedom 
Denominiitor Degrees o f  Freedom 
Significance (tail prob.) 

ESD 
Parental Support 
A buse 
Self Appraisal 

Abuse+ESD 
Parental Support+ESD 
Self Appraisal+ESd 
Abuse+Parental Support 
Abuse+Sel f Appraisal 
Self Appraisal+Parental Support 

Abuse+Parental Suppon+ESD 
Abuse+Self Appraisol+ESD 
Self Appraisal+Parental Support+ESD 
Abuse+Sel f Appraisial+Pnrental Support 



Table 12 

Correlations of Health with Abuse, School Eniovment. and Substance Use Variables 

Health Likes Alcohol Marijuana Cocaine 
Appraisal Abuse School Use Use Use 

Heal th 1.000 -0.154 0.160 -0.086 -0.021 -0.038 

Abuse 1.000 -0.106 0.140 0.122 0.003 

Likes School 1.000 -0.233 -0.230 -0.099 

Alcohol Use 1 .O00 0.500 0.195 

Marijuana Use 1,000 0.395 

Cocaine Use 1 .O00 



Appendix A 

Propensitv for Suicide Scale 

The propensity for suicide scale is comprised of the followiny items: 

1 .  During the past 12 months. did you ever senously consider attemptiny suicide? 
O Yes 
O No 

2. During the past IZ months. did you makr a plan about how you would attempt 
suicide? 

O Yes 
O No 

3. During the past 12 months, how many times did you actually attempt suicide'? 
0 0 times 
O 1 time 
O 2 or 3 times 
O 4or 5 times 
O 6 or more times 

4. If you attempted suicide during the pnst 12 months. did any attempt result in ûn injury, 
poisoning or overdose that had to be treiited by a doctor or nurse'? 

O I did not attempt suicide during the past 13 months 
O Yes 
O No 



Appendix B 

Alcohol Use S a l e  

The alcohol use scale is comprised of the following items: 

1 .  During the past 30 days, on how many days have you had at least one drink of 
alcohol? 

0 0 times 
O 1 or 2 times 
O 3 to 9 tirnes 
3 10 to 19 timcs 
O 20 to 39 times 
O 40 to 99 times 
O 100 times or more 

2. Durinp the past 30 days, on how many days did you have 5 or more drinks of alcohol 
in a row, that is. within a couple of hours? 

0 0 times 
O 1 or 2 timcs 
O 3 to 9 times 
O 10 to 19 times 
O 20 to 39 times 
O 40 to 99 timcs 
O 100 times or morc 



Appendix C 

Emotional Stress and Depression (ESDI Scalc 

The ESD scalc is comprised o f  the following items: 

1 .  How have you k e n  feeling in general (during the last month)? 
O In an excellent mood 
O In a very good mood 
O My moods have been up and down o lot 
O In a bad mood 
O In a very bad mood 

2. Have you felt so siid, discouraged, hopeless, or had so many problrms that you wondrrrd if 
anything was wonhwhile during the past month? 

O Extremely so, to the point I couldn't do my work or deal with thinys 
O Quite a bit 
O Some. enough to bother me 
O A little 
O Not at al1 

3. Have you been bothered by any bodily illness, budily disordcr. pains or fears about your 
heakh duriny the past month? 

O All o f  the time 
O Most o f  the time 
O Some o f  the time 
O A little o f  the time 
O None of the tirne 

4. Have you k e n  waking up fresh and rested duriny the past month? 
O Every day 
O Most every day 
O Less than half the time 
O Rarely 
O None of  the time 

5. Have you felt you were under any emotional strain, stress. or pressure duriny the past month? 
O Yes, almost more than I could take 
O Ycs, quite a bit of  pressure 
O Yes, some/more than usual 
O Yes, a little/about usual 
O Not at 811 

6. Have you been bothered by newousness or 'nerves' during the past month? 
O Extremely so, to the point I couldn't do my work or deal with things. 
O Quite a bit 
O Some, enough to bother me 
O A little 
O Not at al1 



Appendix D 

The Abuse Scale 

The items thot comprise this scale are as follows: 

1 .  Have you ever bcen physically abused or mistreated by anyone in your family or by anyonr 
else? 

O Yes 
O No 

2. Have you ever been sexually abused? Sexual abuse is  when someone in your family. or 
somconc clse. tou~hes ~ J U  in a place gou diJ iioi riuiii ir, br: ~c>uclied. or dues wiiietliii~g to you 
sexually which you did not want. 

O Yes 
O No 

Appendix E 

The Parental Support Scale 

The items ihat comprise this scale are as follows: 

Ycs No Don't Know 

1 .  I have a happy home life O O O 
2. There are times wlien 1 would like to leave home O O O 
3. My parents trust me O O O 
4. My parents expect too much o f  me O O O 
5 .  I have a lot o f  arguments with my parents O O O 
6. My parents undentand me O O O 
7. What my parents think ofme is important O O O 

Appendix F 

The Self Amraisal Scale 

The following items comprise this scale: 
Yes No Don't Know 

1 .  l like myself 
2. 1 of?en wish I were someone else 
3. 1 would change how 1 look if 1 could 



Appendix G 

The risk and protective factors. as defined and classified by the present study, ore as 
follows: 

Risk Factors 

A buse 
Alcohol Use 
Drus Use. Cocaine 
Dnig Use, Marijuana 
Emotional Stress and Depression 
Parental Employment Status 
Sex, Intercourse 
Sex, Pregnancy 

Protective Factors 

Health Status 
Parental Support 
School Enjoyment 
Self Appioisal 
Sports Involvement 
W ork/Emplo yment 




