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uicide is a major health challenge in American Indian/Alaska
Native (AI/AN) communities, particularly among youth. In 2004,
suicide was the second leading cause of death for AI/ANs of all age
groups, and the rate was higher than that for the general population.
Among 10–14 year olds, 13.5 percent of deaths were from suicide,
which is nearly twice the national rate of 7.2 percent.1 Rates of suicide
attempt are highest for AI/AN young women, while young men are the
most likely to complete suicide. In 2004, among 15–19 year old AI/
AN males, 32.2 percent of deaths were from suicide, which was 2.5
times the rate for males of all races in this age range (12.6 percent).2
Many factors contribute to the high prevalence of suicide in AI/AN
communities, including mental illness, substance abuse, feelings of
hopelessness or isolation, impulsive behavior, and a history of violence, substance abuse, or mental illness in their families. AI/ANs as
a group also have specific risk factors for suicide, including historical
trauma, such as boarding school experiences, high rates of poverty,
unemployment, and geographic isolation.3 To assist tribes in preventing youth suicide, the Substance Abuse and Mental Health Services
Administration (SAMHSA) within the U.S. Department of Health
and Human Services (DHHS) published a detailed resource guide in
2010.4 The guide is titled To Live to See the Great Day That Dawns: Preventing
Suicide by American Indian and Alaska Native Youth and Young Adults, and provides a comprehensive review of research studies and programs related
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to suicide prevention in AI/AN communities. For a good overview of
the current state of suicide prevention efforts in Indian Country, we
recommend consulting this resource guide.
Rates of suicide and contextual factors underlying suicide risk are
different in each AI/AN community. For this reason, many tribes have
developed their own strategies and programs for suicide prevention. This
essay reviews current approaches for evaluating tribally based suicide
prevention efforts in AI/AN communities and highlights particularly
promising evaluation strategies. By “tribally based,” we mean efforts that
are tailored to the local context of individual tribes and Native communities. In some cases, communities might design their own suicide prevention programs (often based on their traditional spiritual/cultural beliefs
and healing practices), while other communities adapt existing tools developed for the mainstream U.S. population. This essay aims to review
the spectrum of approaches being used in the evaluation of tribally based
suicide prevention programs, and to make recommendations about how
tribal communities, health care providers, and researchers might be better supported in evaluating locally tailored efforts to prevent suicide. As
we describe in the next section, our goal was not to capture an exhaustive
list of strategies being used to evaluate tribally based suicide prevention
programs. Rather, we reviewed existing literature and consulted a select
group of key informants in order to broadly describe the landscape—the
contours and gaps in these evaluation strategies—at a level of detail necessary to identify future research needs and policy change recommendations for a tribal leader and program staff audience.
Below, we first describe the process of developing the essay and
our research methods. The sections that follow highlight key areas that
emerged from our literature review and consultation with key informants.
We first examine what constitutes “evidence” of program efficacy and
ways to broaden the definition to be more inclusive of tribal programs.
We then present specific strategies and approaches currently being used
to evaluate tribally based suicide prevention programs. Finally, based
on our literature review and comments from key informants, we offer
policy-change recommendations for facilitating effective evaluation of
tribal suicide prevention programs. We hope that these recommendations will assist tribal, federal, and state policymakers in better supporting tribally based suicide prevention programs.
E s say Dev e lopm e nt and
R e s e a r ch M e t h o d s

We developed this essay in collaboration with all the individuals and
organizations that we consulted about tribally based suicide prevention
programs. For a list of the organizations and interviewees who were
interviewed or consulted by e-mail, please see Table 1 below. This essay

was originally intended to be a white paper for tribal leaders, not an academic research paper. Our initial goal was to review existing academic
literature on suicide prevention and then make recommendations about
best practices and policies specifically for tribal governments. However,
the initial literature review and conversations with experts in the field
Table 1.
Key informants
Region served

Key informants

Kyla Hagan,
Barbara Franks,
Jessica Hagan

Confederated Tribes
of Warm Springs
Oregon Reservation

Oregon tribes

Caroline Cruz

Macro International Inc.

Garrett Lee Smith,
grantees across
the nation

Anupa Fabian

National Indian Child
Welfare Association

Tribes across
the nation

Terry Cross
(via e-mail)

Native PRIDE

Tribes across
the nation

Clayton Small

Planting Seeds of Hope,
Montana–Wyoming
Tribal Leaders Council

Montana and
Wyoming

Don Wetzel

Project Trust Partnership;
Coalition for Healthy
and Resilient Youth in
New Mexico

New Mexico
tribes

Kimberly
Ross-Toledo

Shakopee Mdwekanton
Sioux Community

Minnesota

Antony Stately

Gerry RainingBird,
Elly Stout,
Petrice Post

United American Indian 	Los Angeles
Involvement Inc.

Monique Smith
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revealed that many successful tribal suicide prevention programs were
not included in published academic articles, and that there was a need
for publications about culturally appropriate evaluation strategies for
these programs. For this reason, we sought to review the landscape of
tribally based suicide prevention programs and current approaches to
evaluating those programs across Indian Country. We conducted this
broad review by reading published academic literature and “gray” literature (i.e., policy reports, white papers, program brochures and Web
sites) as well as interviewing and corresponding with key informants
working in the field of tribal suicide prevention.
In the process of reflecting on key informants’ comments, we felt
that there was a great deal of important information they shared that
was not already available in the academic literature. We also felt that
this information would be useful to a broad audience that would include not only tribal leaders, but also researchers, mental health care
providers, policymakers, community advocates, and other interested
stakeholders. For this reason, we then decided to submit our essay for
publication in an academic journal. At that point in the work, we wrote
to the key informants and shared with them this intention. One key
informant asked not to be named or quoted in the study due to her
organization’s policy on publishing. All other key informants reviewed
and approved their quotations, as noted below. Because our original
goal was simply to conduct a literature review, we did not seek approval
from an Institutional Review Board for this study. Thus this essay is
a review paper that discusses specific strategies for the evaluation of
suicide prevention programs documented in the literature and shared
with us by key informants working in the field.
Our research procedure was as follows: First, we reviewed the
published academic literature and gray literature on tribal suicide prevention. We consulted some authors of gray literature pieces by e-mail
for clarification about their projects, and provided them with the opportunity to review and edit sections of this essay that we wrote about
their work. Second, we developed a set of general questions for seeking
input about suicide prevention in Indian Country.5 We then distributed this call for comments broadly to e-mail listservs of diverse stake
holders, including tribal leaders, researchers, mental health professionals, and federal agency staff working with tribal communities. We also
solicited feedback at meetings of two advisory councils of diverse tribal
leaders: the AI/AN Health Research Advisory Council to DHHS,
and the Suicide Prevention Task Force of the National Congress of
American Indians. In addition, input was sought from the Indian Health
Service (IHS) Suicide Prevention Committee. Finally, we sought feedback from specific types of stakeholders that were not represented in
the initial response to the call for comments (e.g., an urban Indian community, IHS behavioral health staff). We then followed up with each

of the commenters who provided detailed feedback, and requested
telephone interviews and complementary written materials (e.g., brochures, PowerPoint presentations, news articles about their programs).
We asked key informants’ permission to interview them by telephone
and to take notes on a laptop during the interviews. Each key informant
was provided with the option to be identified or remain anonymous in
any resulting writings.
Our interview procedure was based on the “responsive interviewing” method developed by Herbert and Irene Rubin.6 In responsive
interviewing, the interviewee is treated as a “conversational partner” 7
with unique experiences, and so new interview questions are written
for each interviewee. Following this principle, specific interview questions were formulated for the interviewees based on early correspondence with them and the suicide prevention programs with which they
worked. Questions that were commonly asked included the following:
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In considering Rubin and Rubin’s concept of a conversational
partner, we concluded that the relationship between the interviewer
and interviewee should be one of trust and reciprocity. We believe
that the interviewer and interviewee are equal parties who cocreate
the interview. For this reason, we felt that interviewees should be able
to review and edit our interpretations of their perspectives. Rubin and
Rubin also suggest that interviewees be provided with the opportunity to edit their quotes or to review a researcher’s writings at an early
stage.8 They argue that interviewee review helps to ensure the accuracy and thoroughness of research reports. This has been our experience as well. We view interviewees’ feedback and editing as a way of
validating our research results because the interviewees are experts on
the programs with which they work. It is our impression that using the
responsive interviewing method increased our credibility as a research
organization in Indian Country.
During each interview, Puneet Sahota took detailed notes on a
laptop while the key informants talked. Those notes were then coded
for themes. According to Margaret LeCompte and Jean Schensul, coding
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1. Could you please describe your suicide prevention
program?
2. What lessons have you learned about successful
approaches to suicide prevention?
3. Do you have any data about the efficacy of your
program?
4. What do you think is the best way to evaluate suicide
prevention programs in tribal communities?
5. What policy and practice recommendations do you
have related to suicide prevention in Indian Country?

103

R E V I E W
S A
W I C A Z O
F A LL 2 0 1 2

104

is defined as follows: “At the most general level, coding simply means
organizing data in terms of a framework that [researchers] can use to
support the results and conclusions they reach at the end of their study.
At a more specific level, coding can mean actually reading through interviews . . . and assigning to sentences or paragraphs of text . . . codes
representing concepts, categories, or themes.” 9 In this project, both
interview notes and correspondence with key informants were coded.
Specific quotes from key informants were then grouped together under
common themes that emerged in the coding process. Those themes
were used to structure this essay. Interestingly, we did not receive any
contradictory comments or perspectives from the key informants. All
themes and perspectives related to evaluation of tribal suicide prevention programs that emerged from the literature review and interviews
are included in this paper. Themes related to general policy and practice recommendations for supporting tribally based suicide prevention
programs are described in a complementary essay (which is currently
under review for publication).
All key informants (both those who were interviewed and individuals consulted by e-mail) were sent the first draft of this essay, with
sections highlighted that were taken from their comments or program
materials. They were offered the opportunity to review and edit their
quotes and any text about their programs. This type of key informant
review was important because written program materials may not
always be consistent with actual program implementation. We had
follow-up phone conversations and e-mail exchanges with key informants when necessary to negotiate revised text. Quotes from the key
informants are interspersed with information from the literature review
throughout the sections below. Key informants’ quotes are also referenced in the notes.
The process used in the development of this essay reflects broader
values about Indigenous knowledge and reciprocity in research. The
organizations where we work seek to support AI/AN communities in
developing a proactive, data-driven policy agenda, as well as to support and conduct tribally driven policy research. As such, we hold that
Indigenous knowledge and approaches to research are equally valuable as academic or scientific research studies. Because we respect and
value the knowledge of AI/AN people, we believe our interviewees
should be able to influence how their knowledge is portrayed in our
writings. We also have found that key informants are more comfortable sharing their knowledge when they are assured they will be able
to review early publication drafts. As a result, the information we are
able to obtain is more accurate and validated by the informant review
process. The process of discussing our initial writings with key informants sometimes results in clarification of their thoughts and new insights, for both them and us. During the review of previous essays, our

key informants have commented that they gained new perspectives
on their own work by reading and reflecting on our portrayals of it.
Exchanges with our key informants have also helped us build ongoing,
trusting relationships with them that have sometimes led to other collaborations beyond our essays.
All individuals contacted agreed to be interviewed or to share
comments by e-mail, and many of them shared written materials with us
pertaining to their programs. For a list of the key informants and their
organizational affiliations, see Table 1. Fourteen informants’ comments
were included in this essay. Twenty key informants were consulted in
interviews or by e-mail for our project, but not all informants’ comments
were pertinent to this particular endeavor. Other informants’ comments
are included in a complementary essay (under review for publication),
which is about policy and practice recommendations for supporting
tribally based prevention programs. Given the relatively small number of key informants, our results are not quantifiable or generalizable
throughout Indian Country. Rather, we present a snapshot of some approaches being used to evaluate tribally based suicide prevention programs. Our review of program evaluation strategies is not exhaustive
and we did not attempt to include all possible strategies in this essay.
Building Evidence
f o r T r i b a l l y Ba s e d S u i c i d e
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Tribally based suicide prevention programs are effective particularly
because they are developed or tailored to the local needs of a community. Given the diverse cultures of tribal nations, as well as the differing
contributors to suicide in various communities, suicide prevention programs are likely to be most effective when they address local contexts.
Evaluation of these local programs is important for obtaining funding
to support them, as well as to help establish their efficacy. Data collection can also help tribal citizens and staff to improve local suicide
prevention programs. Finally, evaluation of programs may yield insight
into which specific programs or approaches might be generalized as
effective across Indian Country. The program evaluation strategies described in this essay can be used to lay a foundation for larger-scale
studies that test hypotheses and draw generalizable conclusions about
the effectiveness of specific suicide prevention programs or approaches.
Evaluating tribally based suicide prevention programs can be a
challenge. Finding ways to evaluate these programs is important because funding is closely tied to data and outcomes. Our key informants
frequently raised this issue spontaneously, expressing great concern
about funding opportunities that require communities to demonstrate
an “evidence base” for the suicide prevention program they are using.
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Communities often lack external funding to develop suicide prevention programs, so they must invest their own resources to do so. Given
that programs themselves are underfunded, communities are hard-
pressed to find additional resources for program evaluation. However,
these communities are often required to show data on program efficacy
in order to obtain funding to support those programs. Individual tribes
may also lack the sample size or other quantitative data requested by
funders. Tribes using traditional spiritual/cultural ceremonies to prevent suicide may also be hesitant to evaluate these, since doing so might
require documentation and sharing of information about sacred ceremonies.10 Finally, tribes may not have the human resources or technical
skills to develop an effective evaluation. For more information on the
basics of program evaluation, see key textbooks by David Royse, Bruce
Thyer, and Deborah Padgett,11 and Earl R. Babbie.12
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Wha t C o u n t s a s “ E v i d e n c e ” ?

Expanding the definition of scientific “evidence” may help to make
evaluation more feasible and culturally specific for tribal communities. When funders first began to place more emphasis on evaluation,
the term “evidence-based practice” became more common in the requirements delineated in grant announcements and regulations.13 The
push for evidence-based practice was broad across disciplines, including medicine, psychology, and behavioral health.14 The Institute of
Medicine (IOM) defines evidence-based practice as “the integration
of best research evidence with clinical expertise and patient values.”15
In the field of psychology, patient culture is also an important consideration when applying research findings to individual patient care.
The IOM definition was modified by the American Psychological
Association (APA), which adopted the following definition of evidence-
based practice in psychology: “the integration of the best available research with clinical expertise in the context of patient characteristics,
culture, and preferences.”16 Previous grants provided by SAMHSA for
suicide prevention and other programs in AI/AN communities have
asked that grantees use evidence-based programs.17
SAMHSA maintains a database of programs for the prevention
and treatment of mental health issues and substance abuse. This searchable archive, the National Registry of Evidence-Based Programs and
Practices (NREPP), includes interventions that are deemed “evidence-
based” after a rigorous review process.18 Submitted programs are rated
on a numerical scale in two main areas: quality of research, and readiness for dissemination. More information about review criteria is available on the NREPP website.19 This database includes only one suicide
prevention program considered evidence-based for American Indian/
Alaska Native youth: the American Indian Life Skills Curriculum. This
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curriculum was created by Dr. Teresa LaFromboise, professor of education at Stanford University, in collaboration with the Zuni Pueblo and
Cherokee Nation of Oklahoma.20 The curriculum teaches social and
life skills, gives students knowledge about suicide, and teaches them
“specific methods to help a peer turn away from suicidal thinking and
seek help from an appropriate help-giver.” 21 Submitting a locally developed program for NREPP review is a tribal decision, and increasingly,
inclusion in NREPP is becoming important for funding. However,
many tribes lack the resources to conduct scientific evaluations of
their programs, and the current NREPP criteria for quantitative data
may preclude the inclusion of some tribally developed programs in the
database.22
The Suicide Prevention Resource Center (SPRC) and the Ameri
can Foundation for Suicide Prevention (AFSP) have also developed a
national registry of suicide prevention programs.23 The SPRC/AFSP
Best Practices Registry for Suicide Prevention (BPR) includes the
evidence-based programs listed in NREPP, and offers an additional section listing other suicide prevention programs and practices that have
been reviewed for accuracy and safety of content.24 This last section
of the BPR, which does not require evaluation data, has been a way for
various suicide prevention programs across the country to share new
and promising approaches, including the Sources of Strength program,
which was developed in tribal settings.25 SPRC staff commented that
AI/AN communities are invited to submit their suicide prevention programs and practices to their registry, and they hope it can become a useful resource for sharing information about tribal approaches to suicide
prevention.26
What counts as “evidence” is of critical importance for specific
tribally developed programs to be accepted as clinically useful and to
be supported by funding agencies. The APA Presidential Task Force
on evidence-based practice writes, “Evidence derived from clinically
relevant research on psychological practices should be based on systematic reviews, reasonable effect sizes, statistical and clinical significance, and a body of supporting evidence. The validity of conclusions
from research on interventions is based on a general progression from
clinical observation through systematic reviews of randomized clinical trials.” 27 This hierarchy of forms of evidence, in which randomized
clinical trials are the gold standard, may be difficult for many AI/AN
communities to achieve. The large sample sizes needed for “reasonable effect sizes” or “statistical significance” are not available in many
AI/AN community suicide prevention programs. Randomized clinical
trials may be unappealing to many communities, particularly with an
issue as sensitive as suicide prevention, because one group of community members would not be provided the intervention under study.28
In addition, Lawrence Green argues that randomized clinical trials do
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not accurately represent the circumstances of everyday life precisely
because they seek to remove contextual variables using “controls.”29 He
calls for an approach using “systems science,” which would seek to take
into account all the complicated variables that affect real-life health
care practice. This approach, “practice-based evidence,” would inductively develop evidence based on routine health care practices used on
the ground, rather than deductively developing hypotheses and testing
them in clinical trials.30
Organizations serving AI/AN communities have also called for
practice-based evidence, which uses real-life practice as a basis for
building evidence, as an alternative to the evidence-based practice
paradigm. In Oregon, AI/AN health care providers and communities
became concerned when legislation was passed in 2003 requiring that
crime prevention and some mental health programs be evidence-based
in order to receive state funding.31 Reflecting these tribal concerns,
the National Indian Child Welfare Association (NICWA) attempted
to shift the focus from evidence-based practice to practice-based evidence. NICWA is conducting a project titled “Practice-Based Evidence
(PBE): Building Effectiveness from the Ground Up,” in partnership
with the Native American Youth and Family Center (NAYA) and the
Portland State University Research and Training Center on Family
Support and Children’s Mental Health. The study partners write, “The
goal of the PBE project is to identify a framework and set of methods
for studying the effectiveness of culturally specific services provided to
urban AI/AN youth.”32
In response to the legislative mandate for evidence-based practice, the Oregon Indian Council on Addiction took a proactive stance
and decided that a position paper about tribal concerns with evidence-
based practice should be drafted.33 Caroline Cruz (health and human
services general manager at the Confederated Tribes of Warm Springs
Oregon Reservation) and Dr. John Spence (Northwest Indian Training
Associates) reviewed literature on establishing “best practices” in AI/
AN communities and collected data on tribal healing practices.34 In
their essay, they recommended that the state of Oregon allow tribes to
design their own research/evaluation tools and classify tribal programs
as “culturally validated and culturally replicated.” Taking these steps
would help tribes to build practice-based evidence for their own programs. The Oregon Addictions and Mental Health Division (AMH)
responded to tribal concerns in a brief position paper that stated,
“AMH does not believe that an evidence-based practice from the AMH
list should be assumed to be better than a culturally validated practice unless the assumption is supported by scientific evidence.”35 AMH
agreed to collaborate with Native stakeholders to define an expanded
framework for evidence-based practices that could be applied to tribes.
As a result, a panel of experts on tribally based practices and cul-
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turally appropriate evaluation methods was convened to create a separate review and documentation process for approving tribal practices
as evidence-based. Ms. Cruz and Dr. Spence serve as cochairs of the
tribal best practices panel, which developed criteria that were more applicable to AI/AN communities for each of the domains the state had
defined for evidence-based programs.36 For example, the state’s standard of “transparency” involved questions such as, “Who reviews the
evidence? Is the research understandable and fully described so it can
be replicated by others?” The panel’s definition of transparency from
a Native perspective was that a particular tribal practice had “longevity in tribal history” that was either documented or mentioned in oral
tradition. They defined “replication” in a Native context as “cultural
replication,” meaning that programs were passed down through generations. If an approach is accepted by elders and has been used for a
long time, then it has been culturally replicated within the community.
It may be difficult to replicate programs across AI/AN communities
because each tribe is different in its culture and history. The panel developed a form with its criteria for evaluating tribal programs, which is
available on the Oregon AMH Web site.37 Programs that are reviewed
and approved by the panel as meeting its tribal evidence-based practice
criteria are then accepted by the state as fulfilling the legislative criteria
for funding. The Oregon example illustrates the potential for tribes to
define their own standards of what counts as evidence, and shows that
productive collaboration with states and other funders of mental health
programs is possible.
AI/AN communities in other regions have also expressed concerns about evidence-based practice. Project TRUST in New Mexico
has advocated for increased emphasis on practice-based evidence and
recognition of “the importance of traditional cultural teachings and
healing practices.”38 Project TRUST is a partnership including behavioral health providers, community members, community organizers,
university faculty and staff, and organizations. It is aimed at improving behavioral health services for Native youth in New Mexico. In its
recent report, the partnership provides an incisive critique of evidence-
based practice: “It is also important to note that promotion and implementation of evidence-based practices is another form of institutional
racism because almost none have been developed with Native communities. This reality is clearly perceived by many Native American providers and community members, but is not often recognized by non-
Native providers, researchers, funding sources, and policy makers.
Furthermore, the practices developed by Native American providers
that are often deemed non–‘evidence-based’ are often not funded by
important policy makers.”39 Requiring AI/AN communities to use only
programs that have been established as evidence-based is problematic
because there is only one such suicide prevention program specific to
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AI/AN communities (American Indian Life Skills). Mandating that AI/
AN communities use evidence-based practices developed for other
ethnic groups is an extension of historical forced assimilation policies.
The U.S. government historically attempted to eliminate the unique
languages and cultures of AI/AN peoples and assimilate them into
the mainstream American population.40 Today’s Native communities
should not be required to use interventions that may be ineffective for
them just because those programs have been deemed evidence-based
in other populations.
Further, if AI/AN communities do attempt to adapt mainstream
evidence-based interventions to make them more specific to local contexts and culture, they may not produce the same results as they do
for other populations. Kimberly Ross-Toledo is the executive director
for the Coalition for Healthy and Resilient Youth in New Mexico and
was part of the Project TRUST partnership. She said, “By requiring
AI/AN communities to implement evidence-based programming and
alter it for cultural relevancy, the fidelity may be compromised and so
you won’t see the same result as in other communities. Then it looks
like you’re not doing the work appropriately, which impacts funding.
Evidence-based practice is another form of institutional racism—it’s a
policy and practice that sets us up to fail.”41 In their list of policy recommendations, Project TRUST members call for a shift in emphasis and
funding from evidence-based practice to practice-based evidence.
The issue of “fidelity” is important for tribes to consider if they
choose to adapt mainstream suicide prevention programs, as Kimberly
Ross-Toledo noted. Given the dearth of suicide prevention programs that
are specific to AI/AN communities, many tribes are choosing to adapt
mainstream programs for their local needs. According to SAMHSA’s suicide prevention guide for AI/AN communities, fidelity is defined as “the
degree to which a program or strategy is implemented as designed.”42
Communities choosing to adapt existing programs may need to balance tailoring the intervention to local needs with maintenance of the
core program features. One way to help maintain program fidelity is to
work directly with the developer of that program when making adaptations.43 Many types of adaptations will not alter the core features of the
intervention. For example, tribes could deliver suicide prevention trainings in their native languages, change minor details of role plays (e.g.,
the location of a conversation with a suicidal individual), or allow more
time for a training without compromising program fidelity. An additional consideration is that the definition of fidelity might be different for AI/AN communities. The tribal best practices panel in Oregon
defines “fidelity” as acceptance of a program by elders and community
teachers.44 Elders carry knowledge of tribal history, so if they validate
a program as consistent with traditional approaches, it has maintained
its fidelity over time.
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One potential challenge with practice-based evidence may be generalization across Indian Country. Evans, Connell, Barkham, Marshall,
and Mellor-Clark write that practice-based evidence in psychology has
traditionally been rooted in “narrative reports with . . . self-reflection,”
and point out that one weakness of such an approach is that it lacks
generalizability across different case studies.45 They suggest that local
service providers consider adopting “common approaches to data collection” and that local data repositories be combined to provide “large
or national referential datasets.” Such coordination across AI/AN communities might help to enhance the evidence base for culturally based
suicide prevention and other mental health programs. This type of coordination could be accomplished through the formation of regional task
forces including representatives from multiple AI/AN communities. A
regional task force could be convened around the issue of suicide prevention, and then data collection instruments could be developed for use by
all member communities. Another approach might be for regional tribal
organizations or tribal epidemiology centers to develop data repositories
in which information from all member tribes is included. The Northwest
Portland Area Indian Health Board (NPAIHB), for example, recently established a data repository.46 Standardized data points collected from all
member communities would be helpful in creating a data repository with
information that is generalizable across the included tribes.
Another challenge for AI/AN communities in conducting any
kind of evaluation, regardless of whether it is practice-based, is that
tribes have limited resources for program development and rarely have
funding left over for evaluation. Working together to evaluate programs and collect data may help AI/AN communities to make more
efficient use of limited funding. Tribes could form regional partnerships and then jointly apply for grants to fund suicide prevention programs and evaluations. These types of partnerships “would facilitate
cross-site evaluations,” or evaluations that include more than one tribe’s
data, according to Dr. Antony Stately, director of Mental Health,
Chemical Health, and Employee Assistance Programs at the Shakopee
Mdewakanton Sioux Community.47 For example, the Portland Area
IHS and the NPAIHB have spearheaded an effort to develop a five-year
regional suicide prevention plan designed to include the forty-three
federally recognized tribes in Idaho, Oregon, and Washington.48 The
planning team included tribal representatives, the IHS, the NPAIHB,
state health departments, state departments of education, universities,
regional tribal planning groups, and the SPRC. The planning process
included conducting a tribal suicide capacity assessment survey, which
examined the region’s readiness for engaging in suicide prevention
activities. The NPAIHB delegates passed a resolution supporting the
suicide prevention plan’s implementation in January 2009. According
to Dr. Stately, tribal and regional collaborations for suicide prevention

111

R E V I E W
S A
W I C A Z O
F A LL 2 0 1 2

112

“could help [grant] dollars go further and help tribes get the data that
they need for future funding efforts.”
Tribes could also collaborate to build their own capacity for conducting evaluations by holding joint regional trainings on “principles
of evaluation, including how to use simple data collection and analysis
software (e.g., Survey Monkey and Excel),” Dr. Stately suggested. Local
universities might be another source of assistance with evaluation for
tribes. If universities are working with multiple tribes, then some common data elements may be collected from all communities. Other data
elements might be tribally specific and not shared with the university.
In any tribal–university collaboration, Dr. Stately recommended that
tribes carefully protect their data from unauthorized use through developing memoranda of agreement or contracts stipulating the terms of
use. These agreements could also delineate which data elements will
be shared with a university, so that if there are specific elements tribes
do not wish to share, those could be excluded.
Federal funding agencies have recently become more open to
practice-based evidence and tribally developed suicide prevention programs. In SAMHSA’s suicide prevention guide for AI/AN communities,
evidence-based practices are defined as those that are “based in theory
and have undergone scientific evaluation.” In contrast, culturally based
programs are defined as “those that are grounded in tradition and supported by ‘anecdotal evidence.’”49 Acknowledging that culturally based
programs may not have been scientifically studied, the guide states,
“SAMHSA has responded to this challenge by encouraging grant applicants who propose a program that has not been formally evaluated
to provide other forms of evidence that the practice is appropriate
for the population of focus. Evidence for these practices may include unpublished studies, preliminary evaluation results, clinical (or other professional association) guidelines, findings from focus groups held with
community members, and other sources.”50 The IHS has funded AI/AN
communities’ programs through the Methamphetamine and Suicide Pre
vention Initiative (MSPI). The grant announcement invited communities
to develop action plans for “developing or enhancing and implementing
community-based, evidence, or practice-based transitional/discharge or
aftercare treatment strategies.” Grantees were also required to “include
culturally appropriate behavioral, policy, and community approaches to
transitional/discharge or aftercare treatment.”51
This openness to community-and practice-based prevention
efforts, and creative ways of evaluating them, is also evident in the
SAMHSA-f unded Native Aspirations program.52 The goal of this program is to enhance protective factors for healthy development and
reduce school violence, bullying, and suicide among AI/AN youth.
The Native Aspirations program offers participating communities the

option to either implement an existing intervention or to create their
own. Within existing interventions, communities are provided with a
“menu” of choices, including (1) “evidence-based,” (2) “practice-based,”
and (3) “culture-based” interventions.53 These three categories parallel
those of the First Nations Behavioral Health Association’s (FNBHA)
catalog of “effective behavioral health practices for tribal communities.”54 The catalog groups interventions into three main categories:
(1) evidence-based practice, which includes programs listed in NREPP
(e.g., American Indian Life Skills, which is a suicide prevention curriculum,55 and Project Venture, a program aimed at preventing alcohol,
drug, and tobacco abuse among Native youth56); (2) practice-based
evidence, which includes AI/AN developed programs that are made
available to Indian Country but that do not have evaluation data; and
(3) local cultural and spiritual practices. Thus funders are becoming
increasingly open to approaches outside evidence-based practice.
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Building an evidence base for local, cultural interventions—that is,
creating practice-based evidence—can be a challenging task. AI/AN
communities are using many creative strategies for doing so. Key informants consulted for this essay had a number of techniques they use
and recommendations for other communities about evaluating tribally
based programs. A common theme was that traditional methods of
research used for “evidence-based practice” often do not work well for
the evaluation of tribally based programs. As noted above, many communities lack the large sample sizes required to demonstrate statistical
significance, and randomized clinical trials are often unfeasible because
of small community size and cultural values that preclude the withholding of a promising intervention from some community members.
Rather than viewing tribally based programs as “projects” with discrete
endpoints and outcomes, Kimberly Ross-Toledo said that evaluation
should look at the broader process of change for program participants:
“What is important in the process of programs is changes in attitude.”57
According to Ross-Toledo, an evaluation should ask participants questions such as “Did the program change how you look at your situation?
Do you feel like you have the resources and assets in your own life to
significantly change your health outcomes? How will you use what you
learned in this program in your everyday life?” She noted that, importantly, these types of questions focus on how a program ultimately affects participants’ lives. Ross-Toledo suggested that assessments of participants’ sense of “self-efficacy” and ability to access resources could be
conducted before and after the implementation of a suicide prevention
program.
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Measuring changes over time is a useful framework for developing
evaluation plans for suicide prevention programs. Questionnaires, surveys, or interviews can be conducted at the individual or community
level to assess changes that occur after the implementation of a suicide
prevention program. Along these lines, the most common evaluation
strategy suggested by our key informants was to ask program participants to answer questions about their knowledge, attitudes, and beliefs related to suicide prevention before and after the program (i.e., a
pretest and posttest). For example, Dr. Clayton Small uses a pre-and
posttest in his highly regarded program, Native HOPE (Helping Our
People Endure). Native HOPE is a “peer-counseling (youth helping
youth) curriculum that focuses on suicide prevention and related risk
factors such as substance abuse, violence, trauma, and depression.”58
The program is strengths-based and “incorporates culture, spirituality,
and humor, as well as awareness and education of the warning signs
of suicide.” Native HOPE has been recognized by SAMHSA as an effective culture-based program, and as such, has been included in the
menu of options for communities in the Native Aspirations program.59
Although the program has developed a strong reputation for success,
Dr. Small and his staff do not have adequate funding to analyze the results of the pre-and posttests to generate comprehensive efficacy data.
Hiring companies that provide evaluation services can be expensive.
Questions about suicide prevention can be very sensitive, and
so pre-and posttests could include questions about less sensitive topics. Planting Seeds of Hope, the suicide prevention program of the
Montana–Wyoming Tribal Leaders Council, conducts a combined life
skills/basketball camp as part of its suicide prevention efforts. Youth
participating in the camp take a pre-and posttest, which includes self-
assessment questions about their basketball skills interspersed with
questions about knowledge and attitudes related to suicide prevention.
This integrated questionnaire is an attempt to sensitively deal with a
“very touchy subject,” according to Don Wetzel Jr., project director for
Planting Seeds of Hope.60
Follow-up with suicide prevention program participants could also
be conducted through surveys several weeks or months following the
intervention. For example, the Alaska Native Tribal Health Consortium
(ANTHC) team that is conducting ASIST61 trainings around Alaska is
developing a telephone survey that will be administered a minimum of
nine months after the training.62 This longer follow-up time provides
the opportunity to collect data on the longer-term impact of suicide
prevention programs. The ANTHC team will assess what information
participants have retained from the training and will ask whether it has
been useful in their personal and professional lives.

Finally, the impact of a suicide prevention program on a community could be measured using the community readiness model. This
model was developed at the Tri-Ethnic Center for Prevention Research
at Colorado State University to assess a community’s readiness for addressing an issue. The model includes nine stages of readiness, ranging from “no awareness” to “high level of community ownership.”63
Specifically, it is a “method for assessing the level of readiness of a community to develop and implement prevention programming.” On a fee-
for-service basis, the Tri-Ethnic Center for Prevention will work with
communities to develop and conduct a tailored community readiness
assessment. Planting Seeds of Hope worked with the center to develop
its own assessment, and have used it to measure the stages of community
readiness for suicide prevention programming over the years. The initial approach they used was based on the community’s readiness stage,
and in subsequent years the stage has shifted as suicide prevention programming and awareness efforts have been implemented.64 Thus community readiness assessments can be conducted regularly over time to
measure changes in community awareness and attitudes resulting from
suicide prevention programs.
Qua ntitati v e a n d Qua litati v e

S A
W I C A Z O
F A LL 2 0 1 2

The ultimate goal of suicide prevention programs is to decrease the
number of suicide attempts and completions in a community. For this
reason, programs might be assessed through collecting quantitative
data on the number and prevalence of individuals with suicidal ideation,
suicide attempts, and suicide completions before a program is implemented and periodically thereafter. However, there are many potential
problems with these types of data. First, it may be difficult to distinguish between a true increase in suicide ideation/attempt/completion
and increased reporting of these phenomena. Programs that succeed in
increasing awareness about suicide may also result in increased reporting. Second, data on suicide completions may not be current. States
and localities vary in their data collection infrastructure, and so it may
be difficult to obtain up-to-date data on suicide rates. In fact, it may
take several years until data are compiled that can be compared before
and after the program was implemented. The time delay in data being
entered into the trauma registry and vital statistics system in the state
of Alaska, for example, is one challenge for evaluation of ANTHC’s suicide prevention efforts, according to Jessica Hagan, epidemiologist at
the Alaska Native Epidemiology Center, ANTHC. She said that time
lags in suicide surveillance were “not a unique problem for Alaska, but
for tribes across the country.”65 Finally, data collected through clinical
systems may not reflect the actual prevalence of s uicide attempts in
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a community. For example, if data are collected using hospitalization
records, then individuals who attempt suicide but are not hospitalized
would not be counted, as noted by Don Wetzel Jr.66
Given some of the problems with collecting data directly on suicide attempts/completions, communities might consider other quantitative measures to evaluate the impact of their suicide prevention efforts.
The prevalence of other behavioral health risk factors for suicide, such
as substance abuse and depression, could be measured regularly before, during, and after the implementation of a suicide prevention program. On the other hand, protective factors could also be measured.
Kimberly Ross-Toledo suggested that data be collected on “school
bonding” and “community bonding.” Native youths’ attitudes about
their community and their sense of belonging in it could be assessed as
part of pre-and posttests for a suicide prevention program.67 Rates of
screening and referral for depression and suicidal ideation could also
be measured.68 For example, one useful measure might be the number of youth referred to behavioral health services by tribal staff who
wind up participating in suicide prevention training. This measure is
tracked by Macro International Inc., which is conducting the cross-site
evaluation for tribal grantees in the Garrett Lee Smith (GLS) State and
Tribal Youth Suicide Prevention Program.69 Macro International also
attempts to track how many of the referred youth receive behavioral
health services within three months. Tracking referrals and services received can be challenging because of patient privacy regulations70 and
may require the development of data-sharing agreements with local
IHS or tribal behavioral health clinics, according to Anupa Fabian at
Macro International. In addition, it may be difficult to interpret data
for individuals who do not receive follow-up services, given the multiple reasons for a lack of follow-up (e.g., stigma surrounding mental
illness, barriers to accessing behavioral health services, and individuals’
personal choices not to keep these appointments). Thus the impact of
suicide prevention programs on intermediate outcomes related to suicide, such as rates of depression, substance abuse, violence, and bullying, could be measured.71
Quantitative data can be collected related to the process of suicide prevention programs themselves, such as the number of trainings, participants, and results from participants’ satisfaction surveys.72
Macro International also collects these kinds of data. A comprehensive evaluation plan might include both direct measures of suicide attempts and completions as well as other related variables. For example,
ANTHC’s evaluation plan includes measuring rates of suicide attempts
and completions over time; a follow-up phone survey with ASIST training participants; an assessment of their media campaign; evaluation of
a culturally adapted version of an existing suicide prevention training
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(Critical Incident Stress Management); and a survey instrument for attendees at educational events.
Qualitative data can complement and contextualize quantitative
data. For example, as noted above, an increase in the number of reported
suicide attempts may actually demonstrate that a suicide prevention program is working, indicating increased awareness. Interviews with community members and behavioral health staff about their perceptions of
suicide prevention awareness in the community could help shape the interpretation of quantitative suicide-related data. Similarly, quantitative
data could be presented to community members, and their input could
be sought on how those data should be interpreted. Qualitative data can
also provide a richer portrait of a suicide prevention program’s impact.
For example, some Native HOPE participants have been involved in
videography, or “digital storytelling.” In this type of data collection,
Dr. Clayton Small said, “you actually get to see and talk to the individuals involved. You hear their stories of overcoming barriers, that’s
the power of it. Stories like that excite and motivate you.” 73 Personal
accounts of program participants may also be compelling to policy
makers, which can help AI/AN communities advocate for resources to
support tribally based suicide prevention programs. Many of the interviewees commented that qualitative approaches capture personal
narrative data that may be missed using quantitative methods alone.
In-depth interviews and participant observation74 can help evaluators
to find themes and impacts they may not have anticipated beforehand.
Thus an inductive approach to data collection and analysis—that is,
having no preconceived hypotheses or assumptions—can help further
identify innovative or unexpected “best practices” in suicide prevention
programming for AI/AN communities.
In Oregon, NICWA, NAYA, and their partners at Portland State
University have used qualitative methods in their project on practice-
based evidence. Using community-based participatory research methods, they conducted several focus groups with a broad set of stakeholders to determine their definitions of “success and well-being” for
urban AI/AN youth.75 These focus groups yielded a number of indicators of success that community members identified and that the research team labeled “value-based.” Connectedness to AI/AN cultural
identity, spirituality, and community were among these indicators. The
research team then conducted an extensive literature review to see
how community-defined success indicators were linked to “empirically-
based outcomes and/or distal (long-term) outcomes recognized by
researchers, policy-makers, and the larger society.” 76 One such distal
outcome was reduced rates of suicide, which was linked in the literature
review to several “value-based” indicators named by focus group participants: positive cultural identity, reduced perceived discrimination
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(from non–AI/AN people), hope, and spirituality. As noted above, intermediate outcomes are useful in evaluating suicide prevention programs because it is not always possible to immediately assess programs’
direct impact on suicide prevalence. The Oregon research team cogently argues why intermediate outcomes are important:
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Intermediate, value-based variables can often be as important to cultural communities and community organizations as distal outcome achievement. Examining the relationship between these intermediate, value-based variables
and more distal outcomes is an important strategy for both
building evidentiary support for agency interventions and
supporting the theoretical framework of a program’s approach. The development of robust literature support for
agency practice also allows providers to take stakeholder
input on milestones and outcomes that have significance
to specific community and cultural stakeholders, and to
create linkages between them that fortify the connection
between research and program development. Researchers
can in turn utilize literature connecting intermediate
and distal outcomes in order to provide agencies with
improved arguments for concentrating on community-
and culturally-defined outcomes that are shown to be
connected to outcomes widely valued by funders, policy-
makers, and the wider society.77
Importantly, intermediate outcomes could also be helpful in marshaling funding if they are clearly linked to distal outcomes, such as reduced suicide prevalence and incidence. Linking intermediate and distal
outcomes is cost-effective because direct evaluation of distal outcomes
can require expensive longitudinal studies. In sum, a combination of
quantitative and qualitative data collection is likely to provide the most
complete assessment of a tribally based suicide prevention program’s impact. There are a number of creative strategies being used for evaluating
suicide prevention programs in AI/AN communities. However, there
are also many obstacles that communities face in conducting program
evaluation, including a lack of resources, narrow scientific standards of
evidence, and the sensitive nature of data related to suicide.
P o l i c y a n d P r ac t i c e
Recom m e n dation s

AI/AN communities will be better able to evaluate their suicide prevention programs if key policy changes are implemented at the federal
and tribal levels. Below, we offer policy and practice recommendations
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1. Fund evaluations of tribally based suicide prevention programs.
As noted above, many of our informants commented
about the lack of resources for evaluation. Tribes
struggle to find support just for developing their own
suicide prevention programs or plans, so evaluation
is often not possible. Evaluation is part of the current
SAMHSA-and IHS-f unded grants and programs for
tribal suicide prevention, including GLS, MSPI,78 and
Native Aspirations. However, tribes that are not involved with those programs do not benefit. It may be
useful to establish separate grants just for the evaluation
of tribally based suicide prevention programs, along
with continuing to fund evaluation components of
programs such as Native Aspirations, GLS, and MSPI.
Project TRUST members also call for increased resources for evaluation. They ask policymakers to “fund
the implementation and evaluation of ‘promising’ and
community based practices for Native communities.” 79
Key informants consulted for this essay felt that once
adequate resources were provided for evaluation, evidence would emerge that tribally based approaches to
suicide prevention are effective. Gerry RainingBird of
the SPRC said, “Our tribes have always had practice-
based evidence, passed down through oral history
and through appropriate behavior and actions, thus
reaffirming the protective factors in our communities. SPRC emphasizes this point, that there needs to
be room for practice-based evidence. Once resources
have been designated to document [traditional tribal
approaches], then that will show that these protective
factors inherent in Native culture are a valid approach
and method.”80
2. Provide outside evaluation services to communities. While funding is helpful, communities may benefit more directly
from offers of outside evaluation services. Federal
agencies, for example, could contract with evaluators
to provide technical assistance to tribes for evaluating
their own suicide prevention programs. Such contracts
would be independent of existing contracts for evalua
tors to work with tribal grantees in the GLS, MSPI,
and Native Aspirations programs. In particular, outside
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evaluation services could be offered to tribes that have
developed their own unique, local suicide prevention
efforts. Such local programs are often difficult to evaluate because they are not part of larger projects involving
several communities. Dr. Monique Smith commented
that communities have already done substantial work in
developing their own suicide prevention programs, and
they may not have further resources to then conduct
evaluations.81 Dr. Smith previously was the administrative clinical director of United American Indian
Involvement Inc. in Los Angeles. She said that rather
than asking communities to collect quantitative data on
their suicide prevention programs, it would be helpful
for funding agencies to provide consulting statisticians
or researchers to conduct evaluations. She also said that
communities should not have to make changes in their
programs to fit the criteria of a set evaluation form, as
doing so could decrease program efficacy. Outside
evaluators should be carefully chosen, reputable, respectful of tribal sovereignty and ownership of data,
willing to work with tribes as equal partners, culturally
sensitive, and understanding of the unique contexts of
AI/AN communities.
3. Broaden the definition of acceptable evidence. A common
theme throughout the literature review and key informants’ comments was that tribes are not always able to
meet the criteria for evidence-based practice, and that
practice-based evidence or other kinds of data should
ideally be accepted by funders. AI/AN communities
may not be able to meet the criteria for evidence-based
practice for a variety of reasons, as discussed above.
Federal agencies are becoming more open to practice-
based evidence for AI/AN communities. We support
this trend and recommend continued dialogue with
AI/AN communities about what should count as evidence for the purposes of program evaluation and grant
funding. In our experience, AI/AN communities are not
opposed to scientific studies, and in fact, they actively
seek out high-quality data that can help to improve
program effectiveness. The research methods used to
evaluate AI/AN community programs need to be culturally appropriate but can still be rigorous. We expect that
if AI/AN communities are provided with resources and
technical assistance for evaluation, the rigor of evidence
they collect should increase over time.
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4. Maintain tribal confidentiality, such as through aggregate data
collection. Tribal grantees are often required to provide
data to funders. Suicide is a sensitive topic, and so some
tribes may be reluctant to share their data. As noted
above, evaluation and data collection are important
for establishing program efficacy and generalizing
“best practices” across Indian Country. For this reason, we encourage tribes to evaluate their programs
when possible. However, we also recognize both the
sensitivity of suicide-related data and tribal rights to
limit data access. In balancing the need for data with
tribal confidentiality concerns, we recommend that
funders be flexible in their requirements for tribal data.
According to Anupa Fabian at Macro International, one
compromise could be to allow tribes or tribal consortia
to provide aggregate data for an entire community (or
group of tribes) so that specific individuals or tribes are
not identified. Macro International has accepted aggregate data for a few grantees in the cross-site evaluation
for the GLS program. All tribal grantees are required
to participate in the evaluation, and Macro staff attempt to balance SAMHSA’s need for data with tribal
concerns about confidentiality by collecting aggregate
data in some cases.82 This approach might lessen tribal
concerns about confidentiality and facilitate aggregation of data across Indian Country. Aggregate data
collection is likely to be most useful for quantitative
variables such as the rates of suicide attempts or completions, which are particularly sensitive data points.
Some kinds of data however, such as depression screening rates or numbers of individuals participating in suicide prevention programs, might not be well-suited for
aggregation across tribes. Communities using different
suicide prevention programs will likely have differing
outcomes that may be incomparable and thus difficult
to aggregate.
5. Develop tools for tribes to share data securely with one another,
such as a password-protected Web site. Tribes often look to one
another for ideas and tools for developing suicide prevention programs. The SPRC, which provides technical
assistance to GLS tribal grantees and other Native communities, has launched a private Web site for current and
former grantees.83 This site allows tribal suicide prevention grantees to share information with one another,
including sample brochures, policies, and other suicide
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prevention program details. It provides a model for
how tribes might share their data but avoid making that
data public. Such a Web site could perhaps be a useful
tool more broadly in Indian Country for tribes to assist
one another in developing creative evaluation strategies and suicide prevention programs. A central, secure
data portal for suicide prevention program evaluation
data might also help show which approaches might be
useful across Indian Country.84 If such a portal were
developed, tribes would also need related technical assistance and training to use it. This training would need
to include information on protection of tribal data and
identifiers as well as patient confidentiality, particularly related to compliance with the Health Insurance
Portability and Accountability Act of 1996 privacy and
security rules.
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Conclusion

Suicide is a major health challenge for AI/AN communities. Multiple
strategies will be required to address this epidemic. AI/AN communities are developing unique and creative local programs for suicide
prevention. Support of these programs is critical: while there are common factors underlying suicide throughout Indian Country, the context and culture of each community is unique. Evaluation of tribally
based suicide prevention programs is important for establishing their
efficacy and advocating for increased funding. There are a number of
innovative approaches to evaluation that communities might consider,
as described above. A coordinated effort among AI/AN community
leaders, policymakers, and health care providers is also important in
establishing an evidence base for tribal suicide prevention programs,
as we have noted in our policy recommendations. Although the suicide epidemic in Indian Country is a daunting challenge, there is hope
for the future because of the tireless work of tribal leaders, community members, policymakers, agency staff, and health care providers,
who are working to foster wellness and greater resiliency in AI/AN
communities.
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