
In the Alaska villages, the regional health corporation, YKHC, located in Bethel, provides on-call crisis 

support in the form of debriefing teams that fly into communities following a violent death or trauma 

(e.g., suicide or homicide). When such an event occurs, the community notifies the YKHC Behavioral 

Health Department, which mobilizes a crisis response team. One respondent noted, 

“[The] debriefing that YK[HC] provides, that really made a big difference when a 

lot of other people want to help total strangers, even organizations like YK[HC], 

that’s such a tremendous support for villages and for individual families or 

individuals.” 

In addition to providing postvention or intervention after a suicide, YKHC supervises the local BHAs and 

has a team of itinerant behavioral health clinicians who travel monthly or bimonthly to the villages for 

1–2 days at a time. As the BHAs are limited in scope, the itinerant clinicians help to round out the 

behavioral health services available within the village. One respondent described an increase in village 

behavioral health services provision as a result of assistance from the YKHC:  “YKHC has provided a 

whole bunch of behavioral health services after, I think, 2007 and they’re getting more people involved in 

trying to get behavior-type issues understood.” 

Mission trips from visiting churches can also be forms of external support. Mission trips are regarded as 

a suicide prevention resource because of the positive engagement they provide, particularly for young 

people. One participant cited an ongoing relationship his community has had with a church group from 

“the lower 48.” For the past several years, the church sent a group of members to the village during the 

summer to support youth service projects and to provide positive activities and engagement for youth. 

This participant describes, “they were here working with a whole bunch of kids, giving them a whole 

bunch of activities to work on.” 

As valued as all of these external resources are, several respondents in western Alaska voiced concern 

over the limitations and lasting impact of temporary help coming in from the outside. Noted one 

community member, 

“Once they leave, even though they came, it needs to be the community that can 

work together as a community alone. Because they’ll just come in and help us, 

but that’s where it begins that the community needs to understand that they 

need to work together as a team to help each other out.” 

 

Barriers and Facilitators to Suicide Cluster Prevention and 
Response 

Community members reflected on the factors that hindered or facilitated suicide cluster prevention and 

response efforts in their own communities. Respondents reported leadership, capacity (e.g., human 

capital, funding, and services), and implementation challenges affecting community-level prevention 

and response/recovery efforts. Respondents also identified shifts in perceived self-sufficiency and social 

norms (e.g. increased role of elders, decreased individual complacency) to explain the community’s 

response to suicide. 
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Community Perspectives on 

Shame and Suicide Prevention 

“It’s like the word suicide is poisonous 

or something.” 

“Most youth won’t go to the mental 

health clinic. The stigma and shame 

keeps people away.” 
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Community-Level Barriers 

 Limited human capital, 

funding, and services 

 Need for surveillance 

 Lack of coordination 

 Lack of an evidence-base for 

suicide cluster prevention in 

tribal populations 

 Role of the media during a 

suicide cluster 

B a rri  e rs  

Respondents identified the following barriers to suicide prevention: 
 

 Lack of a standardized or community-based reporting and surveillance system. Such a system 

is needed to help communities understand the nature of 

suicide clusters and how to best address the problem. 

 Lack of coordination across grant and tribal programs. 

Lack of coordination results in missed opportunities to 

streamline and maximize the impact of services, 

resources and programs. One source noted, “There were 

definitely a lot of service issues in terms of which 

community programs wanted to provide which services 

to different populations … it seems like there was a 

competitiveness in terms of who wanted to provide 

services to whom, and nobody knew how each program 

should go about doing that.” 

 Access to appropriate evidence-based services. 

Evidence-based suicide prevention services for tribal 

populations are limited.  One community member explained that, while adaptation may often 

be necessary across tribes, the tendency to encourage a “tribal adaptation” that can be applied 

to all AI/AN populations is inappropriate. Fidelity to the evidence-based program may be lost as 

each community makes their own adaptations, and a “one-size fits all” approach cannot account 

for the unique factors that distinguish one tribal community from another (Wexler & Gone, 

2012). 

 The role of the media and media messaging. Lack of coordination on media messaging during 

the suicide cluster in the New Mexico resulted in inaccurate reporting about the event. In 

addition, media sources released graphic details about the deaths and “were reporting these 

numbers about the devastating life conditions on the reservation, the negative lifestyles that 

were taking place” said one community member. Community members believed this to be 

irresponsible. Eventually, community members reached out to news outlets (television stations 

and newspaper/print journalists) and invited them into the community to correct inaccurate 

reporting, as well as to discuss the type of information that needed to be withheld from the 

public. 

 Ongoing shame. Shame around seeking 

behavioral health resources, or even discussing 

suicide and prevention approaches, is pervasive 

in these communities. Nearly every respondent 

identified ongoing embarrassment, fear, and 

shame as an impediment to accessing behavioral 

health resources. One respondent noted, 



Community Perspective on Grants 

The shelf life for grants are pretty low. You 

only have a handful of years to make an 

impactful change. And it’s hard to really do 

that, especially in communities where maybe 

their readiness level just are not—they still 

need to be built up. 
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“Nobody just wants to talk about it; they just want to ignore it and hide it and not talk about it.” 

In one community, some suggested that shame is rooted in a “culture of silence” on the topics of 

death and dying that ultimately contributes to lives lost. One community member suggested 

that youth experience a combined sense of hopelessness and shame that prevents them from 

seeking behavioral health care: “they feel so hopeless, there’s no hope ….There’s no tomorrows.” 

Other respondents suggested that youth feel that “people will look down upon them” and that 

there is a “myth that people are crazy if they ask for help.” 

 Lack of existing behavioral health services and funding. Even when an individual overcomes 

shame and self-identifies as “at risk,” the available services in rural communities are often 

insufficient. Inadequate capacity in the form of funding, human capital, and service availability 

impedes suicide prevention and response/recovery efforts. In the New Mexico community, 

there is a mental health clinic with one full-time psychologist to provide mental health services 

to thousands of youth and adults. Insufficient funding for services was also identified as a 

barrier. One community member reported, “To provide services, it takes either volunteer work 

or somebody that wants to help the community but they want compensation.” Even when 

communities request assistance from outside, it costs time, effort, and money. As one villager 

explained, “Trying to get others to see what the community is going through, they have to go out 

and travel, talk with others, provide capacity building training. If you want services to come out 

here, you have to provide travel for them to come out. You have to give them a place to stay.” 

Respondents reported a lack of behavioral health and law enforcement personnel trained in 

suicide prevention or as gatekeepers. One of the villagers in a community without a 

subregional-level clinic, shared, “We haven’t had a behavioral health worker for a while.” 

 Lack of sustained interest and engagement in suicide prevention as a priority. Community 

members described that turnover in tribal leadership often meant the end of suicide prevention 

efforts that were no longer considered to be a priority. In western Alaska, respondents saw 

current village leadership as a hindrance to prevention, and response and recovery efforts. A 

member of one community explained that tribal leadership was too reactive. Whereas leaders 

provided support during a crisis, they did not anticipate needs, plan, or implement upstream 

approaches to prevention. An upstream approach, which typically involves collaborative 

assessment, planning, and implementation, would address the underlying roots of problems, 

often by providing opportunities for cultural learning and connectedness. Some suggested that 

some leaders engaged in self-destructive behaviors resulting in high turnover in the tribal 

administrator position. According to one community member, the lack of leadership has been a 

problem in one community for, “give or take 

about the past 10 years.” In different tribal 

communities, lack of leadership can be both 

literal (i.e., vacancies in tribal administration 

due to turnover) and figurative (i.e., lack of 

greater commitment by tribal leaders related 

to suicide as a priority). 
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Sources noted that once funding for a suicide prevention grant ends, the people involved in any 

given program seek out new sources of employment: “[They think] ‘We’ve done it, the money is 

gone, let’s move on to something else that we can get employment with.’” One source 

explained that having a grant is no assurance that a tribe will make suicide prevention a priority. 

Priorities change with tribal elections and the ebb and flow of grants: “The grant is gone, the 

people are gone, the people that were trained are gone, and let’s move on to something else.” 

Fowler and colleagues noted similar barriers in their epidemiological investigation of a youth 

suicide cluster in Delaware (2013). 
 

F ac i l it  at o r s 

Community members identified factors that facilitate the prevention of and response to suicide clusters: 

familiarity and closeness between families and villages and culturally congruent and positive messaging. 

Related to messaging, one person shared, “All of our families want to hear something positive when 

we’re feeling down and out and depressed [during a suicide cluster event].” 

To facilitate response/recovery efforts (and 

echoing CDC’s recommendations), respondents 

described the importance of coordination among 

local entities (e.g., regional health clinics, VPSOs, 

and community members) and having substance 

use and mental health services available in the 

community. When describing the benefits of 

coordination, one respondent shared, “YKHC has 

provided behavioral health services after 2007 and 

they’re getting more people involved.” Another 

respondent described the advice he received: 

“We should not keep this big issue to ourselves, 

but try to get more people involved at the regional 

and state level.” 

Respondents reflected on their communities’ 

growth as a result of responding to and recovering 

from suicides. In doing so, they identified 

spirituality as a key asset in the recovery process. 

One respondent described gatherings after a 

suicide: “They have meetings at their personal 

house … to try to help our community in times of 

tragic moments, like suicides. They do it spiritually 

by singing.… The group gets bigger and bigger, so the gathering [is accepted] and I don’t see anything 

wrong with that.” Another respondent described: “I’ve noticed our community has grown a lot more 

spiritually.” 

 

Facilitators of Suicide Cluster 

Prevention and Response/Recovery 

 Familiarity and closeness between families 

and villages 

 Culturally congruent and positive 

messaging 

 Coordination between local, regional, and 

state-based health service providers 

 Availability of subregional behavioral and 

mental health services 

 Increased communication about suicide 

 Coordination between community-based 

and external prevention programs 

 Availability of cultural activities 

 Support from the tribal council 
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In the New Mexico community, one of the most significant facilitators spurring recovery was the 

willingness of the tribal council to declare a state of emergency to secure needed resources for the 

community. The tribal council also sent leaders to every department head to ensure presence and 

representation at tribal meetings where the suicide cluster was discussed. 

Respondents identified (1) increased communication about suicide and (2) increased willingness to talk 

about personal problems in general, as characteristics that strengthen suicide prevention efforts. One 

community member reflected, “The biggest help is getting the message out.” Communication is still a 

major problem, yet respondents note that there have been inroads. One respondent commented, “You 

think Eskimos don’t talk about their problems a lot, but in these few years things are starting to change, 

people are starting to talk more.” 

Respondents described the importance of integrating cultural activities into the village life to keep youth 

engaged and to spread suicide prevention messages. Examples of such activities included beading, 

making harpoons, making parkas and mukluks (fur boots), picking berries, going on camping trips, and 

taking nature walks.  These activities served as an opportunity for community members and youth to 

talk about suicide as well as reestablish ties to cultural traditions. One community member reflected, 

“There was a suicide in August and that was about the time that they were having the annual tundra 

festival.… They brought up the subject of suicide during the festival, which was good.” Community 

members from surrounding villages attended some of the larger events, thereby increasing the potential 

to spread suicide prevention messages. 

With the recognition that schools are an ideal setting for reaching youth, the communities have worked 

with the schools to formally integrate cultural programming, including Native language classes, Native 

studies, and traditional arts and crafts, into the school curriculum. 

One community identified law enforcement as a potential resource and facilitator of prevention. As the 

first responders to every attempt and death by suicide, officers have a wealth of service/call data on 

factors that can inform prevention. One respondent noted, “They record tons of information about the 

actual event itself. So they have a lot of really rich event level data in terms of say, demographic 

information.” They added that law enforcement knows whether drugs or alcohol were involved and 

they collect historical information from family members. This information could be used to identify 

patterns in ideation, attempts, and deaths by suicide, to better identify at-risk youth and families. 

 

Community Recommendations to Enhance Suicide Cluster 
Prevention and Response 

Recommendations to enhance suicide cluster prevention and response are summarized below. 

 

P r io r it iz e C o ll a b o r at iv e an d  C u lt u r al ly - b a s e d  Sui c i d e 
P re v e n t i o n E f f o rts   

Prioritizing suicide prevention and related activities was a strong theme across communities. 

Community members suggested that progress related to suicide prevention—such as the degree of 
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community emphasis and awareness about risk factors for suicide—seemed to ebb and flow based on 

the funding for prevention programs and current tribal leadership priorities. While advocating that 

suicide prevention should be a consistent priority within the tribal leadership, one source noted, 

“We need more leadership activities to inspire youth to change their life course. 

Sometimes I think our community forgets that a tribe’s legacy rests in its children 

and not in how well tribal enterprises operate.” 

Participants suggested that there is a critical need to educate community members about the risks for 

suicide and to build awareness of programs and resources for suicide prevention. Community members 

reflected that education and awareness building are important to address the shame surrounding 

suicide that prevents help-seeking. One person said, “It’s time to break the silence and totally bust that 

taboo. That’s my firm belief. And educate young kids, youth, and young adults.” 

Community members underscored the importance of involving youth in prevention efforts. One 

community member who attended a statewide youth leadership summit in Anchorage with a young 

person from her community suggested that young people need many more such opportunities, so that 

they could “get ideas on how to use their thinking caps.” Others stressed the importance of involving 

youth in prevention planning. A villager noted, “If they would involve the youth Natural Helpers and 

student council, if they would invite that group to the meeting, I think it would be helpful because those 

youth would help bring out the awareness to the other students.” Another described the value of 

involving youth, “[This is] the first time that the community actually asked the youth. I think this is going 

to go a long way.” Another respondent described an approach to conducting suicide prevention 

presentations for youth: 

“I tried to go through every scenario I could [as to] why kids committed suicide 

over the years, the ones that stood out and why kids might have done this…[I] 

reiterate to the kids if they see their family or friends in suicidal mode, not to 

leave them and seek further help and not to feel like a tattletale about asking for 

more help … I ask them to look out for one another and not feel like a tattletale 

if their family or friend is feeling suicidal.” 

More generally, several respondents voiced a need for community members to come together and work 

cooperatively for the benefit of the youth. As one respondent said, “Community leaders and the elders 

are needed to come together to assist and help the young people so that suicide can be prevented.” For 

some, this involves strengthening leadership and communication channels. As one community member 

said, “We need more rich leadership involvement and communications, everybody communicating 

more.” Another, too, saw the need for leadership to step up: “I guess it’s the policymakers that have to 

do their part in trying to help, also assist in solving the problems in the community, along with the 

resources that are available that are willing to help as a whole.” In part, this was seen as an issue of 

tribal self-determination: “The community must come together and acknowledge their capabilities and 

strengths to solve problems relating to some things that need to be addressed, like violence.” Village 

respondents had clear recommendations about which community members should come together and 

be involved in communitywide planning for suicide cluster prevention and response. One person 



 

suggested, “We would need our tribal council, our school, public safety, and our communities, I think that 

that’s all we need to make our suicide prevention plan, and it would work fine that way with lots of 

communication with each other.” 

Community members repeatedly emphasized the importance of ensuring that suicide prevention 

programs be developed and implemented with a clear understanding of the specific cultural context of a 

given tribal community.  For example, one participant noted, “The construct of death and dying [is] 

really different in Native communities versus mainstream.” Another source from the same community 

noted that his community did not speak of death and dying and, thus, effort must be made to 

collaborate with and engage tribal leadership and elders in developing suicide prevention approaches 

that could be successful in this cultural context. 
 

I n cr e a s e A cce s s t o B e h av io r al H e alt  h S e r v ic e s 

Community members advocated for expanded access to behavioral health services, including increasing 

the availability of behavioral health workers, programs, and services, and building awareness of such 

programs. One respondent explained, “We need to be identifying where [youth] can go, [who youth] 

can talk to … or just go to a place where you can talk to [someone] who you trust can be helpful or a 

benefit for you for calming yourself.” In the villages, some suggested that the solution may be to ensure 

that there is a BHA in every village. Overall, participants provided mixed responses regarding whether 

the BHA needs to be someone who is a community member. While some suggested this was not 

necessary, others suggested that it is critical for behavioral health services to be provided with a clear 

understanding of community values and culture; thus, it would be useful and important for the BHA to 

continue to be someone in the community. The challenge, one respondent said, is that confidentiality 

can be hard to maintain: 

“It doesn’t have to be someone we know because some people are—I don’t 

know how to come up for a word for it, but they don’t really trust that worker 

and they don’t want to go over to them and talk to them because they know 

them, you know what I mean?” 

In the tribal community, participants suggested that having more full-time behavioral health in the 

schools and community would promote suicide prevention as a priority. One source noted that greater 

awareness and cooperation is needed, and recommended “helping the mental health clinic become fully 

staffed, getting faster hiring approval for these clinicians, and ensuring faster Medicaid approval for 

persons referred to residential treatment centers.” 
 

D e v e l o p Co m m uni t y Y o ut h Ce nt e r s 

In the western Alaska community only, 

participants indicated the need for an indoor 

central gathering space or hall where youth and 

community members could meet and hold events 

or organize activities. Indoor space for such 
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Respondent Recommendations 

 Prioritize collaborative, culturally-based 

suicide prevention 

 Improve behavioral health services 

 Develop community youth centers 

 Improve surveillance 
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activities, especially highly valued during the long winter months, is severely limited across 

communities. For example, in one community, youth activities that are not school-related are usually 

organized in the community’s laundromat, a cramped and crowded space ill-suited for youth events. 

One respondent explained, 

“If the community had a community hall where we could hold the suicide 

prevention gatherings, everything would be much more accessible and 

reasonable, just because especially during the long winter days…the community 

tends to get bored and because there’s not really any other things to do…. 

There’s just nothing to do for youth unless school starts and you go to school.” 
 

I m pr o ve Sur v e i l l a nc e 

Some community members suggested the adoption of mandatory surveillance or tracking systems to 

help the community understand the nature of the problem and how to best address the problem. The 

White Mountain Apache surveillance system—a nationally recognized surveillance system—was 

identified by a New Mexico tribe community member as a model to be emulated. The White Mountain 

Apache Tribe implemented a community-based Suicide and Self-injury Reporting System. The tribe 

mandates reporting of all known incidence of suicide ideations or attempts or deaths by suicide as well 

as other intentional self-injury (e.g., cutting) and life-threatening incidences involving drug or alcohol 

intoxication (IHS, 2013). This community member went on to explain that, while some community 

members have advocated for this type of surveillance system, no formal system has been instituted or 

supported by the tribal council. 

D IS C US S I ON  
The tragedy of youth suicide and youth suicide clusters in indigenous communities continues to be a 

critical public health issue, adding new layers of trauma in communities already living with the impact of 

historical trauma. Information gathered in this report sheds some light on barriers and facilitators to 

prevention, needed resources, and strength-based approaches to prevention, response, and recovery. 

Based on information guiding this report, the key barriers to progress in these communities include the 

following. 

Insufficient Community and Clinical Behavioral Health Resources 

Numerous suicide prevention programs have been implemented across tribal communities. In 

September 2012, 10 of 23 grants awarded by the U.S. Federal Government to prevent youth suicides 

were awarded to NA/AN tribes or organizations (Woodward, 2012). Such programs reach only a small 

proportion of the communities that could benefit from their assistance. Interview participants 

recognize that there have been inroads in addressing the problem of youth suicide clusters and many 

suicide prevention programs have been useful to communities. However, these stakeholders suggest 

that progress has been insufficient to address the magnitude and complexity of the problem or yield 

sustainable, lasting change. Interview participants note 2–3 years is not long enough to establish 
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sustainable change. Examples of lasting change may include change in community readiness to address 

the problem of suicide; change in capacity or ability to identify and refer a youth for suicide; more 

services or infrastructure to respond to youth in crisis; or expansion of telebehavioral health capabilities 

(e.g., phone and internet capabilities). 

In addition, many suggest that IHS is chronically underfunded (Dorgan, 2010; USET, 2014), resulting in a 

host of health care delivery problems. These include vacancies in behavioral health care provider 

positions; insufficient behavioral health care specialists; referrals for services great distances off 

reservations or out of villages that are often costly; and complicated regional office administrative 

structures that may inhibit creative solutions (e.g., Belluck, 2009; Dorgan, 2010; Young, 2010). Some 

suggest that the combined effect is “full-scale rationing of critical health services, including mental 

health care services” (Dorgan, 2010, p. 215) in AI/AN communities. Community members attest to the 

significant issue of access and adequacy of health care, particularly in rural or remote tribal 

communities. Such communities are often based hundreds of miles from an urban area, making 

adequate care and outreach to Native youth problematic. These divides can also make it difficult to 

recruit sufficient behavioral health support staff. Finally, emergency health services, such as those 

needed to respond to suicide attempts, suicide clusters, or other violent deaths, can be especially 

difficult. Transportation to and from rural areas can be challenging because of weather or terrain and 

expensive because of distance—both conditions making timely emergency health services uncertain. 

 

Insufficient Cultural Tailoring in Suicide Prevention 

Some suggest that widely used approaches to suicide prevention may not appropriately or sufficiently 

reflect an understanding that “suicide in indigenous communities is frequently identified as the terminal 

outcome of historical oppression, current injustice, and ongoing social suffering” (Wexler & Gone, 2012, 

p. 801). According to a literature review by the Research Prioritization Task Force of the National Action 

Alliance for Suicide Prevention, models of suicidal behavior have evolved over the past 25 years, but 

many are psychologically based and assume some type of cognitive dysfunction in the suicidal process 

(Action Alliance, 2014). Some tribal experts suggest that the assumption of cognitive dysfunction as the 

primary symptom for suicide prevention efforts is flawed. The assumption is culturally incongruent for 

indigenous communities, in which suicide may be more appropriately framed as a way of expressing 

social distress and despair (Wexler & Gone, 2012). In addition, localized responses to youth in crisis are 

needed to ensure culturally congruent approaches to support young people. For example, best practice 

suggests that suicide prevention programs that use suicide risk screenings should have community- 

based services to address the needs of identified at-risk youth. However, for rural and remote 

communities, support for youth in crisis often requires that the youth leave the village or tribe for 

treatment. This approach may have devastating effects at the individual, family, and community levels, 

as youth are removed from settings and people that provide protective social relationships. 

Historical trauma has been described as rooted in a long and present history in that the cumulative 

cultural stresses are unresolved. It has been suggested that “without resolution, indigenous people can 

be seen as sometimes misattributing their present struggles to personal and collective failings rather 

than to oppressive systems and structures . . . [which] leaves some AI/AN people with a pervasive sense 
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There are more than 560 federally 

recognized AI/AN tribal groups. Of these, 

231 are in Alaska. These tribal groups have 

different social structures, individual and 

gender expectations, support systems, and 

conceptualizations of death (Novins, Beals, 

Roberts & Manson, 1999; Olson & Wahab, 

2006). Support provided to AI/AN 

communities must be guided and informed 

by each unique cultural and geographic 

context. 

of having no future, a sentiment that can be strongly linked to suicide.” (Wexler & Gone, 2012, p. 802). 

This view is consistent with one community member’s suggestion that hopelessness, in combination 

with shame surrounding discussion of suicide, prevents Native youth from seeking behavioral health 

care: “They feel so hopeless, there’s no hope . . . There’s no tomorrows.” Thus, prevention and 

responses to high-risk youth that don’t contribute to ongoing trauma are essential. 

 

Lack of Basic Steps and Consistent Support 

Tied to the issues noted above, the interviews suggested that limited progress has been made to 

formalize prevention and response to suicide clusters. For example, CDC recommends that as an 

elemental first step, communities must develop a plan to prevent and contain suicide clusters (CDC, 

1988). None of the cluster settings in this report had a formal community prevention or response plan 

prior to the cluster events. However, each of the communities is currently collaborating with federal 

and regional partners to develop a local community plan, which may help to ensure culturally congruent 

prevention and response. Looking forward, other AI/AN communities will need consistent support and 

partnerships to develop their own community plans for suicide cluster prevention and response. 

R E C O MME N DA T I O N S 
The following recommendations are informed by interviews with AI/AN community members as well as 

literature on best practices for preventing and responding to suicide clusters, including “CDC’s 

Recommendations for a Community Plan for the Prevention and Containment of Suicide Clusters” (CDC, 

1988). These recommendations are intended primarily for local, state, and federal agencies and 

organizations that may collaborate with AI/AN communities in developing suicide cluster prevention and 

response plans, or assisting during a cluster event. Additional recommendations and supports for tribal 

communities follow. 

 Partner With AI/AN Communities to Develop Culturally Specific Community Plans. Many tribal 

communities, including the communities interviewed for this report, may need assistance in 

developing community plans for suicide cluster prevention and response. For effective plan 

development and implementation, communities need technical assistance to support the 

following components of plan 

development: culturally competent needs 

and resource assessment, priority mapping, 

coalition development, identification of 

locally tailored strategies, and integration 

of the plan within the community’s current 

infrastructure. As suggested by interview 

participants and researchers (Wexler & 

Gone, 2012) and recommended by CDC 

(1988), community prevention and 

response plans for suicide clusters must be 

adapted to the particular needs, resources, 
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and cultural characteristics of the community. This is particularly relevant for AI/AN 

communities, given the resources, diverse cultural contexts across tribal communities, and 

historical trauma discussed above. At the invitation of tribal communities, local, state, and 

federal partners with this expertise should collaborate with AI/AN populations, and building on 

community strengths, provide technical assistance to help the community develop a plan that 

reflects its own traditions and culture. 

 Support Research to Improve Understanding of Suicide Clusters in AI/AN Communities. The 

findings in this report are consistent with recommendations from the Research Prioritization 

Task Force of the National Action Alliance for Suicide Prevention. In particular, the 

recommendations call for research that focuses on understudied, hard-to-reach, and/or high- 

risk communities and care settings, including AI/AN rural settings. Additional recommendations 

include a focus on studies designed to improve understanding about suicide mitigation 

strategies and how to sustain progress that reduces suicide risk (Action Alliance, 2014). Since 

some AI/AN communities suffer higher suicide burden than others—including frequent youth 

suicide clusters—research is needed to understand the differences between these communities, 

especially strength-based factors that may translate to other communities. The findings in this 

report also suggest the need for research examining the particular mechanisms of suicide 

clusters, which are not well understood within any population. Such research may result in 

models that better explain contagion, resilience, and protective social connections within AI/AN 

communities. 

 Support the Development and Enhancement of Surveillance Systems. Community members 

and others have pointed to the need for data on the mental health of tribal communities and 

the prevalence of suicide clusters in general, to inform prevention (Dorgan, 2010). The dearth 

of data presents a serious barrier to understanding the contextual issues and key variables that 

may influence suicide clusters and inform cluster prevention and response planning. Emerging 

surveillance systems (such as those supported through the SAMHSA’s Native Connections grant 

program [SAMHSA Request for Applications SM-14-013]) may be useful to local, state, and 

federal partners in improving understanding about AI/AN subpopulations with particularly high 

suicide rates and related needs. 

 Ensure an Inclusive and Coordinated Planning Process Involving Multiple Community Sectors. 

Local, state, federal agencies and others that partner with AI/AN communities should consider 

CDC’s recommendation for inclusion across all sectors of the community (e.g., public health, 

behavioral health, education, parents, community members, etc.) in planning and implementing 

suicide cluster prevention and response efforts (1988). Community members in this report had 

clear ideas about whom should be included. One interviewee suggested, “We would need our 

tribal council, our school, public safety, and our communities, I think that that’s all we need to 

make our suicide prevention plan, and it would work fine that way with lots of communication 

with each other.” Moreover, CDC guidance urges that “Every effort should be made to promote 

and implement the proposed plan as a community endeavor … no single agency … has the 

resources or expertise to adequately respond to an evolving suicide cluster” (CDC, 1988, p. 3). 
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Lack of advanced coordination may result in delayed elements of the response may be delayed 

or opportunities for prevention missed. Thus, it is critical for all relevant locally based 

participants, programs, and external partners (e.g., local, state, or federal agencies, 

organizations, or universities) to have a clear sense of their respective roles and responsibilities 

in advance. In addition, regular communication among partners (e.g., the local community and 

outside partners) should occur so that all partners are kept apprised of the status of available 

resources, plans, and protocols. Effective suicide prevention requires a sustained and 

coordinated response. Partners must commit to and organize themselves in such a way that 

ensures ongoing coordination of efforts and that suicide prevention remains a priority. 

 Partner With AI/AN Communities to Improve Youth Screening.  Screening can identify 

individuals early in a suicide trajectory, before a suicide attempt or suicide occurs. Suicidal 

thoughts in youth do not increase as a result of such screening (Gould et al., 2005). Individuals 

at heightened risk for suicide should be identified and screened, and the literature is clear that 

people who have previously attempted suicide and those who have lost a family member or 

friend to suicide are at heightened risk. Qualified behavioral health care professionals should 

oversee the screening process and conduct interviews to determine level of risk for all youth 

who screen positive on the initial screen (SPRC, n.d.). Tribes and villages with few available 

providers may require support in identifying professionals to oversee the process. Similarly, 

before the screening begins, the community needs to ensure (1) that response protocols for 

youth in crisis are well established and (2) that appropriately trained behavioral health providers 

are available for youth who screen positive and require followup (SPRC, n.d.). Rural and frontier 

tribal communities may need to reach out to local, state, or federal partners to collaborate in 

finding available providers.  Coordinating follow-up services for youth at-risk or in crisis is 

critical. 

  Promote Youth Employment and Engagement.  To address risk factors related to youth 

boredom and “lack of things to do,” particularly after graduating high school, programs aimed at 

promoting positive youth development should include opportunities for employment— 

particularly given high unemployment rates in rural tribal communities and the need for 

economic development. Researchers find that work and job satisfaction are second only to 

personal relationships in determining quality of life. Based on such findings, employment can 

contribute to a more fulfilling life, particularly given its positive impact on identity, social 

support, purpose, and challenge (Linley, 2004; Snyder et al., 2011). For youth who are still in 

school, some community members talked about the need for a community/recreational center 

as a healthy place to hang out. Community members have also stressed the importance of 

engaging youth and involving them in prevention planning. Another community member noted, 

“If they would involve the youth Natural Helpers and student council, if they would invite that 

group to the meeting, I think it would be helpful because those youth would help bring out the 

awareness to the other students.” 

   Increase Availability of and Enhance Behavioral Health Services.  As described in this report, 

the availability of behavioral health care services has improved in rural tribal communities in the 
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last decade—particularly in remote Alaskan villages—with the advent of the BHA program, 

traveling clinical counselors, and telebehavioral health capabilities. In Alaska, these advances 

may have resulted in an increase in the use of mental health services. According to the State of 

Alaska's “Casting the Net” report focused on suicide prevention, the number of Alaskans who 

received mental health services grew 17 percent between Fiscal Years 2009 and 2011. The 

number of Alaskans who received substance use disorder treatment also grew 5.7 percent 

during this period. While the increase in the number of Alaskans seeking treatment and 

recovery services is promising, the resources available to the behavioral health system are 

unchanged (CTN, 2013). Despite progress in some communities, behavioral health care is still 

largely unavailable or insufficient for many rural and frontier tribal communities. 

 Update National Recommendations for the Development of a Local Community Plan to 

Prevent, Contain, and Respond to Suicide Clusters. While CDC’s “Recommendations for a 

Community Plan for the Prevention and Containment of Suicide Clusters” (1988) is a seminal 

resource, updating it to include research findings and lessons learned over the last 25+ years 

would be of immense benefit to the field. Attention must be given to unique characteristics of 

suicide clusters in diverse communities and populations, especially among AI/AN youth. 

Looking Forward 

Tribal communities can benefit from developing and implementing community plans to prevent and 

respond to suicide clusters. However, strong and genuine barriers to plan development exist, such as 

cultural taboos around talking about death or suicide; shame about seeking mental health treatment; 

suicide and mental health not being community priorities; and inadequate formal resources/structures 

for developing the plan (e.g., vacancies in crucial tribal agencies such as education, mental health, local 

government; or lack of behavioral health and crisis services). Through support offered by a range of 

federal programs, including SAMHSA’s Tribal Training and Technical Assistance Center and Suicide 

Prevention Resource Center, tribes and villages can access best practices on plan development and how 

to build an infrastructure for community suicide prevention. 

In addition, SAMHSA’s Suicide Prevention Branch oversees the Garrett Lee Smith Youth Suicide 

Prevention and Early Intervention Program, a 5-year grant program intended to support tribes and 

states in implementing comprehensive suicide prevention programs grounded in public/private 

partnership. The programs provide support to tribes (and states) to implement programs that include 

coordination across youth-serving organizations to expand the capacity to identify, refer, and serve 

youth in crisis and at risk for suicide. In part, these grants are intended to ensure continuity of care for 

youth at risk for suicide. In addition, these funds can be used to implement tracking systems to monitor 

suicide attempts as well as deaths by suicide to identify patterns of risk and prioritize prevention efforts. 

In 2014, SAMHSA released an RFA for a new grant program—Native Connections—designed to support 

AI/AN grantees in their efforts to reduce the impact of substance misuse, mental illness, and trauma in 

their communities through a public health approach. The purpose of this program is to prevent and 

reduce suicidal behavior and substance abuse and promote mental health among AI/AN young people 
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through age 24. These 5-year cooperative agreements are designed to allow for tribal specific-goal 

generation and planning based on Community Readiness Assessments (CRAs) conducted annually across 

the lifespan of the program. Tribes, working in close collaboration with SAMHSA and their Tribal 

Training and Technical Assistance Center contractors, will develop and implement plans specific to their 

community’s needs and reflective of their community’s level of readiness. 

The community readiness model (CRM) is a nine-stage model that assesses a community’s level of 

readiness to develop and implement prevention programs. The model is a progressive assessment of a 

community’s ability to implement systematic change of key public health issues. A community can 

increase and decrease their readiness level for an issue depending upon the appropriateness and 

strength of local efforts. The CRM has five dimensions that, together with the stages, provide a 

comprehensive community assessment and serves as an information guide as to what type of local 

efforts is needed in which area (Jumper-Thurman et al., 2003). The five dimensions are Community 

Knowledge of Efforts, Community Climate, Community Knowledge of Issue, Leadership, and Resources. 

Each dimension receives a community readiness score and each can be at a different readiness level. 

The dimensions are correlated therefore one aspect of community readiness is not usually more than 

two stages apart from the other dimensions (Jumper-Thurman et al., 2003). The dimensions are not 

specific to culture; however they can be interpreted within the context of the culture of each 

community (Jumper-Thurman et al., 2003). 
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