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A B S T R A C T

Objective: We conducted a systematic review to answer the following research question: “What logics or rationales
have structured interventions aimed at preventing suicidal behaviors among AI/AN populations?”
Method: Our screening and searching process yielded 32 publications that overlapped considerably in terms of
suicide prevention strategies, logics, and rationales.
Results: Regarding suicide prevention strategies, most studies featured interventions that sought to promote
connectedness, create protective environments, identify and support people at risk, and teach coping and
problem-solving skills, while others strengthened access and delivery of suicide care, lessened harms and pre-
vented future risk, and strengthened economic support. The rationales justifying these suicide prevention stra-
tegies varied from strategy to strategy.
Discussion: While most program developers related their choice of suicide prevention strategy to distress at the
individual level, each and every developer foregrounded their efforts in collectivist-attitudes, social relations, non-
professional services, and community-driven projects rooted in decolonization efforts. This focus may reflect a
need to honor Indigenous assumptions about suicide in community-based prevention programs.
Conclusion: Altogether, our analysis points to a multi-level ecosystem of interventions that incorporates individual-
centered rationales and interventions so long as they also consider systems, contexts, and a collectivist mentality.
1. Introduction

According to the 2019 Centers for Disease Control and Prevention
(CDC) report, suicide was the tenth leading cause of death in the United
States (Center for Disease Control, 2021). To address this public health
crisis, various guidelines on suicide prevention have sought to stan-
dardize treatment across a variety of settings and situations (Mann et al.,
2005; Office of the Surgeon General, 2012; Stone et al., 2017; World
Health Organization, 2018). By design, however, these all-encompassing
approaches can overlook differences in suicide risk across diverse com-
munities. For example, compared to other groups, American Indian and
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Alaska Native (AI/AN) young adults are at greatest risk for having
thoughts about, making plans to attempt, and attempting suicide (Sub-
stance Abuse and Mental Health Services Administration, 2018).
Furthermore, as opposed to the general US population for which suicide
peaks during mid-life, rates of suicide among AI/AN peoples peak be-
tween the ages of 20–29, after which they decrease with age (Centers for
Disease Control, 2020).

These startling statistics call into question whether longstanding
mental health treatments have adequately addressed suicide among AI/
AN communities. For example, empirically supported treatments may not
generalize to AI/AN populations when it comes to which “disorders” to
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treat and how to treat them (Tolin et al., 2015), as the supporting data is
based primarily on Euro-American samples (Rad et al., 2018). This po-
tential for mismatch is especially problematic given that AI/AN peoples
must contend with “soul wounds” rooted in a history of Euro-American
colonization that has included the systematic dispossession and assimi-
lation of AI/AN peoples, genocide, cultural marginalization, and the
effacement of cultural traditions and practices (Duran et al., 2008).

The legacy of European colonialism has thus been referred to as
“historical trauma” (Brave Heart, 2003). The ongoing impacts of histor-
ical trauma have been described as multilevel and interrelated at the
individual (mental health concerns, substance use issues, embodiment;
see Walters et al., 2011), familial (altered interrelationships among roles,
activities, and relationships; see Hamby and colleagues, 2020),
communal (disrupted tribal practices related to promoting development
and growth from childhood to old age; see Campbelland Evans-Camp-
bell2011), and societal level (scarce funding and resources allocated for
the economic, mental, and general well-being of Indian Country; see U.S.
Commission on Civil Rights, 2020). Critically, AI/AN individuals and
communities today continue to face erasure and invisibility, discrimi-
nation, microaggressions, and the consequences of structural inequity in
education, healthcare, criminal justice, and employment (Findling et al.,
2020; Garland, 2013; Jaramillo et al., 2016; Wexler and Gone, 2012).

In light of these historical and cultural stressors, several non-
individual risk factors place AI/AN peoples at higher risk for suicide
(Czyzewski, 2011; Evans-Campbell, 2008; Griffiths et al., 2016; Sotero,
2006), such as the deaths of friends and family (Leavitt et al., 2018). For
example, as a testament to the intergenerational impact of colonization,
the rate of suicide is higher among AI/AN youth who have had at least
one parent who attended an AI/AN boarding school (Cedar Project et al.,
2008). Beyond this, protective factors, like risk factors, can also draw
upon the community, institutions, and society to include knowledge and
practice of tribal spirituality and cultural activities, social support and
enculturation from tribal leaders, and holistic connectedness to the self,
family, community, and land. For example, protective factors exist on
several levels: individual (e.g., self-esteem), family (e.g., parental care),
community (e.g., positive adult relationships), and cultural (e.g., spiritual
orientation) with influences that vary across age, sex, and geographic
region (Wiglesworth et al., 2022).

In response to nuanced risk/protective factor profiles, various health
actors such as the Office of the Surgeon General, Action Alliance, U.S.
Department of Health and Human Services (HHS), and Institute of
Medicine have called for developers of suicide prevention programs to
employ comprehensive understandings of suicide (Institute of Medicine
Committee on Pathophysiology and Prevention of Adolescent and Adult
Suicide, 2002; U.S. Department of Health and Human Services, Office of
Surgeon General, 2021). This begs the question of what suicide preven-
tion strategies have been used in AI/AN communities and what logics
and rationales have driven their adoption or promotion (Wexler and
Gone, 2012). One approach to AI/AN suicide prevention would be to
address suicide in these communities by delivering interventions based
on state-of-the-art scientific research, albeit not yet empirically tested for
efficacy among AI/AN peoples (Rad et al., 2018). Many of these in-
terventions involve professional health providers who typically treat
problems of the individual rather than address deficiencies in the broader
societal context (Mann et al., 2005; Stone et al., 2017; U.S. Department of
Health and Human Services, Office of Surgeon General, 2021; World
Health Organization, 2018). However, this approach may fall short in
that it does not account for any unique socioecological experiences of
AI/AN peoples.

In keeping with the AI/AN risk/protective factor profile, intervention
and prevention efforts can be tailored to address unique multi-level
(Zalsman et al., 2016; Robinson et al., 2018; Hofstra et al., 2020) indi-
vidual and community-level risk and resilience profiles present in AI/AN
communities (Allen et al., 2021; Gray et al., 2016; Kirmayer et al., 1999;
Redvers et al., 2015; Weniger et al., 2020; Wexler et al., 2015; Wexler
and Gone, 2012). Intervention development also need not be
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unidimensional nor entirely reliant on professional mental health ser-
vices. For example, many projects originating from community-based
participatory research (CBPR) have developed interventions that draw
from Indigenous ways of knowing, being, and doing (Merzel & D'Afflitti,
2003; Smith, 1999; Walter and Andersen, 2013) such as AI/AN cultural,
linguistic, and spiritual practices (Echo-Hawk, 2011). These practices
have been essential to AI/AN wellbeing for centuries prior to coloniza-
tion (Gone, 2013; Gone and Calf Looking, 2011), and “Culture-as-treat-
ment,” an approach to health equity and interventions advanced by
Indigenous scholars in the 1970s, has since persisted (see CULTURE
FORWARD; O'Keefe et al., 2022) despite longstanding Euro-American
attempts at cultural assimilation and lack of recognition within estab-
lished helping professions. Unfortunately, distilling AI/AN
culture-as-treatment into a universal set of prescribed approaches and
practices is challenging given the great diversity in social structures and
values across tribal communities (Novins et al., 1999).

While many systematic reviews on suicide interventions exist (not
including scoping and more casual reviews), only three have specifically
targeted Indigenous populations, including AI/ANs (Clifford et al., 2013;
Harlow et al., 2014; Pham et al., 2021). All covered the methodological
quality, intervention characteristics, and outcomes from interventions
within Canada, Australia, New Zealand, and the USA. The systematic
review by Harlow and colleagues focused on the characteristics of nine
interventions designed for Indigenous youth. They concluded that
promising interventions involved youth and community-driven devel-
opment. Clifford and colleagues (2013) focused heavily on methodo-
logical quality, covering nine papers ranging from 1981 to 2012 that
included all age groups. Their review identified three intervention stra-
tegies: Community Prevention, Gatekeeper Training, and Education.
Finally, our research team conducted a systematic review that updated
and elaborated upon these 2013 and 2014 systematic reviews by
exploring how interventions have addressed suicide among AI/AN pop-
ulations using broader inclusion criteria that did not omit studies based
on narrow demographics. We found that each study reported improve-
ment on at least one of their targeted outcomes (Pham et al., 2021).

All three systematic reviews noted rich cultural adaptation, diversity,
and flexibility among the reviewed interventions while noting challenges
with drawing overall conclusions about efficacy due to adoption of non-
experimental research designs. Nevertheless, these findings shed light on
the need to further unpack the logics and rationales that led to such a
heterogeneous literature base. For example, what might motivate a
pattern of methodological trade-offs that prioritizes community respon-
siveness over tightly controlled scientific research designs? Furthermore,
what can an intervention's underlying logics and rationales inform us
about AI/AN commitments in addressing post-colonial problems such as
suicide? Systematically reviewing the logics and rationales of suicide
interventions among AI/AN populations is a critical step for guiding the
development of future prevention programs (and to the best of our
knowledge, no existing systematic review has sought to address this
issue). Thus, as a companion to our recently published systematic review
(Pham et al., 2021) that focused on AI/AN suicide intervention outcomes,
we conducted a narrative systematic review to answer the following
research question: What logics or rationales have structured interventions
aimed at preventing suicidal behaviors among AI/AN populations?

2. Method

Our research team comprised a cross-country multi-disciplinary
collaboration that spanned the University of Minnesota, University of
Wisconsin, Harvard University, Massachusetts General Hospital, Okla-
homa State University, University of North Dakota, and Stanford Uni-
versity. We defined our research priorities and question a priori to inform
and justify subsequent decisions about definitions, concepts, scope, and
the overall research design (e.g., level of inclusionary flexibility). The
research teammet weekly to discuss each stage of our systematic review in
accordance with detailed guidance by Siddaway and colleagues (2019).



T.V. Pham et al. SSM - Mental Health 2 (2022) 100139
2.1. Search strategy

A social sciences librarian (author AR) devised a primary search string
that would capture a broad body of literature relevant to the research
question (Appendix A). Relevant keywords and subject headings such as
“self-destructive behavior,” “suicide”, suicidality, “American Indian,”
and “Alaska Natives” were used to retrieve studies meeting the criteria.
On June 29th, 2020, Author AR then adapted this search string across
twelve databases: PsycINFO, Ovid Medline, EMBASE, CINAHL, ERIC via
EBSCO, Bibliography of Native North Americans, Sociological Abstracts,
Academic Search Premier, ProQuest Dissertations and Theses, PsyArXiv,
SocArXiv, and SSRN. Ultimately, the search strategy returned 1605
unique citations.

Author AW then exported these 1605 items into Rayyan, a cloud-
based tool for managing systematic reviews (Ouzzani et al., 2016). We
relied on Rayyan for three functions: (1) to facilitate a clear record sys-
tem, (2) to generate a uniform but independent work environment for
each collaborator, and (3) to mask and unmask decisions within this
uniformwork environment. To systematize the screening process, several
inclusion/exclusion criteria were developed around key research
priorities.

2.2. Article screening

2.2.1. Screening Criteria. Several inclusion/exclusion criteria
guided our screening process in Rayyan. Specifically, we included studies
if they (1) featured a sample that was at least 90% AI/AN OR reported
separate analyses for AI/AN individuals (including between group
comparisons); (2) implemented an intervention (i.e., took action that was
designed to bring about behavioral change in people) that was a priori
described as targeting suicide (mention of which was therefore expected
to appear in the early sections of the article); (3) reported findings as a
result of or in association with the implementation of the intervention (i.e.,
not process descriptions about previous or forthcoming studies, literature
reviews, systematic reviews, meta-analyses, book chapters, theories,
poems, law briefs, introductions to a journal issue, commentaries, cor-
rections); and (4) appeared in a published peer-reviewed journal to
assure baseline quality in study reporting.

Given that a number of articles with well-reasoned rationales have
been excluded from previous systematic reviews because of their study
design (i.e., case reports, see Burt, 1993; Gray and Muehlenkamp, 2010)
and intervention type (i.e., discussion groups, see Fleming, 1994, and
care service integration, see Nebelkopf and Wright, 2011), we did not
exclude articles based on methodological quality or intervention char-
acteristics. In order to provide the most expansive review of strategies,
logics, and rationales in a limited literature base, we sought to ensure that
our analysis remained both psychologically and historically informative.
Thus, we did not exclude articles based on dated information concerning
intervention delivery or assessment, while recognizing that the logics and
rationales behind certain older suicide prevention programs may seem
culturally insensitive or misinformed with respect to current sensibilities.

2.2.2. Screening Process.Overall, screening occurred in two phases:
(1) title/abstract screening and (2) full-text review for eligibility. Be-
tween July and August 2020, authors AKF, AW, and LFR completed title/
abstract screening of the 1605 unique items. Altogether, title/abstract
screening yielded 683 items (k ¼ 0.83). During September 2020, authors
TVP, AKF, AW, and LFR completed a full-text review for eligibility among
these 684 items. Altogether, full-text screening yielded 31 items (k ¼
0.80). We resolved all disagreements through weekly team meetings
(kappa statistics were calculated prior to resolution of disagreements).
For example, although one borderline case discussed a program that did
not develop an intervention that targeted suicide directly, we included
the article on the grounds that the program fostered community devel-
opment of suicide interventions (DeBruyn et al., 1988). Once we resolved
all disagreements, we reviewed the final corpus to confirm that each
included publication reflected our inclusion and exclusion criteria.
3

Finally, we followed up on any study protocol that hinted at a future
study not yet captured by our search and screening process. This yielded
one additional study, increasing the total corpus to 32 items. Author AW
then exported this final corpus into Zotero, an open-source citation
manager. We documented each step in the searching and screening
process using the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA; see Fig. 1).

2.3. Data extraction

To extract data from the final corpus, we developed an extraction
template as outlined by both Siddaway et al. (2019) and the Cochrane
Handbook for Systematic Reviews of Interventions (Cochrane, 2020).
Given our focus on strategies, logics, and rationales for suicide in-
terventions, we focused on attributes or characteristics of these programs
in our narrative systemic review (for a separate report addressed to
outcomes and efficacy for this corpus, see Pham et al., 2021).

There is a limited evidence base in part due to chronic underfunding
for suicide. What available evidence there is attempts to balance at times
competing interests. As a result, many past researchers have instead
turned to ethnographic, qualitative, and other social science methods
that are judged as having “poor” quality and “low evidence levels” per
rigorous biomedical rubrics for assessing outcome evidence (e.g., the
GRADE criteria [Schünemann et al., 2013]). Based on prior systematic
reviews, we anticipated that these assessments of study quality would
designate all but a tiny fraction of the available literature as exhibiting
low strength of evidence, and thus, we did not apply them as part of our
data extraction process.

As mentioned above, the first and senior authors coded each inter-
vention by engaging in a reflexive dialogue about the strategies, logics, or
rationales of each suicide prevention strategy. To guide this process,
author TVP first sought to adopt a framework for classifying suicide in-
terventions. Although similar frameworks have been promoted by the
Office of the Surgeon General, Action Alliance, U.S. Department of Health
and Human Services (U.S. Department of Health and Human Services,
Office of Surgeon General, 2021), Journal of the American Medical As-
sociation (Mann et al., 2005), and the World Health Organization (WHO
2018), as well as a number of other publications previously funded by
SAMHSA (Godoy Garraza et al., 2019; Goldston et al., 2010; Walrath
et al., 2015), they chose to adopt the classification promoted by the CDC,
which includes seven categories defined by suicide prevention strategy
(Stone et al., 2017).

The CDC's comprehensive manual is a framework that “highlights
strategies based on the best available evidence to help states and com-
munities prevent suicide” (Stone et al., 2017; for a brief summary see
Table 1). Authors TVP and JPG chose to adopt the CDC suicide preven-
tion strategies as these represent a government sanctioned framework
with a comprehensive, well-organized, and clear manual that lends itself
to coding interventions (Stone et al., 2017). Using the CDC framework for
classifying suicide prevention strategies, authors TVP and JPG then
independently coded each intervention and discussed any disagreements
before coming to a consensus.

3. Results

In this systematic review, we asked the following research question,
What logics or rationales have structured interventions aimed at preventing
suicidal behaviors among AI/AN populations? The corpus of studies that
met inclusion criteria for this review were quite heterogeneous. Thus, to
unpack this heterogeneity we first provide a general overview of these
interventions prior to categorizing interventions based on a reigning
classification of suicide prevention strategies. All counts refer to the
number of distinct interventions (not distinct studies, as some in-
terventions spanned multiple publications) unless otherwise specified.
When an intervention name was not provided, we named the interven-
tion within the text to increase readability. While we offer counts across
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the corpus’ overarching features, we do not specify which studies
comprise these counts to improve readability.
3.1. Overview

Our systematic review yielded 32 publications comprising 24 distinct
interventions studied by 21 research teams (see Table 2 and Table 3).
Featuring in publications appearing between 1976 and 2020, these in-
terventions were mainly implemented in a few regions throughout the
USA, namely seven from the Southwestern region, five in Alaska, three
along the Pacific Coast, and two in the Rocky Mountain region. Similarly,
interventions generally took place in a few setting types with eight taking
place in community settings and nine in schools. Furthermore, 16 in-
terventions focused on youth. Of the interventions that listed a specific
tribe or Nation, five interventions were undertaken with Apache peoples,
one with Yup' ik peoples, one with Omaha peoples, one with Zuni peo-
ples, one with Lumbee peoples, and one with Athabaskan peoples (see
Table 2). The remaining studies did not indicate which Tribes or Nations
were represented among the study samples.

During development and implementation of these programs, re-
searchers engaged in a variety of safeguards to ensure the systematic and
ethical implementation of their interventions. To ensure systematic
implementation, researchers for five interventions assessed their imple-
mentation for fidelity (i.e., by assessing hired facilitators for adherence to
training protocols and/or coding and assessing recordings of program
implementation; Allen et al., 2018; Bartgis and Albright, 2016; Cwik
et al., 2016b; Henry et al., 2012; LaFromboise and Howard-Pitney, 1994,
1995, 2008; Mohatt et al., 2014; Wexler et al., 2017). Furthermore,
4

researchers for two programs manualized their interventions and made
them available online either for free or for purchase (Alakanuk Com-
munity Planning Group et al., 2012; LaFromboise, 1996). To ensure
ethical implementation, researchers for 15 interventions reported
obtaining approval from tribal IRBs prior to implementing their in-
terventions, although it is unclear why other interventions did not report
this information or attain tribal IRB approval. Interventions were sup-
ported by a wide variety of partners and providers (Table 3). Fifteen
interventions reported consulting with community members for input
and support, of which, four specifically described their efforts as CBPR
(see Table 3).

We now provide a sectioned review of intervention strategies, logics,
and rationales as structured by the CDC classification and in doing so,
highlight one or more representative interventions that fall within that
category in detail. Note that interventions reviewed across CDC strategies
do not sum to 24 because several interventions incorporated multiple
components that span more than one CDC domain (comprehensive in-
formation concerning intervention strategies is included in Table 2).
3.2. Promote connectedness (connect)

Fifteen interventions (63%) focused on promoting connectedness,
defined by the CDC as delivering peer norm programs and community
engagement activities (ASIST, Camp Pigaaq, Celebrating Life, Elders'
Resilience, Holistic System of Care, Mental Health Indian Studies Group,
PC CARES, Spiritual Advisory Committee, Qungasvik Toolbox, Youth
Leaders Program, Zuni Life Skills Development, Youth Treatment Center
Services in Western Canada, University Culturally Integrated Suicide



Table 1
Frequency of American Indian/Alaska native suicide interventions classified by
CDC suicide prevention strategies.

Strategy Approach # of
Interventions

Promote connectedness
(Connect)

� Peer norm programs
� Community engagement

activities

15

Identify and support people
at-risk (ID/Support)

� Gatekeeper training
� Crisis intervention
� Treatment for people at risk of

suicide
� Treatment to prevent re-

attempts

12

Create protective
environments (ENV)

� Reduce access to lethal means
among persons at risk of suicide

� Organizational policies and
culture

� Community-based policies to
reduce excessive alcohol use

11

Teach coping and problem-
solving skills (Skills)

� Social-emotional learning
programs

� Parenting skill and family
relationship programs

10

Strengthen access and
delivery of suicide care
(Access)

� Coverage of mental health
conditions in health insurance
policies

� Reduce provider shortages in
underserved areas

� Safer suicide care through
systems change

6

Strengthen economic
supports (ECO)

� Strengthen household financial
security

� Housing stabilization policies

3

Lessen harms and prevent
future risk (↓ Harms)

� Postvention
� Safe reporting and messaging

about suicide

2
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Prevention, Mt. Edgecumbe School Psychiatric and Social Work
Consultation, Inpatient DBT Skills; see Tables 2 and 3). One sub-approach
directly fostered cultural connections between participants and their own
communities (see Table 2). For example, to address suicide among youth
from the White Mountain Apache Tribe (WMAT), the community
stakeholders and Elders from the WMAT teamed up with the Johns
Hopkins Center for American Indian Health to initiate the Elder's Resil-
ience Curriculum. The Elder's Resilience Curriculum had an upstream,
strengths-based approach to sidestep the issue of stigma surrounding
mental health and help-seeking. After four and a half years of develop-
ment, their collaborative efforts yielded the curriculum, a program in
which Elders visited classrooms across eight reservation schools to con-
nect youth with their heritage, traditions, and culture (Cwik et al., 2019;
O’Keefe et al., 2019).

In another example, the San Francisco Native American Health Center
collaborated with Nebelkopf and Wright (2011) to implement the Ho-
listic System of Care (HSOC). This team sought to strengthen community
relationships and critical life skills among students on the premise that
oppressive histories (e.g., forced assimilation and rupture of Indigenous
communities) could lead to health problems. Thus, the HSOC sought to
link at-risk (e.g., how do they define this) AI students to social networks
centered on traditional practices and/or mainstream suicide prevention
strategies (e.g., “Positive Indian Parenting,” “Gathering of Native
Americans”). In terms of the CDC classifications, the HSOC strengthened
access and delivery of suicide care, created protective environments,
identified and supported people at risk, and most notably, promoted
connectedness.

Similar to the HSOC, the University of North Dakota in collaboration
with Muehlenkamp and colleagues (2009) developed the Spiritual
Advisory Committee (SAC). This project focused the SAC on encultura-
tion because of the known relationship between suicidal ideation/-
attempts among AI youth and a lack of spirituality, cultural traditions,
and positive ethnoracial identity. Under the SAC, students could request
5

access to specific tribal ceremonies (e.g., sweat lodge ceremonies,
cleansing ceremonies). When students requested ceremonies that the
SAC could not directly provide, committee members worked with the
student to identify an individual who could perform the requested
services.

While programs such as the Elder's Resilience Curriculum, HSOC, and
SAC directly connected participants with their own communities, other
programs took a more indirect sub-approach, namely by convening dis-
cussion groups and sponsoring activities about the importance of
connection and interaction (see Table 2). For example, Barnett et al.
(2020) partnered with remote communities in Alaska to implement
Camp Pigaaq, a youth culture camp, based on the premise that suicide
among AN youth can stem from cultural disruptions brought about by
colonial oppression. By this logic, a culture camp would reduce the rate
of suicide by revitalizing and connecting youth to their culture (while
also creating protective environments and teaching coping and
problem-solving skills, per the CDC classification). Thus, the developers
of Camp Pigaaq structured camp discussion and activities around culture,
community, suicide prevention, and life skills.

3.3. Identify and support people at risk (ID/support)

Twelve interventions (50%) examined interventions that identified
and supported at risk individuals, defined by the CDC as delivering
gatekeeper training and crisis intervention and treating people at risk for
suicide (Adolescent Suicide Prevention Project; ASIST, Celebrating Life,
Holistic System of Care, Kognito Gatekeeper Training, Mental Health
Indian Studies Group, Viewer Care Plan, Youth Leaders Program, Zuni
Life Skills Development, Youth Treatment Center Services in Western
Canada, University Culturally Integrated Suicide Prevention, Mt. Edge-
cumbe School Psychiatric and Social Work Consultation, Inpatient DBT
Skills; see Table 2). In general, these identification and support in-
terventions trained youth/gatekeepers, engaged at risk individuals
through educational activities/formal psychotherapy, andmobilized care
resources/persons.

One sub-approach focused on training youth and/or gatekeepers on
how to identify and mitigate suicide risk factors (see Table 2). For
example, May et al. (2005) worked with the Western Athabaskan Tribal
Nation to develop the Adolescent Suicide Prevention Project. The
Adolescent Suicide Prevention Project sought to deliver a variety of
suicide prevention services (e.g., referral services, training in coping/-
parenting skills) within naturalistic settings (e.g., the community, outside
people's cars), while also strengthening access and delivery of suicide
care and creating protective environments (per the CDC classification).
To achieve this, the project trained volunteer “natural helpers” to work
with professional mental health providers. Natural helpers would better
reach “people who preferred to seek help and assistance from knowl-
edgeable and trusted laypersons in less formal settings” (p. 1239).

Alternatively, another sub-approach focused on engaging at-risk in-
dividuals through educational activities and/or formal psychotherapy
(see Table 2). For example, Kohrt et al. (2017) collaborated with a hos-
pital to culturally adapt Dialectical Behavioral Therapy for Adolescents
(DBT-A) and delivered it (“Inpatient DBT”) to a 14-year-old Navajo girl
admitted for a suicide attempt in the context of major depressive disor-
der. The team chose DBT-A because of its well-established indication for
regulating maladaptive emotions and self-destructive behaviors among
suicidal adolescents. Furthermore, the team embedded DBT-A within a
“transactional-ecological” framework and conceived of her suicidal be-
haviors as a product of dysfunctional interactions between post-colonial
issues and cultural identity development (Alc�antara and Gone, 2008), an
element that contributed to creating a protective environment and
connectedness (per the CDC classification). To fully promote the patient's
engagement, the intervention highlighted the patient's strengths rather
than her weaknesses.

Lastly, another sub-approach focused on engaging at-risk individuals
by mobilizing care resources/persons (see Table 2). One example



Table 2
Key characteristics of American Indian/Alaska native suicide interventions.

Intervention Name Author (Year) Setting (State/Country) CDC Prevention Strategies Intervention
Characteristics

Camp Pigaaq Barnett et al. (2020) NS (AK) ENV, Skills, Connect Connects youth to culture/mentors/Elders through activity and skill building camp
Viewer Care Plan Kerr et al. (2020) Various ID/Support Prepare adults for concerning social media; teach 3-step planning/response tool
Elders' Resilience Curriculum Cwik et al. (2019)

O’Keefe et al. (2019)
Apache Tribe Schools (AZ) Connect Teach SUI prevention and connect youth with their CULT traditions, knowledge, and values

through Elder taught classes
PC CARES Wexler et al. (2019) 10 Villages (AK) Connect, ENV, Skills Facilitate learning circles and communities of practice that discuss the local/relevance/

application of research
*Inpatient DBT Skills Kohrt et al. (2017) Psych hospital (CO) ENV, Skills, ID/Support Deliver DBT that incorporates Navajo worldviews and healing practices
Youth Leaders Program Wexler et al. (2017) Rural schools (AK) ENV, Connect, ID/Support Teach a curriculum that addresses substance abuse, bullying, cultural identity, and the overall

school climate
ASIST Cwik et al. (2016c) Apache Reservation (AZ) Access, ENV, Connect, ID/

Support
Teach SUI first-aid skills through lectures, discussions, group simulations, and role-plays

Kognito Gatekeeper Training Bartgis and Albright (2016) Middle/high schools, colleges ENV, ID/Support Train GK on identifying signs and symptoms of SUI through emotionally responsive online
avatars

Lumbee Rite of Passage Langdon et al. (2016) Lumbee community (NC) Skills Address SUI ideation and RF through a Lumbee CULT enrichment program
New Hope Cwik et al. (2016b)

O’Keefe et al. (2019)
Apache Reservation (AZ) Access, Skills Visit youth/family following a SUI attempt and offer PSYCHOED, skills, and assistance with Tx

barriers
Youth Entrepreneur Program Tingey et al. (2016, 2020) Apache Reservation (AZ) ECO Teach entrepreneurship, life skills, and self-efficacy through multi-level, hands-on lessons,

activities, and discussions
Restoring the NA Spirit Le and Gobert (2015) AI School Skills Deliver a mindfulness-based intervention
Celebrating Life Cwik et al. (2014, 2016a) Apache Reservation (AZ) Access, ID/Support, ↓ Harms,

Connect
Provide support and referrals through a SUI surveillance system

Project HOPE Doll and Brady (2013) Omaha Tribe schools (NE) Skills Sensory-based curriculum and activities that promote stress management for the purpose of
suicide prevention

Holistic System of Care Nebelkopf and Wright (2011) AI Health Center (CA) Connect, ID/Support Connect students, campuses, and communities to CULT and spirituality through a medicine
wheel/circle-of-care approach

*Circle of Strength Gray and Muehlenkamp (2010) NS University Connect, ID/Support Connect students with CULT& spirituality; reduce RF through support, GK training,& SUI team
Spiritual Advisory Committee Muehlenkamp et al. (2009) University of ND (ND) Connect Connect students to tribal ceremonies based on their preference
Qungasvik Toolbox Allen et al. (2009, 2018)

Henry et al. (2012)
Mohatt et al. (2014)

Yup’ ik, Yukon–
Kuskokwim community (AK)

ECO, ENV, Connect, Skills ↑ individual, family, and CULT protective factors and sense of community ownership with SUI
prevention activities and skill building

Adolescent Suicide
Prevention Project

May et al. (2005) Western Athabaskan Tribal
Nation (NM)

Access, ENV, ID/Support Identify RF and at-risk individuals/families, deliver prevention activities and services, and
enhance knowledge and awareness

Mental Health Indian Studies
Group

Fleming (1994) Flathead Healing Center (MT) ENV, Connect, Skills, ID/
Support

Discuss various MH issues through group discussions, CULT/community activities, and formal
presentations

Zuni Life Skills Development LaFromboise and Howard-Pitney (1994,
1995, 2008)

Pueblo of Zuni High School
(NM)

ENV, Connect, Skills, ID/
Support

Deliver interactive scenarios that describe problematic life situations typical for AI adolescents

*Youth Tx Center Burt (1993) Youth Tx Center (CAN) ENV, Connect, ID/Support Integrate self-perception, social context, and feminine experience through CULT art therapy
SIT DeBruyn et al. (1988) Various Access Assist SUI prevention programs through development and resource mobilization
*Mt. Edgecumbe School Harvey et al. (1976) Boarding school (AK) ECO, Access, ID/Support, ↓

Harms
Provide psychiatric consultation and social work services

Note. *¼ name assigned by systematic review authors; AI¼ American Indian; CAN¼ Canada; CULT¼ cultural; ↓¼ decrease; ECO¼ economic; ENV ¼ environment; RF¼ risk factors; GK ¼ gatekeepers; ↑¼ increase;MH¼
mental health; NA ¼ Native American; NS ¼ not specified; PSYCHOED ¼ psychoeducation; SIT ¼ Special Initiatives Team; SUI ¼ suicide; RF ¼ risk factors; Tx ¼ treatment.
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Table 3
Personnel, partners, and agencies involved with the development of American Indian/Alaska native suicide interventions.

Intervention Author (Year) Personnel Partner/Agency Support

Camp Pigaaq Barnett et al. (2020) Elders, research/program staff SAMHSA Garrett Lee Grant, University of Alaska Anchorage IRB, Alaska Area IRB
Viewer Care Plan Kerr et al. (2020) Research/program staff The Northwest Portland Area Indian Health Board, SAMHSA, Seattle Children's Research Institute IRB, Portland Area Indian

Health Service IRB
Elders' Resilience
Curriculum

Cwik et al. (2019)
O’Keefe et al. (2019)

Elders SAMHSA, WMAT Council

PC CARES Wexler et al. (2019) Trained local facilitators Indigenous leaders, educational experts, NIMH, the Substance Abuse and Mental Health Administration Maniilaq Association,
NANA Corporation, Kawerak, Inc.

*Inpatient DBT Kohrt et al. (2017) Research/program staff State inpatient psychiatric hospital
Youth Leaders Program Wexler et al. (2017) Youth leaders, advisor teachers and adults

from the community
SAMHSA Service to Science Initiative, Canadian Institutes of Health Research's Team Grant, IHS, University research review
boards, Apache Tribal Council and Health Advisory Board

ASIST Cwik et al. (2016c) Research/program staff WMAT
Kognito Gatekeeper
Training

Bartgis and Albright (2016) Emotionally responsive online avatars with
memory and personality

Mr. Seprieono Locario (private funder)

Lumbee Rite of Passage Langdon et al. (2016) Research/program staff Lumbee Tribe, NIMH, Wake Forest School of Medicine IRB
New Hope Cwik et al. (2016b)

O’Keefe et al. (2019)
Locally trained WMAT paraprofessional
community mental health workers

JHU Center for American Indian Health, WMAT Tribal Council, IHS Phoenix Area IRB, Apache Health Advisory Board and
Tribal Council

Youth Entrepreneur
Program

Tingey et al. (2016, 2020) Research/program staff National Institutes of Health: National Institute of General Medical Sciences, Barclays Bank, WMAT, the CAB, Apache Tribal
Council and Health Advisory Board, Indian Health Service, Tribal Council and Health Advisory Board.

Restoring the Native
American Spirit

Le and Gobert (2015) Research/program staff, a “tribal champion,”
facilitators from the CSKT

Community practitioners, American Psychological Foundation, Colorado Injury Control Research Center, CSKT Council, Tribal
Social Services Department, Circle of Trust Suicide Prevention Program, Tribal Elders, Cultural Committees, Two Eagle River
School, Mind Body Awareness Project, University of Hawai'i at Manoa IRB

Celebrating Life Cwik et al. (2014, 2016a) Celebrating Life Team (Tribal Council
established)

JHU Center for American Indian Health, WMAT Council and Health Board, SAMHSA Garret Lee Smith Grant, CAB and Elders'
Council, NA Research Centers in Health, National Institute of General Medical Science, IHS, Tribal IRB

Project HOPE Doll (2013) Occupational therapists, research/program
staff

SAMHSA, US Department of HHS

Holistic System of Care Nebelkopf and Wright (2011) Research/program staff, clinic staff Center for Mental Health Service Circle of Care, SAMHSA Projects (Native Women and Native Men, Native Voices, Urban
Trails)

Spiritual Advisory
Committee

Muehlenkamp et al. (2009) Program/research staff AI Campus Suicide Prevention Project, University of North Dakota, AI Campus Suicide Prevention Project, Garrett Lee Smith
Campus Suicide Prevent Grant, Department of HHS, SAMHSA

Qungasvik Toolbox Allen et al. (2009, 2018)
Henry et al. (2012)
Mohatt et al. (2014)

Research/program staff People Awakening Team (Ellangneq Councils, Yup'ik Regional Coordinating Council, Ellangneq Advisory Group, Ellangneq
Project Staff), National Institute on Drug Abuse, National Institute on Alcohol Abuse and Alcoholism, National Institute on
Minority Health and Health Disparities, National Institute of General Medical Sciences, The University of Alaska Fairbanks,
University of Minnesota IRB, the Yukon-Kuskokwim Health Corporation Human Studies Committee

Adolescent Suicide
Prevention Project

May (2005 Professional mental health staff,
neighborhood volunteers

Western Athabaskan Tribal Nation, Council, and Health Board, US IHS Albuquerque Area, CDC

Mental Health Indian
Studies Group

Fleming (1994) Research/program staff Flathead Tribal Coordinating Committee, Office for Substance Abuse Prevention

Zuni Life Skills
Development

LaFromboise and Howard-Pitney
(1994, 1995, 2008)

Non-Zuni female teacher, Zuni male cultural
resource person

Superintendent and staff of the Zuni Public Schools, Henry J. Kaiser Family Foundation, NIH, University of Wisconsin, Zuni-
Stanford Committee

*Youth Tx Center Burt (1993) Research/program staff NS
SIT DeBruyn et al. (1988) Research/program staff Mental Health Programs Branch, IHS
*Mt. Edgecumbe School Harvey et al. (1976) Psychiatrist, social worker Alaska Native Health Service

Note. AI ¼ American Indian; CAB ¼ Community Advisory Board; CDC ¼ Centers for Disease Control and Prevention; CSKT ¼ Confederated Salish and Kootenai Tribes; HHS ¼ Health and Human Services; JHU ¼ Johns
Hopkins University; IHS ¼ Indian Health Service; IRB ¼ Institutional Review Board; NA ¼ Native American; NIH ¼ National Institute of Health; NIMH ¼ National Institute of Mental Health; NS ¼ not specified; Tx ¼
Treatment; SAMHSA ¼ Substance Abuse and Mental Health Services Administration; UCISP ¼ University Culturally Integrated Suicide Prevention; WMAT ¼ White Mountain Apache Tribe.
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described by Gray and Muehlenkamp (2010) stressed an integrative
model (“Circle of Strength”) that included care mobilization and
follow-up. Like Kohrt et al. (2017), this project developed the Circle of
Strength based on a transactional-ecological model. Whereas Kohrt and
colleagues designed their intervention around the inpatient setting, Grey
and colleagues designed their intervention around the college setting and
sought to create a safety net for at-risk individuals by coordinating a
variety of otherwise disparate care systems (and, per the CDC classifi-
cation, this approach also promoted connectedness).

3.4. Create protective environments (ENV)

Eleven interventions (46%) focused on creating protective environ-
ments, defined by the CDC as reducing access to lethal means among
persons at risk of suicide, improving organizational policies and culture,
and implementing community-based policies to reduce excessive alcohol
use (Adolescent Suicide Prevention Project, ASIST, Camp Pigaaq, Kognito
Gatekeeper Training, Mental Health Indian Studies Group, PC CARES,
Qungasvik Toolbox, Youth Leaders Program, Zuni Life Skills Develop-
ment, Youth Treatment Center Services in Western Canada, Inpatient
DBT Skills; see Table 2). Developers of these interventions generally
focused on promoting cultural protective factors in the home or school
environment by training participants and/or engaging participants in
interactive activities. For example, Wexler et al. (2017) partnered with
Northwestern Alaska communities to launch the Youth Leaders Program
(YLP). Because youth spend most of their time in schools, the developers
sought to re-engage these youth with their school and cultural identities,
create an overall positive school environment, and decrease maladaptive
behaviors within the school setting that could lead to suicide (e.g., sub-
stance use, bullying). They trained “natural helpers” and peer leaders to
deliver the intervention using the Comprehensive Health Education
Foundation's Natural Helper curriculum. The developers followed the
rationale that peers could connect with at risk youth on sensitive subjects
such as suicide better than health professionals could (while also creating
protective environments and identifying and supporting people at risk,
per the CDC classification).

Another example was theQungasvik Toolbox (Allen et al., 2009, 2018;
Henry et al., 2012; Mohatt et al., 2014), a multi-level, community based
training and activities intervention that sought to reduce alcohol use and
suicide among Yup'ik AN youth (for a copy of the manual, see Alakanuk
Community Planning Group et al., 2012). To effectively work with the
seasonal lifestyles, values, and practices of Yup'ik circumpolar AN com-
munities, the developers adopted a CBPR approach. Thus, a diverse range
of community members developed theQungasvik Toolbox over the course
of 90 planning meetings. During these meetings, program developers
decided to focus the Qungasvik Toolbox on the Yup'ik youth given their
higher rates of suicide relative to adults. Furthermore, the developers
specifically targeted alcohol use, given its especially high rate of
co-occurrence with suicide among Yup'ik youth. They avoided a
victim-blaming, deficit-based framework and instead adopted a
strengths-based approach. Ultimately, the Qungasavik Toolbox is a
36-module curriculum that focuses on strengthening individual, and
more importantly, family and community level protective factors to curb
access to and rates of substance use and related issues (while also pro-
moting connectedness, per the CDC classification).

3.5. Teach coping and problem-solving skills (skills)

Ten interventions (42%) focused on teaching coping and problem-
solving skills, defined by the CDC as delivering social-emotional
learning programs and parenting skill and family relationship programs
(Camp Pigaaq, Lumbee Rite of Passage, Mental Health Indian Studies
Group, New Hope, PC CARES, Project HOPE, Restoring the North
American Spirit, Qungasvik Toolbox, Zuni Life Skills Development,
Inpatient DBT Skills; see Table 2). One sub-approach trained participants
in groups. For example, LaFromboise and colleagues (1994, 1995, 2008),
8

in collaboration with the New Mexico Zuni community, developed the
Zuni Life Skills Development (ZLSD) program for the high school class-
room setting. Several rationales informed their decision to focus on skills
training. First, skills training could directly address issues identified
among Zuni youth. Second, in keeping with community request, skills
training would offer solutions that tackle behavioral issues before rather
than after they arise (while also creating protective environments and
promoting connectedness, per the CDC classification). Third, skills
training would reflect role modeling, an intervention “style compatible
with Indian styles of helping” (p. 100). Ultimately, the ZLSD program
featured a curriculum that included 28 lesson plans sectioned into six
major units: (1) information about suicide, (2) suicide intervention skills,
(3) communication skills, (4) coping with oppression, (5) anger and
stress management, and (6) personal and community goal setting (the
curriculum is available for purchase online; see LaFromboise, 1996).

While the ZLSD program taught coping and problem-solving skills
within the group setting, another component focused on teaching coping
and problem-solving skills by delivering psychoeducation primarily at an
individual level (see Table 2). One example, New Hope, came about from
a series of focus group discussions that sought to decrease the high rate of
suicide among Apache youth (Cwik et al., 2016b). As a part of these focus
group discussions, emergency room providers, Apache parents, youth,
and tribal leaders elected to connect with at-risk youth routinely in the
emergency room, where many would present following a suicide related
event. After establishing contact, community mental health workers from
the New Hope team would schedule a follow-up visit to meet with pa-
tients and, if possible, their families. To avoid any associated anxiety or
stigma related to a healthcare visit, the team elected to visit the patient
within a patient and family-preferred setting. A typical follow-up visit
involved training the at-risk youth on how to cope, emotionally regulate,
and cognitively restructure thoughts, behaviors, and feelings that could
lead to self-injury. The New Hope team also addressed treatment
adherence, created safety plans, and facilitated social support and care
provider contacts to ensure continuity of care, thus also strengthening
access and delivery of suicide care, per the CDC classification (Cwik et al.,
2016b; O'Keefe et al., 2019).

3.6. Strengthen access and delivery of suicide care (access)

Six interventions (25%) focused on strengthening access and delivery
of suicide care, defined by the CDC as covering mental health conditions
in health insurance policies, reducing provider shortages in under-served
areas, and ensuring safer suicide care through systems change. One
component focused on directly training the community on how to access
available care pathways (Adolescent Suicide Prevention Project; ASIST,
Celebrating Life, New Hope, Special Initiatives Team, Mt. Edgecumbe
School Psychiatric and Social Work Consultation; see Table 2). For
example, one intervention mobilized various unspecified communities
(mostly along the West Coast) to develop and implement suicide pre-
vention strategies of their own (described by DeBruyn et al., 1988). This
intervention was composed of a multi-disciplinary Special Initiatives
Team (SIT) that operated under the Mental Health Programs Branch of
IHS. To foster sustainability and a positive sense of community re-
sponsibility and ownership, the development team centered each stage of
development and maintenance around the community's constituents.
Thus, rather than directly developing, managing, and evaluating in-
terventions themselves, the SIT program offered assistance, consultation,
and referrals.

3.7. Strengthen economic support (ECO)

Three interventions (13%) focused on strengthening economic sup-
port, defined by the CDC as strengthening household financial security
and housing stabilization policies (Qungasvik Toolbox, Youth Entrepre-
neur Program, Mt. Edgecumbe School Psychiatric and Social Work
Consultation; see Table 2 for details). These interventions, however,
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differed in how they sought to bolster economic support. For the first
intervention, Harvey and colleagues studied a pre-existing psychiatric
and social work consultation service that helped to mobilize economic
resources at a boarding school (while also strengthening access and de-
livery of suicide care, identifying and supporting people at risk, and
lessening harms and prevent future risk, per the CDC classification). For
the second intervention, Tingey and colleagues (2016; 2020) partnered
with the Fort Apache Indian Reservation in Northeast Arizona to pilot
and implement the Arrowhead Business Group Apache Youth Entrepre-
neurship Program, a program that engaged participants in educational
activities and lessons about successful entrepreneurship (while also
creating protective environments, promoting connectedness, and teach-
ing coping and problem-solving skills, per the CDC classification). For the
last intervention, the Qungasvik developers (Allen et al., 2009; 2018;
Henry et al., 2012; Mohatt et al., 2014) sought to strengthen subsistence
skills (e.g., hunting, gathering) given, among other reasons, the high
costs of consumer goods in rural Alaska. Altogether, developers from
these programs chose to reconnect AI/AN individuals with socioeco-
nomic resources and/or culturally relevant skills under the assumption
that colonialism disrupted how AI/AN families typically sustained
themselves, thus bolstering critical economic resources and family dy-
namics that protect against suicide.

3.8. Lessen harms and prevent future risk (↓ harms)

Two interventions (8%), described in three reports (Celebrating Life,
Mt. Edgecumbe School Psychiatric and Social Work Consultation; see
Table 2 for details), prevented future risk in the immediate aftermath of a
suicide attempt by lessening harms (e.g., de-briefing sessions, psycho-
logical counseling) and expeditiously reporting outcomes to the public
(e.g., local school officials/assemblies, suicide surveillance agencies, and
behavioral health services). The developers from these programs chose to
lessen harms and prevent future risk based on the premise that suicide
related events can affect not just the suicidal individual but those known
to them (e.g., suicide contagion). To best reach out to these affected in-
dividuals, program developers sought help from not just social work
services and psychiatry consultation services but community members as
well.

In the first intervention, a continuous psychiatric consultation and
social work service assisted American Indian students from various tribal
backgrounds at Mt. Edgecumbe, a boarding school in Alaska. Children at
this school were known at the time to suffer from considerable psycho-
logical distress from cultural alienation and Western assimilation,
sometimes amounting to two suicide attempts per week at the school
(Harvey et al., 1976). To address the high rate of suicide at Mt. Edge-
cumbe, the Alaska Native Health Service first developed the
psychiatric-social work program in 1968. The consultation service,
composed of an in-service training program, included a part-time psy-
chiatric consultant to tackle the student's mental health issues (e.g.,
depression, anxiety) related to suicide and two social workers to tackle
the socio-cultural roots of mental illness and suicide. In addition to
strengthening economic support, strengthening access and delivery of
suicide care, and identifying and supporting people at risk (per the CDC
classification), Harvey and colleagues took a culturally informed
approach and worked one-on-one with at-risk students seven days a
week. Since the program's inception, the Alaska regional office of the
Bureau of Indian Affairs and the school superintendent have gone on to
maintain the psychiatric consultation and social work service.

In the second, more current intervention, Cwik and colleagues (2014,
2016a) described how the Fort Apache Indian Reservation tribal gov-
ernment mandated the Celebrating Life intervention, a local surveillance
and follow-up system across Northeastern Arizona. At that time, the
reservation contended with an anecdotal rate of suicide higher than what
had been reported by the IHS and CDC. To address this discrepancy,
ensure timely follow-up services, generate community data for preven-
tion and research programs not typically permissible through national
9

and regional surveillance systems, (while also strengthening access and
delivery of suicide care and identifying and supporting people at risk, per
the CDC classification), the tribal council worked in collaboration with
Cwik and colleagues to design and implement the Celebrating Life
intervention. Between 2007 and 2012, the Celebrating Life program
measured the prevalence of suicide ideation, attempts, and deaths sent to
them by community individuals working with the White River Service
Unit on the reservation. Afterwards, the Celebrating Life team supported
any at-risk individuals by connecting them to appropriate care services.

4. Discussion

We conducted a systematic review to address our research question,
What logics or rationales have structured interventions aimed at preventing
suicidal behaviors among AI/AN populations? We employed broad inclu-
sion criteria to focus on the field as a whole, rather than a few select
populations and study types. This inclusive approach to searching,
screening, and data extraction yielded 32 articles, comprising 24 unique
interventions. As a result, the answer to our research question is complex
and nuanced and includes the following observations.

Each of the seven CDC suicide prevention strategies were represented
across the diverse reviewed corpus. Most frequently, developers from
these studies sought to (1) promote connectedness, (2) identify and
support people at-risk, and/or (3) create protective environments. These
three strategies also predominated among the 17 interventions that
featured multiple CDC suicide prevention strategies. Of the eight in-
terventions that solely featured one CDC suicide prevention strategy,
none focused exclusively on (1) creating protective environments or (2)
lessening harms and preventing future risk.

We then asked how and why the collective corpus incorporated each
of the strategies based on the seven CDC prevention strategies. Ulti-
mately, two trends emerged. First, in light of the presumed need to
accord with the recommendations of the scientific community, de-
velopers from most (but not all) interventions incorporated conventional
suicide prevention practices as the backbone of their programs (e.g.,
delivering psychotherapy to manage risk factors that can lead to suicide;
teaching life skills to help regulate suicidal thoughts, emotions, and be-
haviors; offering psychoeducation to ensure steady and continuous ac-
cess to care).

Second, in light of the negative, ongoing impact of Euro-American
colonialism on these communities, each program developed and imple-
mented their interventions to accurately understand and address com-
munity needs and sensibilities (e.g., focusing on collectivist orientations
to well-being, delivering culture-as-treatment, adhering to a
transactional-ecological approach), many of which included the com-
munity during development and implementation (e.g., CBPR). As a
result, developers from the reviewed corpus blended both individual-
centered rationales (e.g., rationales designed to alter or ameliorate at-
tributes or characteristics of the individual) and systems-centered ratio-
nales (e.g., rationales designed to alter or ameliorate attributes or
characteristics of the setting) to form multi-faceted interventions.

Of note, despite shifting politics, cultures, institutions (e.g., the
closing of boarding schools to institutionalize AI/AN youth), and
movements (e.g., CULTURE FORWARD; O'Keefe et al., 2022), this focus
on systems-centered rationales and logics did not suddenly emerge in
recent years. For example, the psychiatric and social work service at Mt
Edgecumbe's boarding school, evaluated by Harvey et al. (1976),
included two social workers who sought to address the socio-cultural
roots of mental illness and suicide. While this offered a rich diversity of
options for suicide prevention within AI/AN communities, how do these
interventions compare with the predominant practices for preventing
suicide in the USA?

4.1. Comparison to predominant suicide prevention practices

Although no singular gold standard exists for suicide prevention, the
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predominant approach involves a combination of outpatient mental
health services for non-acute issues (e.g., psychotherapy, medications)
and inpatient mental health services for acute issues (e.g., a locked psy-
chiatric unit). In keeping with this attitude, the CDC lists several specific
evidence-based interventions as examples of their suicide prevention
strategies, a majority of which target suicide as an individual-centered
mental health issue best addressed by medical professionals, thus
funneling care within established healthcare systems (Stone et al., 2017).
Examples of individual-centered interventions listed by the CDC include
suicide prevention (e.g., National Suicide Prevention Lifeline; Gould
et al., 2012), treatment to prevent re-attempts (e.g., Cognitive Behavioral
Therapy for Suicide Prevention; Stanley et al., 2009), safer suicide care
through systems change (e.g., the Zero Suicide Toolkit; Turner et al.,
2021), treatment for people at-risk for suicide (e.g., DBT; Linehan, 1987),
reducing access to lethal means among persons at-risk (e.g., encouraging
safe firearm storage practices; Rowhani-Rahbar et al., 2016), organiza-
tional policies and culture (e.g., correctional suicide prevention; Bonner,
2000), social-emotional learning programs (e.g., Good Behavior Game;
Tingstrom et al., 2006), post-vention (e.g., the StandBy Response Service;
Comans et al., 2013), gatekeeper training (e.g., ASIST; Cwik et al.,
2016c), and safe reporting and messaging about suicide (e.g., guiding
media representation of suicide; Brownlie et al., 2021).

While a few of these CDC-listed interventions do technically target
“systems,” the ultimate aim of most of these interventions is to expand
conventional mental healthcare services that address problems or deficits
as they relate to the individual rather than society. Examples include
expanding coverage of mental health conditions in health insurance
policies (e.g., mental health parity laws; Buchmueller et al., 2007) and
reducing provider shortages in underserved areas (e.g., tele-mental
health; Barnett and Kolmes, 2016). Conversely, sample system-centered
interventions include housing stabilization policies (e.g., the Neighbor-
hood Stabilization Program; Fraser and Oakley, 2015), organizational
policies and culture (e.g., Together for Life; Mishara and Martin, 2012),
community-based policies to reduce excessive alcohol use (e.g., reducing
alcohol outlet density; Campbell et al., 2009), and community engage-
ment activities (e.g., greening vacant urban spaces; South et al., 2018).
Interestingly, several of these interventions focus on the transaction be-
tween the individual and a specific setting; that is, they lie in the middle
of a conceptual continuum that is anchored on either end by person- and
system-centered interventions. These include interventions such as
parenting skill and family relationship approaches (e.g., The Incredible
Years; Webster-Stratton, 2001) and post-vention (e.g., Attachment-Based
Family Therapy; Diamond et al., 2016).

Altogether, while the CDC lists a wide array of evidence-based indi-
vidual-, transaction-, and system-centered interventions, the number of
individual-centered rationales among the CDC's listed interventions is
seemingly twice the number of system-centered rationales. This obser-
vation is notable for a few reasons. First, this suggests that adherence to
broader international recommendations for comprehensive, multilevel
approaches (i.e., intervention components across domains, providers,
and settings; World Health Organization, 2018) will be somewhat more
difficult to achieve if conventional evidence-based interventions for
suicide prevention cluster too heavily in the individual domain. Second,
this more individual-centered approach tends to locate the deficit or
dysfunction within persons as opposed to the demonstrated interest of
AI/AN communities that are concerned with collective processes at the
community level, including shared historical experiences of systemic and
structural disadvantage stemming from colonial subjugation. Third, this
relates back to our previously raised question: what might motivate a
pattern of methodological trade-offs that prioritizes community respon-
siveness over tightly controlled scientific research designs? This dispro-
portionate representation of individual-centered interventions is likely
related to the difficulty of scientifically assessing the efficacy of
system-centered interventions, many of which require unusual or
non-existing methodological innovations to scientifically assess upstream
factors (e.g., studying the impact of ancestral suffering on current
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generations of AI/AN people as postulated by the construct of Indigenous
historical trauma) (Gone, In Press).

In any case, the preponderance of individual-centered interventions
seems somewhat incongruent with the context-sensitive descriptions of
many of the CDC's seven suicide prevention strategies (and especially
with the corpus of this AI/AN focused systematic review). Thus, despite
an emphasis on individual-centered interventions within evidence-based
suicide prevention practices, what explains the persistent appeal of
system-centered interventions among AI/AN populations? We offer one
formulation below. For a more in-depth analysis from the perspective of
methodological rigor and outcomes, see Rey et al. (2022) and Pham et al.
(2021) respectively.

4.2. Indigenous assumptions about suicide

One formulation by Wexler and Gone (2012) roots this persistence
within local cultural meanings and practices, specifically four Indigenous
assumptions about suicide. Per the first assumption identified by Wexler
and Gone (2012), selfhood is a social rather than an intrapersonal and
individual construct with striking relationships between identity, culture,
family, and community. Based on this assumption, developers for AI/AN
suicide prevention programs went on to create protective environments
by training not only mental healthcare professionals but also pre-existing
networks of supportive others as well. Similarly, developers supported
at-risk individuals following a suicide event not only by promoting social
work and psychiatry consultation services but also through enlisting the
help of other community members as well.

For example, the HSOC and SAC sought to connect at-risk AI students
with traditional values and practices (Muehlenkamp et al., 2009;
Nebelkopf and Wright, 2011) while Camp Pigaaq sought to connect
students with their culture (Barnett et al., 2020). Similarly, Gray and
Muehlenkamp (2010) connected at-risk individuals using a holistic sys-
tem of care that focused the on community; LaFromboise and
Howard-Pitney (1994, 1995, 2008) trained youth on how to cope with
their emotions by reconnecting them with their peers, family, and com-
munity; and Langdon et al. (2016) taught coping and problem-solving
skills to youth by recruiting community Elders to discuss the impor-
tance of culture.

Per the second assumption identified by Wexler and Gone (2012),
selfhood is enacted as an obligation to signal collective distress in the
community. From this perspective, suicide is no longer a matter of in-
dividual choice but a necessitated and public expression of collective
dysfunction for social and spiritual dilemmas within the family, com-
munity, and tribal context. Historically speaking, collective AI/AN
dysfunction has most notably stemmed from Euro-American repression
of AI/AN selfhood and related systems of meaning-making (Spencer,
2000), thus catalyzing a transgenerational “anomie” that led to the
pervasive suicide crisis among AI/AN communities. Anomie, literally
meaning “no law,” refers to the loss of societal mores and norms (Dur-
kheim et al., 1951; Teymoori et al., 2017).

To illustrate the AI/AN context of forced assimilation into Euro-
American values and practices, MASKED interviewed an AI reservation
traditionalist named Traveling Thunder who discussed the origins of
drinking and depression within his community. Traveling Thunder re-
ported that colonial subjugation, forced assimilation, and dispossession
of culture, identity and sacred practices and values eventually led to a
loss in identity, purpose, and meaning that might lead to a specific
sequence of problems: depression, substance abuse, loss of self-worth,
and suicide. This psychosocial anomie was unlikely to be addressed by
well-meaning mental health systems that are ill-equipped to promote
renewed cultural orientations, connections, and practices that Traveling
Thunder designated as the remedy for AI/AN suicide. Thus, it comes as
no surprise that program developers who engaged AI/AN communities
within the reviewed corpus sought to prevent suicide less frequently by
providing AI/AN individuals with psychiatric treatment and/or
parenting skills and more frequently by reconnecting individuals with
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their identity, community, and culture as a means to rectifying co-
lonialism's negative impacts on AI/AN lives.

In the third assumption identified by Wexler and Gone (2012),
non-professional community members, rather than clinical experts,
should deliver suicide prevention measures to the community. As Cwik
et al. (2016c) put it, “participants were significantly less likely to endorse
that helping requires professional skills” (p. 409). This focus on
non-professional community members is related to the health sector's
longstanding history of irreverence, disrespect, exploitation, and reduc-
tion of complex sociocultural experiences into person-rather than
system-centered problem explanations, arguably resulting in a
deficit-oriented pathologizing approach best suited for a clinician's
expert intervention (Glover et al., 2015; Gone and Calf Looking, 2011).

On the other hand, non-professional lay providers (e.g., gatekeepers)
provide social connections that target the underlying cultural roots of
Indigenous suicide. Furthermore, non-professional lay providers, as
members of the same cultural community, can understand local customs,
mediate shared socio-cultural meanings, interpret emotional expression
and self-representation, identify critical social networks and community
resources outside of clinical support systems, and craft culturally mean-
ingful interventions. For example, the Youth Leaders Program set out to
create an overall positive school environment by enlisting the help of
peer leaders (Wexler et al., 2017). Similarly, programs such as the KGS or
ASIST viewed gatekeepers, who youth appeal to during times of crisis, as
ideal recipients of suicide training (Bartgis and Albright, 2016; Cwik
et al., 2016c).

Even interventions ostensibly centered around individual issues
included aspects of AI/AN culture and community. For example, de-
velopers wanted to teach coping and problem-solving skills to at-risk
individuals with psychological distress, however some AI/AN in-
dividuals may view the mental healthcare system and its associated
practices with stigma, distrust, and skepticism (Glover et al., 2015; Gone,
in press; Wexler and Gone, 2012). Thus, several developers asked lay
community members rather than trained professionals to teach coping
and problem-solving skills. In the case of the Adolescent Suicide Pre-
vention Project, May et al. (2005) were able to approach at-risk com-
munity members regarding conventional mental healthcare services by
enlisting the help of other community members.

For the fourth and final assumption identified by Wexler and Gone
(2012), suicide interventions should be locally designed as community
decolonization projects. This directly contrasts with biomedical health
and social service practices that invoke attitudes of Euro-colonial impe-
rialism and cultural subjugation through coercive practices such as
involuntary commitment. In keeping with this assumption, a majority of
the studies described community-driven programs from beginning to
end. For example, the development of the Qungasvik Toolbox included a
diverse range of community members over the course of 90 planned
meetings (Allen et al., 2009, 2018; Henry et al., 2012; Mohatt et al.,
2014). Similarly, the development of the Elder's Resilience Curriculum
included collaborative work between the Johns Hopkins Center for
American Indian Health and community stakeholders and Elders from
the WMAT that took place over the course of four and a half years.

4.3. Toward the future

Suicide is a public health crisis for AI/AN communities. The as-
sumptions about suicide within AI/AN communities, as reflected by
Traveling Thunder (Gone, 2007, 2008), the reviewed corpus, and the
CDC suicide prevention strategies, must feature into the development
and implementation of actual AI/AN suicide prevention programs (see
Wiglesworth, 2022 for further commentary on this subject matter). Un-
fortunately, these assumptions have yet to figure into the mainstream
mental health services delivered through the mental healthcare system.
Thus, the scientific community must rethink the criteria for what makes
up a “gold standard” intervention. For example, can an intervention be
considered gold standard if it does not incorporate components that are
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culturally relevant to underrepresented groups such as the AI/AN
community?

Currently, large professional bodies (e.g., panels, task forces, steering
committees) recommend interventions for inclusion within clinical
practice guidelines and health care recommendations such as the
American Psychological Association Clinical Practice Guidelines, the
American Psychiatric Association Practice Guidelines, the United
Kingdom NICE standards, and the Veterans Administration/Department
of Defense Clinical Practice Guidelines (Tolin et al., 2015). This broad,
top-down approach is critical for systematizing best practices across a
wide variety of settings and peoples that conform with quickly evolving
and largely scientifically dominated world. At the same time, however,
this approach privileges “scientifically-vetted” over locally established
treatments, thus running the risk of leaving risk and protective factors
specific to Indigenous populations largely unaddressed.

4.4. Recommendations

To siphon benefit from both Indigenous and scientific communities,
experts on Indigeneity have signaled for studies to articulate and docu-
ment the effectiveness of cultural activities in terms that modern scien-
tists can understand (Beeker et al., 1998; Wright et al., 2011). Studies at
this intersection would have to artfully bridge epistemological gaps be-
tween biomedical and Indigenous communities through authentic com-
munity based participatory research. For example, programs can
culturally adapt a known scientific intervention using input from a spe-
cific community (see Navajo-based DBT-A by Kohrt et al., 2017 or Project
HOPE by Doll and Brady, 2013). Alternatively, developers can fashion
culturally meaningful interventions from the ground up while addition-
ally offering well established, “mainstream” interventions (see the HSOC
by Nebelkopf and Wright, 2011). Studies on these interventions should
also dutifully document how their logics and rationales map onto the
intervention development process. For example, the included articles
largely did not indicate who specifically initiated intervention develop-
ment, a factor that would have added nuance to our discussion on
individual-versus system-centered rationales.

4.5. Limitations

In terms of systematic reviews, future studies should expand upon the
limitations inherent within this review. First, the recent decade has
featured more publications when compared to previous years. This leads
us to believe that our systematic review will quickly require an update to
capture this transformative moment in research history. Second, while
we coded these interventions into the CDC suicide prevention strategies
using a reflexive dialogue between the first and senior author, we did not
employ measures of agreement to index how frequently initial coding
differed. Furthermore, while the CDC technical package is detailed, given
the potential for cultural incongruities between the CDC categories and
the settings and contexts featured within this systematic review, future
studies may benefit from a more rigorous CDC coding process. Third, the
methods appear from this systematic review may have generated
incomplete data regarding the breadth of strategies adopted by in-
terventions. For example, our systematic review did not focus on Native
Hawaiian populations. In another example, we included only publica-
tions that described an implementation of an intervention to ensure we
were describing interventions as they had been executed. Furthermore,
while this systematic review did include reflection pieces and protocol
outlines with at least some relationship to a separate article with out-
comes data, these process descriptions did not include grey literature and
stemmed solely from literature screened from the original electronic
search (for example process descriptions beyond the scope of our search
process, see Wexler et al., 2016 and Rasmus et al., 2014); however, there
is some evidence to support including grey literature (Mahood et al.,
2014) and publications derived from checking reference lists (Horsley
et al., 2011). Thus, to add further depth and nuance, this systematic
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review systematic review would also benefit from a broad-form update
with looser inclusion/exclusion criteria (e.g., including articles without
an explicit connection to the implementation of an intervention, grey
literature, literature derived from checking reference lists).

5. Conclusion

Comparative differences in frequency and circumstances distinguish
suicide among AI/AN individuals from suicide among other ethnoracial
groups. To match these differences, a wide variety of interventions and
suicide prevention strategies have emerged. To better understand this
heterogeneity, we conducted a systematic review that sought to under-
stand the logics and rationales of these suicide prevention strategies. We
adopted a broad strategy towards searching and screening that yielded a
final corpus of 32 items. Data extraction revealed a diverse literature base
that adhered to each of the seven CDC suicide prevention strategies with
most promoting connectedness and/or creating protective environments.
While the logics and rationales justifying these suicide prevention stra-
tegies varied from strategy to strategy, each study rooted their choice of
intervention within system-centered rationales (e.g., social relations,
community, historical trauma, culture-as-treatment). We related the
strong appeal of community system-based rationales to underlying as-
sumptions about suicide within Indigenous communities. Altogether, the
presented suicide prevention strategies, logics, and rationales signal to-
wards the necessity for future interventions to incorporate community-
driven, system-based rationales with flexibility towards individual-
centered rationales and interventions.
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