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David Vicary has practised as a clinical psychologist in rural Western Australia for over 10
years. During this time he has developed inserests in working with Aboriginal and rural
clients. His particular research and clinical intevests include working with depressed and
suicidal Aboriginal young people, preventative community interventions addressing the issue of
self-harm, systemic contamination control post-suicide, effective engagement techniques for
non-Aboriginal practitioners working with Aboriginal clients and cross-cultural psychotherapy
that blends Western and Indigenous methodalogies.

David is currently reaching posigraduate students at Curtin University of Technology while
completing his Ph.D. As pare of his Ph.D., e is investigating Aboriginal conceptualisations of
mental health and psychological treatment. This research also investigates Aboriginal
apprapriate psychological methodologies — including the blending of both Western and
Indigenous psychological techniques,

Introduction

Suicide (and self-harm} within the Aboriginal community has become one of the major sccial issues facing
Western Australian health and welfare agencies, The increase in the numbers of deaths relating to suicide
has led to both State and Commonwealth suicide and self-harm initiacives (Swan & Raphael, 1995).

Numbers of interdepartmental advisory committees and working parries have been established 1o
address the issue. The Health Deparement of Western Australia' has investigated the prevalence of
suicide and self-harm in both metropolitan and regional areas. This research has focused on both the
Aboriginal and non-Aboriginal population and has illuminated a number of trends {these will be
delincated below). It is important to note that the research thus far conducted by the Health
Department of Western Australia has focused on risk factors associated with suicide. There is still much
work to be undertaken in the area of translating such epidemiological information into practice.
Recently in Western Australia, there have been initiatives that have placed greater emphasis on training
and educating non-Aboriginal mental health and welfare professionals. This has also included the
delivery of culturally sensicive programs to Aboriginal communities and professionals.

Prevalence
*  There has been no significant change in suicide rates in Western Australia since 1921. What has
altered is the age at which suicide occurs. Since the mid-1960s there has been a steady trend of

increasing suicide deaths for males aged 15-24 years (Youth Suicide Prevention Manual, 1998).

*  In 1995 and 1996, for males aged 15-24 years, suicide was the third leading cause of death,
accounting for 25% of all deaths. (Youth Suicide Prevention Manual, 1998),

¢ The pactern of suicide in Western Australia shows a steady increase for 15-19 year olds from 1986-
1988, followed by a decrease for that age group, but an increase in the older 20-24 year olds.

*  World Health Organisation figures place Australia’s suicide rate among the highest third of the
nations listed.

" Rescarch has been conducted by the Health Department of Western Australia via cthe TV Centre for Child Research
and che Epidemiology Branch — Health Informarion Cenere.
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Urban-ruval differences

*  In Western Australia, rural rates have increased by approximarely 50% from 1986-1992. The rural
rates have remained consistently higher since that time. The Western Australian data suggest thac
suicide rates are higher in smaller remote settlements of less than 4000 people (i.e. remote
Aboriginal settlements).

Risk and protective factors for suicidal behaviours

The effective prevention of suicide requires not only understanding of those ris# fizctors which exist to
increase an individual’s vulnerability to suicide, but also an effective means by which these variables are
able to be changed (Spence, 1998). The problem with such an approach is that many risk factors exist
which cannot be easily altered.

An alternative or additional strategy for prevention of suicide has been to focus on building up
provective factors, which have been shown to produce resilience to the development of suicide
behaviours. For instance, an individual may possess particular risk factors implicated in suicidal
behaviours, but not go on ro engage in suicidal behaviours. This is considered to be the result of that
same individual possessing certain protective factors, which ameliorare the effect of these factors.

Current research has therefore focused on identifying factors which are considered to act as protective
and risk factors for the development of suicidal behaviours (Lambert, Knight, Taylor & Achenbach,
1994). Risk facrors, which have been considered within the mainstream literature, have included:

*  Effects of economic downturn include increased unemploymenr, increased poverty, reduced
government services to couniry areas and decline of country rowns increasing social isolarion;

*  Depression;

*  Isolation, reduced access to essential services, including mental health services, and difficulty
maintaining confidentialiry in small country towns;

*  Ready availabilicy of firearms; and

«  Australian cultural norms which make it inore difficult for men to seek help, and the tendency for
alcohol consumption to be the solution for anxiery and depression.

Risk and protective factors for suicidal behaviours in Aboriginal populations

A considerable body of literature, both published and unpublished, has consistently argued thar
mainstream mental health services are not meeting the needs of Indigenous clients (Hunter, 1991a,
1991b; McKendrick et.al., 1990; Nurcombe, 1970). Thete exists a range of risk factors for suicidal
behaviours, which are unique to Aboriginal people. These remain unrecognised within the literature
and unactended in clinical practice. Interventions, which fail to address the negative effects of such risk
factors, have limited chance of success. This is being reflected in the literature and in increased rates of
suicide in Aboriginal communities.

Subsequently it is important that whilst there Is a need to take account of those risk factors common to
mainstream population, a separate analysis which takes account of those facrors specific to Aboriginal

. populations and which have been implicared in the development of suicidal behaviours, must occur.
These factors include disruption, forceful removal, substance abuse, social isolation, and cultural
identity and racism.
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Disruption

A range of social-historical-policical factors has been implicated in the development of much suicidal
and self-harm behaviour amongst Abariginal people. These include the forceful removal of Aboriginal
childeen from cheir families and communities since European occupation of Australia and the
continuation of rhis policy until 1972 in Western Australia (Kahn ec.al., 1978). The cencrality of
trauma and grief associated with such separation have been repeatedly identified by Aboriginal and
Torres Strait Islander people as one of the most critical issues affecting them (Swan & Raphael, 1995).

Forcible removal

People forcibly removed from their families, subsequently abused, institutionalised and raised to believe
in their own cultural inferiority will frequently lack actachment, have low self esceem, and have
difficulties relating o others. These factors increase the likelihood of suicidal behaviours (Bringing Them
Home Repore: National Inguiry into the Separation of ATSI Children from their Families, 1997).

John Bowlby (1951) first spoke of the importance of attachment to a primary caregiver in infancy.
Research has since supported the notion thar separation from a primary caregiver in childhood can lead
to depression and suicide (Swan & Fagan, 1991; Morice, 1988); alcohol and drug use (Hunter, 1991d);
lack of eruse and intimacy; insecurity and lack of self esteem, feelings of worthlessness, delinquency and
violence (Bringing Them Home Report, 1997).

The intergenerational effects of this experience have been profound. Many ‘stolen generations’ children
are more likely eo have ‘problem’ children, wich 25% of boys and 33% of girls (of stolen generations
parents) having substantial behaviour problens such as delinquency (Aboriginal Legal Service, 1995);
substance usage (Reser, 1989a); self-harm (Hunter, 1991a) and suicidal behaviours {Swan & Raphael,
1995; Raphacel, 1996; Sweeney, 1995); difficulty wich school (Gross, 1989) and in relacing to their peers
(Silverman, 1989).

Substance-related problems

Alcohol abuse is simultaneously a health problem and a cause of other health problems and is ar least in
part mediated through a number of factors which increase an individual’s vulnerability to mencal
disorders {Jones, 1972). Indeed, alcohol abuse is related to disorders of ideation and perception with
data from the Norchern Territory showing a 500% increase in hospital admission rates for ATSI males
with a diagnosis of alcoholic psychosis berween 1977 and 1982 (Hunter, 1988). Threughout the
literature, chronic and acute alcohol usage is consistently associated with completed suicides (Hunter,
1988, 1991), depression (McKendrick ec.al., 1991), and interpersonal violence (Hunter, 1988).

Social isolation
Social isolation has zlso been identified as a major risk factor with most research indicating that the

decrease of traditional social support networks are likely to mitigate the effects of stress and the

engagement in suicidal behaviours (Huncer, 1988).

Cultural identity and racism -~

Aboriginal people have been proposed ro be psychologically vulnerable to suicidal behaviours as a result
of devaluation in the Aboriginal sense of community (Durkheim, 1952; Huffine, 1989). Evidence also
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suggests that simple membership in an cthnic minority group contribuzes significantly to the relatively
high rates of distress associated with suicidal behaviours (Ruth, 1990; Cawte, 1969). Studics have
demonstrated that other Indigenous colonised cultures experience similar disproportionatcly high races
of suicide as Aboriginal pcople (Johnson, 1994; Berry & Kim, 1988).

Protective factors

The question consistently arises in clinical work as to why some children who experience many risk
q y y p
factors do not develop pathology or suicide vulnerability. Whilst a variety of explanations ma be
PP &Y Y Y p Y
preposed, much of the research is inconelusive and still in its carly stages. However, the available
literature indicates some mediation of the following variables in the development of psychological
problems in young people. Tracy Westerman in the initial stages in her research has found a similar
pattern amongst Aboriginal youth both in Perth and the Northwest. Those factors consistently cited
include: '

Individual temperament and coping skills

It is clear that children are born with innate temperamental and conditionability to a range of life
experiences (Spence, 1998). The extent to which these tendencies play a role in the maintenance and
development of pathology remains unclear, as not al! children with difficulc temperaments will progress
to show behavioural difficulties (Endler & Parker, 1990). However, those factors which have been
identified within the literature as providing a protective barrier for high risk children include, having an
easy early childhood temperament (Rutter et.al., 1975), high self esteem (Charman & Pervova, 1996)
and internal locus of control (Werner, 1987).

Within the preliminary research, outcomes indicate that such temperaments include: a positive outlook
on life; a will or determination to succeed despite adverse circurnstances; the use of problem solving
rather than emotion focused coping; and an adaptable personality which enables the child to shift
berween their traditional or culture of origin into mainstream culture with refative case. Finally, having
skills such as sporting ability as well as a strong sense of pride in their Aboriginal culeure, as well as an
internal locus of hope for a better future, are factors which have been considered to create as protection
against risk factors highlighted above.

Family and external factors

Further research outcomes suggest some support for the importance of attachment to a primary
caregiver, or role model for those children who experience risk factors such as severe neglect, or adverse
environmental and family circumstances. This has been supported by Toth and Cicchetti (1996) whe
demonstrated thar children who were maltreated but displayed attachment o at least one parent or
caregiver showed lower levels of depressive symptomarology than maltreated children who were poorly
attached.

Conflict with peers

Finally, research has also indicated that the level of positive external contact with peers has been linked
with higher self esteem (Achenbach, 1987), lower levels of depressive symptomatology (Kendall ec.al.,
1990) and therefore may work to provide children with identified risk for mental ill healch with a level
of resilience against the development of suicidal behavious.
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Aboriginal suicide in Western Australia

The process involved in providing accurate data as o the incidence and prevalence of Aboriginal youth
suicide is problematic. Anecdoral evidence would suggest that there is an under-reporcing of such
deaths in statistical information. Suicide is often considered taboo within mainstream non-Aboriginal
culture. However, it may assume different significance within the Aboriginal community due to the -
contrast in world view. A ‘suicide’ in an Aboriginal community may be ateributed to spiritual factors,
paybacle, a transgression of law or other cultural attributions.

*  Data to describe trends amongst Aboriginal people are incomplete. The Western Australian data
indicate that the number of recorded suicide deaths for Indigenous young people is disproportionare
to those of non-Aboriginal (deaths in custody do not account for this disproportionate rate). The
suicide rate within Aboriginal communities currently scands at 32 deaths per 100 000, compared
to the mainstream rate of 16 per 100 000. The most vical aspect of these reported statistics is that
whilst in mainstream communities there is evidence which indicates that the suicide rate is
stabilising and in some instances decreasing, the rate of suicide in Aboriginal communities is
continuing to rise at an alarming rate (Hillman et. al., 2000).

* A number of Aboriginal communities have expressed concern at the incidence of suicide and
suicidal behaviour amongst their young.

Strategies and interventions

Since 1989, one of the key foci of the Western Australia’s Youth Suicide Advisory Commircee has
been aimed at Aboriginal youth suicide prevention. This commicree is comprised of a number of
representatives, including delegates from within Aboriginal communities, senior governmental
representarives and non-government agencies.

General strategies aimed at reducing youth suicide within Western Australia include training and
educating professionals and community based workers on the ‘train the trainer’ model, assistance to
schools and isolated communities and the development of best practice procedures in providing for care
of at-risk youth.

The number of State-funded initiatives includes:
*  Training and implementation of a set of steps those educators can engage in once they have

identified at-risk scudents. This would include straregies to implement within the school in the
wake of 2 student suicide.

*  Improving training accessed by workers who have regular contact with youth within the
community to improve ability to manage and help at-risk youth.

*  Liaising with media in the responsible reportage of youth suicide and related topics.

*  Increasing the role of hospitals and health care providers in the follow-up of youth who have
attempted suicide in order to offer needed support.
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Prevention of contagion — Aboriginal specific interventions

When working with Aboriginal communities there is a number of important issues to consider when
interventions are the result of ideation regarding suicide, or as debricfing foliowing a suicide atcempt:

*  The therapist is encouraged to research all possible triggers for the idcation/attempt/suicide. This
is in particular relation to exploring any cultural reasons for the behaviour. There have been a
number of occasions in which suicide has been the result of breaching cultural taboos. If this is
the case, only Elders are able to intervene in these marters. The therapist must take 2 behind-the-
scenes role and offer services offered only in deference to the Elders’ {(or communirics’) expressed
consent.

*  Due to the taboo surrounding suicide in Aboriginal communities, using the word suicide dircctly
in a first session is not suggested. A preferred methed is by beginning questions from peripheral,
general discussion about mood {eg. Do you feel sad very often?), and then leading into
behavioural responses to emotions (eg. What sorts of things do you do when you feel really sad?),
If the client has not expressed suicidal and self-harmful intent the question should be expressed as:
‘Have you ever felt 50 sad that you have tried to hurr yourself in some way?’ If the clienc is happy
to answer this sort of question, this usually provides the green light to talk to them about suicidal
ideation. [t is important 1o continue to gauge client responses (verbal and non-verbal) to initial
questioning about suicide.

¢ The suicide data strongly support the role of contagion in completed and attempted suicides
particularly among young Aboriginal males. A powerful approach has therefore been to use the
group dynamic as a positive rather than negative dynamic. Similar to suicide watches, the
‘surviving’ group members are debriefed by the therapist and encouraged to make an agreement to
‘warch out for each other’ during the times when the therapist is not present. In groups which are
functioning well, it is not uncommon for members to be able to identify thosc young people who
they consider to be the most vulnerable, and make a special effort to be available to them. The
therapist should remain highly visible and present in the aftermath of a suicide and assist group
members to ventilate, debricf and support one another through this most critical period.

Summary

With the alarming increase in Aboriginal suicide in Western Australia more needs to be done to
incorporate epidemiological information into culturally sensitive work practice by non-Aboriginal
professionals. Similarly, Western information and education should be provided to Aboriginal
communities to amalgamare with culturally relevant belief systems. Once this is done idiosyncratic
service delivery systems, which rarger the depressed and suicidal cohort of these comniunities, can be
implemented. It is likely that such culturally derived, driven and implemented programs will be
considerably more successful than current models of intervention.

A cautionary note: When working with Aboriginal people it is erroneous to assume that all Aboriginal
people are homogeneous. It is suggested that each program delivered to this population be developed in
conjunction with and driven by the local pepulation. This will take into account different cultural
beliefs and practices — it will also limit che potential of infringing on culturally sensitive processes. The
authors recommend that non-Aboriginal professionals should always work with a cuftural consultant
(this person must be nominated by the community} and not take the expert role (Vicary & Andrews
2000; Tamasese & Waldegrave, 1994).

The authors would like to take the opportunity to point our that neither perceives themselves as experts
in chis field. Both are continuing their education on a daily basis as they work wich Aboriginal
communities and depressed and suicidal Aboriginal young people. The authors would like to
acknowledge the support and encouragement shown to them by their Aboriginal teachers.

Working with Indigenous Australians: A Handbook for Psychologists



References

Aboriginal Legal Service of WA. (1995). Telling our story: A Reporr by the Aboriginal Legal Service of
Western Australia (Inc) on the removal of Aboriginal children from their families in Western Australia.
Perth: Aboriginal Legal Service.

Achenbach, T. M., McConaughy, S. H. & Howell, C. T. (1987). Child/adolescent behavioural and
emotional problems: Implications of cross-informant correlations for situational specificity.
Psychological Bulletin, 101 (2), 213-232.

Berry, J. & Kim, U. (1988). Acculturation and Menrtal Health. In R. Dasen, J. Berry, & N. Satorius
(Eds.), Health and cross-cultural psychology: Toward applications (Vol. 1, pp. 207-235). Newbury
Park: Sage.

Bowlby, J. (1951). Maternal care and mental bealth (Monograph, Series 2). Geneva: World Health
Organisation.

Cawte, J. (1969). Psychological adjustment to cultural change: The case of the Australian Aborigines.
Australian & New Zealand Journal of Psychiatry, 3, 343-347.

Charman, T. & Pervova, 1. (1996). Self-reported depressed mood in Russian and U. K Schoolchildren.
A research note. Journal of Child Psychology & Psychiatry, 37, (7), 879-883.

Durkheim, E. (1951). Suicide. New York: Free Press.

Eastwell, H.D. (1985). Urban Aborigines’ lifestyle and psychiatric disorders. Patienr Management,
January, 63~G8.

Endler, N. S. & Parker, J. D. A. (1990). State and
trait anxiety, depression and coping styles.
Australian Jounrnal of Pychology, 42, (2),
207-220.

Gross, D. (1989). At risk: Children of the mencally ill. Jourral of Psychosocial Nursing, 27 (8), 15.

Hillman, 8. D, Silburn, S. R., Zubrick, 8. R., & Nguyen, H. (2000). Suicide in Western Australia 1986-
1997. Perth, WA: Youth Suicide Advisory Commirttee, TVW Telechon Institute for Child Health
Research, & the Centre for Child Health Research, Faculty of Medicine and:Dentistry, The
University of Western Australia.

Huffine, C. {1989). Social and cultural risk factors for youth suicide. In L. D. M. Linnoila (Ed.), Report
of the secretary’s task force on youth suicide. Washington: Deparument of Health and Human Services.

Human Rights and Equal Opportunity Commission. (1997). Bringing them hame: National inguiry into
the separation of Aboriginal and Torres Strait Islander children from their families. Sydney: Stirling Press.

Hunter, E. (1988). Aboriginal suicides in custody: A view from the Kimberley. Australian & New
Zealand fournal of Psychiatry, 22, 273-282.

Hunter, E. (1991a). An examination of recent suicides in remote Australia: Furcher information from

the Kimberley. Australian & New Zealand Journal of Pychiatry, 25, 197-202.

Hunter, E. (1991b). Out of sight, cut of mind -1. Emergenc patterns of self-harm among Aborigines
of remore Australia. Social Science ¢ Medicine, 6, 655-659.

Section 4 — Community Initiatives




Hunter, E. (1991¢). Out of sight, out of mind -2. Social and Historical contexts of self-harmful
behaviour among Aborigines of remote Australia. Social Science & Medicine, 33(6), 661-671.

Hunter, E. (1991d). The social and family context of Aboriginal self-harmful behaviour in remote
Australia. Australian & New Zealand Journal Of. Psychiarry, 25, 203-209.

Johason, D. (1994). Scress, depression, substance abuse, and racism. American Indian and Alasha Native
Mental Health Research, 6 (1), 29-33.

Jones, I H. (1972). Psychiatric disorders among Aborigines of the Australian Western Desert. Social
Science & Medicine, 6, 263-267.

Kahn, M. M., Henry, ] & Cawte, J. (1978), Mental healch services by and for Aboriginals. Australian
& New Zealand journal of Psychiatry, 10,221-228.

Kendall, B C., Stark, K. D. & Adam, T. (1990). Cognitive deficit or cognitive distortion in childhood
depression. journal of Abnormal Child Fsychology. 18 (3), 255-270.

Lamberr, M. C,, Knight, F, Taylor, R. & Achenbach, T. M, (1994). Epidemiology of behavioral and
emotional problems among children of jamaica and the United States: Parent reports for ages 6 to 11.
Journal of Abnormal Child Pyycholagy, 22 (1), 113-128.

McKendrick, J., Thorpe, M., Cutter, T,, Austin, G., Roberts, W., Duke, M. & Chiu, E. (1990). A
unique and piencering mental health service for Vicrorian Aboriginal people, Aboriginal Health
Information Bulletin, 13, 17-21.

McKendrick, J. H., Curter, 1., Mackenzie, A. & Chui, E. (1992). The pattern of Aboriginal psychiarric
morbidity in a Victorian urban Aboriginal general practice population. Australian & New Zealand

Journal of Psyehiatry, 26, 40-47.

Morice, R. (1988). Depression before the White man. Aboriginal Health Information Bulletin, 12,
32-40.

Nurcombe, B. (1970). Precausal and paracausal thinking: Concepts of causality in Aboriginal children.
Australian & New Zealand Journal of Psychiatry, 4, 70-81,

Raphael, B. (1992). Scape for Prevention in Mental Health, Canberra: NHMRC.

Reser, J. (1989). Aboriginal deaths in custody and social construction: A response to the view chat there
is no such thing as Aboriginal suicide. Australian Aboriginal Studies, 2, 43--50,

Rutter, M., Tizard, J., Whitmore, K. (1970). Education, bealth and bebaviour: DPiychological and medical
study of childhood development. London: Longman Group.

Silverman, M. M. {1989). Children of psychiatrically ill parents: A prevention perspective. Hospital
and Community Prychiany, 40, (12), 1259,

Spence, S. (1998). A case for prevention. In B C. H. Jackson, (Ed.), Early intervention and prevention
in tental bealth. Canberra.

Swan, P & Fagan, (1991). NSW Aboriginal mental health report. Sydney: Aboriginal Medical Service.

Swan, P. & Raphael, B. (1995). Ways forward” National consultaney report on Aboriginal and Torres
Strait Islander wnental health: Pare 1 & Part 2. Canberra: Australian Government Publications Service.

Warking with Indigenous Australians: A Handbook for Psychologists



Sweeney, D. (£995). Aboriginal child welfare: Thanks for the apology, but what about real change?
Abariginal Law Bulletin, 3, (76), 4-9.

‘Tamasese, K. & Waldegrave, C. (1993). Some central ideas in the ‘Just Therapy’ approach. Australian
& New Zealand Journal of Pyychiatry, 14, (1), 1-8.

Toth, 8. L. & Ciccherti, D. (1996). Parterns of relatedness, depressive symptomarology, and perceived
competence in maltreated children. Journal of Consulting and Clinical Psychology, 64, 32-41.

Vicary, D & Andrews, H. (2000). Developing a culturally appropriate psychotherapeutic approach
with Indigenous Australians, Austrafian Psychologist, (in press).

Werner, E. E. (1987). Vulnerability and resiliency in children at risk for delinquency: A Jongitudinal
study from birth to young adulthood. In J. D. & S. N. Burchard (Eds.), Prevention of Delinquent
Behavior (pp. 16-43). Beverley Hills: Sage.

Instituce for Child Health Research. (1998). Youth Suicide Prevention Manual, Western Auscralian
Government Publications, Perth.

Zubrick, S. R. & Silburn, §. R. (1998). Suicide Prevention. In P C. H. Jackson (Ed.), Early Intervention
and Prevention in Mental Health. Canberra.

Section 4 - Community Initiatives




