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Supplementary file 1: PRISMA 2009 Checklist 

Section/topic  # Checklist item  
Reported on 

page #  

TITLE  
 

Title  1 Identify the report as a systematic review, meta-analysis, or both.  1 

ABSTRACT  
 

Structured summary  2 Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, participants, and interventions; study 
appraisal and synthesis methods; results; limitations; conclusions and implications of key findings; systematic review registration number.  

2 

INTRODUCTION  
 

Rationale  3 Describe the rationale for the review in the context of what is already known.  4 

Objectives  4 Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes, and study design (PICOS).  4 

METHODS  
 

Protocol and registration  5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide registration information including registration 
number.  

4 

Eligibility criteria  6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, publication status) used as criteria for 

eligibility, giving rationale.  

5 

Information sources  7 Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional studies) in the search and date last 
searched.  

5 

Search  8 Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated.  SF2 

Study selection  9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included in the meta-analysis).  5 

Data collection process  10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for obtaining and confirming data from 
investigators.  

5-6 

Data items  11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and simplifications made.  5-6 

Risk of bias in individual studies  12 Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the study or outcome level), and how 

this information is to be used in any data synthesis.  

6 

Summary measures  13 State the principal summary measures (e.g., risk ratio, difference in means).  6 

Synthesis of results  14 Describe the methods of handling data and combining results of studies, if done, including measures of consistency (e.g., I2) for each meta-analysis.  NA 
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Section/topic  # Checklist item  
Reported on 

page #  

Risk of bias across studies  15 Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective reporting within studies).  7 

Additional analyses  16 Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating which were pre-specified.  NA 

RESULTS  
 

Study selection  17 Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally with a flow diagram.  Figure 1 

Study characteristics  18 For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and provide the citations.  SF3-5 

Risk of bias within studies  19 Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12).  8-9 

Results of individual studies  20 For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each intervention group (b) effect estimates and confidence 
intervals, ideally with a forest plot.  

9-14 (narrative 
synthesis) 

Synthesis of results  21 Present results of each meta-analysis done, including confidence intervals and measures of consistency.  NA 

Risk of bias across studies  22 Present results of any assessment of risk of bias across studies (see Item 15).  9 

Additional analysis  23 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]).  NA 

DISCUSSION  
 

Summary of evidence  24 Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key groups (e.g., healthcare providers, users, 

and policy makers).  

14-15 

Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of identified research, reporting bias).  15-16 

Conclusions  26 Provide a general interpretation of the results in the context of other evidence, and implications for future research.  16 

FUNDING  
 

Funding  27 Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the systematic review.  16-17 

Note. NA: not applicable. SF: Supplementary File. 

 
From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med 6(7): e1000097. 
doi:10.1371/journal.pmed1000097  

For more information, visit: www.prisma-statement.org.  
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Supplementary file 2: Database search strategy 
 Population terms (Search 1) AND Intervention terms (Search 2) AND Outcome terms (Search 3)  

Terms that 

searches below 

intend to capture 

Aboriginal, Aboriginals, Aborigine, Aborigines, American Indian, 
American Indians, Amerindian, Amerindians, Eskimo, Eskimos, 

First Nation, First Nations, Greenlandic, Indians of North America, 

Indigenous, Inuit, Inuits, Inupiat, Inupiats, Inuvialuit, Inuvialuits, 
Kalaallit, Kalaallits, Mapuche, Mapuches, Māori, Māoris, Maori, 

Maoris, Métis, Metis, native American, native people, native peoples, 

native population, native populations, native Siberian, native to, 
Navaho, Navajos, North American native, Nunangat, Nunangats, 

Sami, Samis, Skolt, Skolts, Taiga, Taigas, Torres Strait Islander, 

Torres Strait Islanders, tribal, tribe, tribes, tribal, Yuit, Yupik, Zuni. 

Effect or effective or effectiveness or efficacious or efficacy or evaluated 
or evaluation or community intervention or intervention or interventions 

or means restriction or policy or policies or prevent or prevention or 

prevented or program or program evaluation or programme or restricting 
means or service or services or strategy or strategies or therapy or 

therapies or treatment or treatments or trial or trials or trialled 

Non-suicidal self-injury, non-suicidal 
self-harm, reasons for life, reasons for 

living, suicidal, suicide, suicides, self-

harm, self harm, self-injury, self injury 

CINAHL 

Complete (via 

EBSCOhost) 

Title/abstract/subject searches: Aborigin* or "American Indian*" 

or Amerindian* or eskimo* or "First Australia*" or "First Nation*" 

or Greenlandic or "Indians of North America" or Indigenous or 
Inuit* or Iñupiat* or Inupiat* or Inuvialuit* or Kalaallit* or Māori* 

or Maori* or Mapuche* or Métis or Metis or "native American*" or 

"native people*" or "native population*" or "native Siberian*" or 
"native to" or Navaho or Navajo or "North American native*" 

Nunangat* or Sami* or Skolt* or Taiga* or "Torres Strait Islander*" 

or tribal or tribe* or Yuit or Yupik or Zuni 
 

OR 

 

CINAHL Headings: (MH "Indigenous Peoples+") OR (MH "Health 

Services, Indigenous") OR (MH "Indigenous Health") 

Title/abstract/subject searches: effect* or efficac* or evaluat* or 

intervention* or “means restriction*” or policy or policies or prevent* or 

program* or “restricting means” or service* or strateg* or therap* or 
treatment* or trial* 

 

OR 

 

CINAHL Headings: (MH "Intervention Trials") OR (MH "Early 

Intervention+") OR (MH "Crisis Intervention") OR (MH "Experimental 
Studies+") OR (MH "Therapeutics+") OR (MH "Program Evaluation") 

OR (MH "Evaluation and Quality Improvement Program") OR (MH 

"Substance Use Rehabilitation Programs") OR (MH "Drug Rehabilitation 
Programs") OR (MH "Alcohol Rehabilitation Programs") OR (MH 

"Quasi-Experimental Studies+") OR (MH "Crossover Design") OR (MH 

"Repeated Measures") OR (MH "Preventive Health Care+") OR (MH 
"Preventive Trials") 

Title/abstract/subject searches: 

“Reasons for life” or “reasons for living” 

or suicid* or “self-harm” or “self harm” 
or “self-injury” or “self injury” 

 

OR 

 

CINAHL Headings: (MH "Suicide+") 

OR (MH "Suicide, Attempted") OR (MH 
"Suicidal Ideation") OR (MH "Injuries, 

Self-Inflicted") OR (MH "Self-Injurious 

Behavior") 
 

Total results when combined with 

operator ‘AND’ on 22/04/2020: 486 

Embase (via 

Elsevier) 

Title/abstract/author keyword searches: Aboriginal or Aboriginals 

or Aborigine or Aborigines or 'American Indian' or 'American 
Indians' or Amerindian or Amerindians or Eskimo or Eskimos or 

'First Nation' or 'First Nations' or Greenlandic or 'Indians of North 

America' or Indigenous or Inuit or Inuits or Inupiat or Inupiats or 
Inuvialuit or Inuvialuits or Kalaallit or Kalaallits or Mapuche or 

Mapuches or Māori or Māoris or Maori or Maoris or Métis or Metis 

or 'native American' or 'native people' or 'native peoples' or 'native 
population' or 'native populations' or 'native Siberian' or 'native to' or 

Navaho or Navajos or 'North American native' or Nunangat or 

Nunangats or Sami or Samis or Skolt or Skolts or Taiga or Taigas or 

'Torres Strait Islander' or 'Torres Strait Islanders' or tribal or tribe or 

tribes or tribal or Yuit or Yupik or Zuni 
 

OR 

 

Emtree: 'indigenous health care'/exp OR 'Indigenous Australian'/exp 

OR 'indigenous people'/exp OR 'indigenous population'/exp OR 

'Australian Aborigine'/exp OR 'Amerind people'/exp OR 'Eskimo-
Aleut people'/exp OR 'Maori (people)'/exp OR 'Metis'/exp OR 

Title/abstract/author keyword searches: Effect or effective or 

effectiveness or efficacious or efficacy or evaluated or evaluation or 
'community intervention' or intervention or interventions or 'means 

restriction' or policy or policies or prevent or prevention or prevented or 

program or 'program evaluation' or programme or 'restricting means' or 
service or services or strategy or strategies or therapy or therapies or 

treatment or treatments or trial or trials or trialled 

 

OR 

 

Emtree: 'clinical article'/exp OR 'clinical trial'/exp OR 'community 

trial'/exp OR 'early intervention'/exp OR 'intervention study'/exp OR 

'major clinical study'/exp OR ‘open study'/exp OR 'human 
experiment'/exp OR 'psychological and psychiatric procedures'/exp OR 

'therapy'/exp OR 'evaluation and follow up'/exp OR 'prevention'/exp OR 

'preventive medicine'/exp OR 'preventive health service'/exp 
 

 

Title/abstract/author keyword 

searches: ‘Reasons for life’ or ‘reasons 
for living’ or suicid* or ‘self-harm’ or 

‘self harm’ or ‘self-injury’ or ‘self injury’ 

 

OR 

 

Emtree: 'suicidal behavior'/exp OR 
'assisted suicide'/exp OR 

'automutilation'/exp 

 

Total results when combined with 

operator ‘AND’ on 22/04/2020: 1,161 
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'Native Hawaiian'/exp OR 'Sami (people)'/exp OR 'Torres Strait 
Islander'/exp 

ProQuest 

Dissertations and 

Theses Global 

(via ProQuest) 

Title/abstract/index term (keyword) searches: Aborigin* or 

“American Indian*” or Amerindian* or eskimo* or “First 
Australia*” or “First Nation*” or Greenlandic or “Indians of North 

America” or Indigenous or Inuit* or Iñupiat* or Inupiat* or 

Inuvialuit* or Kalaallit* or Māori* or Maori* or Mapuche* or Métis 
or Metis or “native American*” or “native people*” or “native 

population*” or “native Siberian*” or “native to” or Navaho or 

Navajo or “North American native*” or Nunangat* or Sami* or 
Skolt* or Taiga* or “Torres Strait Islander*” or tribal or tribe* or 

Yuit or Yupik or Zuni 

 

OR 

 

Subject heading searches: “native americans” or inuit 

Title/abstract/index term (keyword) searches: effect* or efficac* or 

evaluat* or intervention* or “means restriction*” or policy or policies or 
prevent* or program* or “restricting means” or service* or strateg* or 

therap* or treatment* or trial* 

 

OR 

 

Subject heading searches: therapy OR intervention OR trials OR “health 
services” OR services OR prevention OR “prevention programs” OR 

“preventive medicine” OR effectiveness OR “effectiveness studies” 

Title/abstract/index term (keyword) 

searches: “Reasons for life” or “reasons 
for living” or suicid* or “self-harm” or 

“self harm” or “self-injury” or “self 

injury” 

 

OR 

 

Subject heading searches: “suicides & 

suicide attempts”  

 

Total results when combined with 

operator ‘AND’ on 22/04/2020: 648 

PsycINFO (via 

Ovid) 

Title, abstract, heading word, key concepts, original title:   

(Aborigin* or "American Indian*" or Amerindian* or eskimo* or 

"First Australia*" or "First Nation*" or Greenlandic or "Indians of 
North America" or Indigenous or Inuit* or Inupiat* or Inuvialuit* or 

Kalaallit* or Maori* or Mapuche* or Metis or "native American*" or 

"native people*" or "native population*" or "native Siberian*" or 
"native to" or Navaho or Navajo or "North American native*" or 

Nunangat* or Sami* or Skolt* or Taiga* or "Torres Strait Islander*" 

or tribal or tribe* or Yuit or Yupik or Zuni).ab,hw,id,ot,ti. 
 

OR 

 

Subject Headings: exp indigenous populations/ 

Title, abstract, heading word, key concepts, original title: (effect* or 

efficac* or evaluat* or intervention* or "means restriction*" or policy or 

policies or prevent* or program* or "restricting means" or service* or 
strateg* or therap* or treatment* or trial*).ab,hw,id,ot,ti. 

 

OR 

 

Subject Headings: exp intervention/ or exp prevention/ or exp 

PROGRAM EVALUATION/ or exp experimental design/ 

Title, abstract, heading word, key 

concepts, original title: ("Reasons for 

life" or "reasons for living" or suicid* or 
"self-harm" or "self harm" or "self-

injury" or "self injury").ab,hw,id,ot,ti. 

 

OR 

 

Subject Headings: exp self-destructive 
behavior/ or exp suicide prevention/ or 

exp suicide prevention centers/ 
 

Total results when combined with 

operator ‘AND’ on 22/04/2020: 815 

PubMed (via 

National Library 

of Medicine) 

Title/abstract searches: Aboriginal or Aboriginals or Aborigine or 

Aborigines or “American Indian” or “American Indians” or 

Amerindian or Amerindians or Eskimo or Eskimos or “First Nation” 
or “First Nations” or Greenlandic or “Indians of North America” or 

Indigenous or Inuit or Inuits or Inupiat or Inupiats or Inuvialuit or 

Inuvialuits or Kalaallit or Kalaallits or Mapuche or Mapuches or 
Māori or Māoris or Maori or Maoris or Métis or Metis or “native 

American” or “native people” or “native peoples” or “native 

population” or “native populations” or “native Siberian” or native to 
or Navaho or Navajos or “North American native” or Nunangat or 

Nunangats or Sami or Samis or Skolt or Skolts or Taiga or Taigas or 

“Torres Strait Islander” or “Torres Strait Islanders” or tribal or tribe 
or tribes or tribal or Yuit or Yupik or Zuni 

 

OR 

 

MeSH terms: ("American Native Continental Ancestry 

Group"[Mesh]) OR "Oceanic Ancestry Group"[Mesh] OR 
"Inuits"[Mesh] 

Title/abstract searches: Effect or effective or effectiveness or 

efficacious or efficacy or evaluated or evaluation or “community 

intervention” or intervention or interventions or “means restriction” or 
policy or policies or prevent or prevention or prevented or program or 

“program evaluation” or programme or “restricting means” or service or 

services or strategy or strategies or therapy or therapies or treatment or 
treatments or trial or trials or trialled 

 

OR 

 

MeSH terms: (((((("Therapeutics"[Mesh]) OR "therapy" [Subheading]) 

OR "Behavioral Disciplines and Activities"[Mesh]) OR "Clinical Studies 
as Topic"[Mesh]) OR "Evaluation Studies as Topic"[Mesh]) OR 

"Comparative Effectiveness Research"[Mesh]) 

Title/abstract searches: “non-suicidal 

self-injury” or “non-suicidal self-harm” 

or “reasons for life” or “reasons for 
living” or suicidal or suicide or suicides 

or self-harm or “self harm” or self-injury 

or “self injury” 
 

OR 

 

MeSH terms: "Self-Injurious 

Behavior"[Mesh] 

 

Total results when combined with 

operator ‘AND’ on 22/04/2020: 803 
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Web of Science 

Core Collection 

(via Clarivate 

Analytics) 

Topic or title searches: Aborigin* or “American Indian*” or 
Amerindian* or eskimo* or “First Australia*” or “First Nation*” or 

Greenlandic or “Indians of North America” or Indigenous or Inuit* 

or Iñupiat* or Inupiat* or Inuvialuit* or Kalaallit* or Māori* or 
Maori* or Mapuche* or Métis or Metis or “native American*” or 

“native people*” or “native population*” or “native Siberian*” or 

“native to” Navaho or Navajo or “North American native*” or 
Nunangat* or Sami* or Skolt* or Taiga* or “Torres Strait Islander*” 

or tribal or tribe* or Yuit or Yupik or Zuni 

Topic or title searches: effect* or efficac* or evaluat* or intervention* 
or “means restriction*” or policy or policies or prevent* or program* or 

“restricting means” or service* or strateg* or therap* or treatment* or 

trial*  
 

 

 

Topic or title searches: “Reasons for 
life” or “reasons for living” or suicid* or 

“self-harm” or “self harm” or “self-

injury” or “self injury” 

 

Total results when combined with 

operator ‘AND’ on 22/04/2020: 873 
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Supplementary file 3: Additional details of participants 

Study (* indicates 

not included in 

previous reviews) 

 

Participant 

setting 

Eligibility criteria Sex 

 

Age Location  

Allen et al.*1 Dry, remote 

community 

Aged 12-17 Wave 1 intervention 

group: 23 females, 

31 males  

Wave 1: Mean age 14.24 (SD 

1.72), age range of 12-18. 

Alaska, United 

States 

Berman et al.2  Small isolated 

Alaska Native 

villages 

Residents of 

communities 

46% female <15 is 34-36% in 1980 and 

36-39% in 1990, 15-29 is 

32% in 1980 and 24% in 

1990. > 44 is 17-18% in 

1980 and 18-20% in 1990. 

Alaska, United 

States 

Berman3 Small rural 

communities 

Males aged 15-34 in 

communities 

100% male Age range of 15-34 Alaska, United 

States 

Centers for Disease 

Control and 

Prevention4 

90% reservation Aged 15-19 Not reported 15-19 New Mexico, 

United States 

Cwik, Tingey, Lee 

et al.5* 

Reservation Apaches aged 10-19, 

suicide attempt in past 

90 days 

 

92% female (n = 12) Mean age 14.3 (SD 2.2) Arizona, United 

States 

Cwik, Tingey, 

Maschino et al.6 

Reservation Tribal members 

 

Not reported Not reported Arizona, United 

States 

Fox et al.7* Reservation  Residents of reserve 60% of suicide 

attempters female, 

suicides were mostly 

males 

Median age of 22 for 

suicides, median age of 24 

for suicide attempts  

Ontario, Canada 

Garcia8* High school  Native American males 

aged ≤18 

100% male Mean age 16.31, range 14-18 Arizona, United 

States 
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Harder et al.9* Communities First Nations youth aged 

13-25 

62 males, 68 

females 

Mean age 14.85 years (SD 

1.88) 

British 

Columbia, 

Canada 

Hatcher et al.10* Hospitals Māori aged ≥ 17 

presenting to hospital 

with self-harm  

N of females in 

groups ranged from 

59.7-69.5% 

Mean age in groups ranged 

from 31.2-33.2  

3 District 

Health Boards 

in New Zealand 

Kelley et al.11* Urban or rural 

health or social 

services 

Not reported 32 males, 33 

females 

At follow-up, mean age 

36.15 (SD 13.54) 

Montana, 

United States 

LaFromboise and 

Howard-Pitney12 

Reservation High school youth Not reported Not reported New Mexico, 

United States 

LaFromboise and 

Howard-Pitney13 

Reservation High school youth 64% female & 36% 

male (83 girls & 45 

boys) 

Ages ranged from 14 to 19, 

Mean age 15.9 

New Mexico, 

United States 

Le and Gobert14* Reservation Confederated Salish and 

Kootenai Tribe members 

5 males, 3 females Mean age 17, range 15-20 Montana, 

United States 

May et al.15 90% on 

reservation 

Youth aged 10-24 Not reported Intervention for those aged 

10-24 

New Mexico, 

United States 

Mohatt et al.16 Remote 

communities 

Aged 12-17 23 females, 31 

males, Wave 1 I 

group 

Wave 1: Mean age 14.24 

years (SD 1.72) 

Alaska, United 

States 

Nathan et al.17* Residential drug 

and alcohol 

treatment 

program 

Aged 13-18, meet DSM-

IV criteria for substance 

dependence, no criminal 

justice history 

66.3% males Mean age 16.63 (SD 1.00). New South 

Wales, 

Australia 

Rasmussen et al.18* Maximum 

security prison 

Aboriginal prisoners 100% male Median age at prison entry = 

27 years (range 18-59). 

Queensland, 

Australia 

Sareen et al.19  Reservations Exclusion criteria: <16 

or prior gatekeeper 

training, elected official, 

living off reserve 

67.7% female in 

intervention, 50% 

female in control 

48.4% 16-21, 25.8% 22-44 

and 25.8% 45+ in 

intervention; 39.1% 16-21, 

43.5% 22-44 and 17.4% 45+ 

in control 

Manitoba, 

Canada 
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Skerrett et al.20* Urban community Aboriginal & Torres 

Strait Islander youth 

aged 12-25 

Of 75 recruited, 

58.7% male & 

41.3% female 

Of 75 recruited, mean age 

21, SD 2.37, Range 11-21 

Queensland, 

Australia 

Tighe et al.21 Remote and very 

remote 

communities 

Aged 18-35, >10 on 

PHQ-9 or ≥25 on K10 & 

ST in past 2 weeks. 

Criteria loosened for 

feasibility 

11 (35%) males in 

intervention group, 

11 (37%) males in 

control group 

Mean age 27.48, SD 9.54 in 

intervention group; Mean 

age 24.97, SD 6.28 in control 

group 

Western 

Australia, 

Australia 

Tu et al.22* Primary care 

clinic 

Adult 

Indigenous clinic 

patients with no previous 

visits from the 

Indigenous Elders 

program 

71% female Mean age of 49, ranging 

from 25 to 76 

Toronto, 

Canada 

Wood and 

Gruenewald23* 

Isolated villages Residents of villages Not reported Not reported Alaska, United 

States 

Wright et al.24* Outpatient and 

residential 

treatment 

≥18 years and completed 

time 1 and 6-month 

follow-up interviews 

70.6% female Mean age = 36.3 (SD 10.9) California, 

United States 

K10-Kessler Psychological Distress Scale. N-Total sample. n – subsample(s). PHQ-9-Patient Health Questionnaire 9. 
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Supplementary file 4: Details of methods and interventions 

Study Study design Total 

study 

duration 

Level of 

intervention 

Intervention details 

 

Number 

of 

follow-

ups 

Withdrawals, 

exclusions, lost to 

follow-up 

Allen et al.1 Non-randomised 

controlled trial 

1 year Selective Traditional cultural activities: 

Yup’ik cultural engagement 

modules emphasising protective 

factors 

1 Intervention group: 

Analysed (n=54), 14 

dropped from analysis 

Berman et al.2  Controlled before-

after study 

14 years Universal Policy-level: Alcohol prohibition 

or control 

1 Not applicable as no 

sample 

Berman3 Interrupted, 

controlled time-

series 

28 years Universal Policy-level: Alcohol prohibition 

or control 

28 Not applicable as no 

sample 

Centers for 

Disease Control 

and Prevention4 

Uncontrolled 

before-after study 

10 years Universal, 

selective & 

indicated 

Psychoeducational & guideline-

based public health programs: 

Crisis response, psychoeducation, 

bereavement outreach, immediate 

response and follow-up, 

community education and 

screening. 

4 Not applicable 

Cwik, Tingey, 

Lee et al.5 

Uncontrolled 

before-after study 

26 

months 

Indicated Psychoeducational: seriousness of 

suicide attempt; coping skills, 

emotion regulation, cognitive 

restructuring, social support, self-

efficacy, and barriers to treatment  

3 34 lost after enrolment 

Cwik, Tingey, 

Maschino et 

al.6 

Controlled before-

after study 

13 years Universal, 

selective & 

indicated 

Psychoeducational, peer support 

programs and training: Awareness-

raising activities, gatekeeper 

training, Zuni Life Skills 

Development Curriculum, psycho-

education, case management 

13 Not applicable as no 

sample 
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Fox et al.7 Interrupted time-

series 

11 years Universal Residential alcohol recovery 

program, family outreach, 

community events, educational 

programs, promoting traditional 

values, Native mental health 

workers 

11 Not applicable as no 

sample 

Garcia8 Randomised 

controlled trial 

8 weeks Selective Vocational support: Values 

exercise, guided imagery of life-

planning exercise, group 

discussion and career counselling 

1 1 withdrawal prior to 

baseline assessment. 

None lost to follow-up 

Harder et al.9 Uncontrolled 

before-after study 

6 years Selective Traditional cultural activities 1 13 not further defined 

Hatcher et al.10 Zelen 

(randomization 

before consent) 

randomised 

controlled trial 

1 year Indicated Psychoeducational: Postcards, 

problem-solving therapy, patient 

support, risk management, 

improved primary care access, 

cultural assessment and usual care 

2 Self-harm outcome 

analysis included all 

randomised (no 

attrition) 

Kelley et al.11 Uncontrolled 

before-after study 

3 years Selective Traditional cultural activities and 

health promotion: religious 

activities, health promotion, 

housing and vocational support. 

1 29.5% retention 

LaFromboise 

and Howard-

Pitney12 

Non-randomised 

controlled trial 

8 months/ 

30 weeks 

Selective Psychoeducational: Self-esteem; 

emotions and stress; 

communication and problem-

solving skills; self-destructive 

behaviour discussions; suicide 

information; goal-setting. 

1 Not reported 

LaFromboise 

and Howard-

Pitney13 

Non-randomised 

controlled trial 

5 months Selective Psychoeducational: Suicide 

information, suicide intervention 

skills, communication skills, 

coping with oppression, anger and 

1 106 enrolled and 62 

available for analysis – 

58.5% retention of 

58.5% 
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stress management, and goal-

setting. 

Le and Gobert14 Feasibility 

uncontrolled 

before-after study 

10 weeks Selective Psychoeducational: Four sessions 

a week, 55 min per session, over 

10 weeks of mindfulness and 

experiential activities  

1 None 

May et al.15 Uncontrolled 

before-after study 

15 years Universal, 

selective & 

indicated 

Traditional cultural activities, 

social services; life skills 

development & community 

education. Community-wide 

systems approach to suicide 

prevention developed. 

15 Not applicable 

Mohatt et al.16 Feasibility 

uncontrolled 

before-after study 

1 year Selective Traditional cultural activities: 

Yup’ik cultural engagement 

modules  

1 61.7% retention 

Nathan et al.17 Uncontrolled 

before-after study 

10 years Selective ‘Holistic’ residential drug and 

alcohol treatment program. 

Therapeutic community. 

1 619 admittances, 247 

completers and 89 

followed up (retention 

rate of 14.38%) 

Rasmussen et 

al.18 

Cohort study 2 years Selective Art therapy: Painting Aboriginal 

art 

1 Not applicable as 

retrospective 

Sareen et al.19  Randomised 

controlled trial 

6 months Universal Peer support training: 2-day 

Applied Suicide Intervention 

Skills Training gatekeeper training 

2 5 intervention and 1 

control participants lost 

to follow-up for post 

training and 3 

intervention and 2 

control participants lost 

to 6 month follow-up 

Skerrett et al.20 Uncontrolled 

before-after study 

1 year, 2 

months 

Selective Health-promotion: 8 topics in 4 

one-hour sessions on culture, 

spirit, healing, health promotion, 

thoughts, relationships, safety 

2 75 recruited, 61 

completed (81.3%), 49 

at 2-month follow-up 
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online and in community, healthy 

eating activity and physical 

activity, goal-setting 

(65.3% of recruited, 

80.3% of completers) 

Tighe et al.21 Pilot randomised 

controlled trial 

1 year, 9 

months 

Indicated Psychoeducational: Thought 

identification and distancing, 

emotion regulation via 

mindfulness and acceptance and 

self-soothing activities, value 

identification and goal-setting. 

2 63 eligible, 61 (94%) 

randomised, 59 

followed-up (94% of 

eligible and 97% of 

randomised) 

Tu et al.22 Before-and-after 

study 

6 months Selective Meeting with an Indigenous Elder 

in individual or 

group cultural sessions 

2 14 of 45 had follow-up 

data on suicide risk 

available (31% 

retention) 

Wood and 

Gruenewald23 

Controlled before-

after study 

10 years Universal Policy-level: Local alcohol 

prohibition or police presence 

1 Not applicable as no 

sample 

Wright et al.24 Uncontrolled 

before-after study 

6 months Selective Outpatient services - counseling 

sessions and traditional cultural 

activities. Residential treatment is 

90-day to 1-year and has 

limitations on work, schooling, 

and training programs, as well as 

optional linkage to transitional 

housing 

1 490 of 613 (80%) 

N – Total sample. n – subsample(s). 
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Supplementary file 5: Risk of bias for randomised controlled trialsa 

 
a Created using Excel workbook from http://www.robinkok.eu/2016/03/11/risk-of-bias-assessment-graph-in-excel/ 

http://www.robinkok.eu/2016/03/11/risk-of-bias-assessment-graph-in-excel/
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Supplementary file 6: Risk of bias for non-randomised studiesb

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
b Created using Excel workbook from http://www.robinkok.eu/2016/03/11/risk-of-bias-assessment-graph-in-excel/ 

http://www.robinkok.eu/2016/03/11/risk-of-bias-assessment-graph-in-excel/
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Note. *for both outcomes.  = low risk of bias, = high risk of bias, = unclear risk of bias.  

  

Supplementary file 7: Risk of bias assessment for RCTs using the Cochrane Risk of Bias Tool 

Authors 

Random 

sequence 

generation 

Allocation 

concealment 

Blinding of 

participants and 

personnel 

Blinding of 

outcome 

assessment 

Incomplete outcome 

data addressed 

Selective 

reporting 

RCTs       

Garcia8       

Hatcher et 

al.10       

Sareen et 

al.19     *  

Tighe et 

al.21       
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Supplementary file 8: Risk of bias assessments for randomised controlled trials 
Study Domain Judgement Support for judgement 

Garcia8 Random sequence generation 

(selection bias) 

High risk Quote: “randomly assigned by grade” 

Comment: Investigator does not describe a random component in the sequence generation process. 

Allocation concealment (selection 
bias) 

High risk Quote: -  
Comment: The investigator did not mention an allocation concealment mechanism, but since randomisation is by grade and this is a doctoral 

thesis, the investigator enrolling the participants (doctoral student) could possibly foresee assignments. Students, being in the same school, may 

also possibly foresee assignments. 
Blinding of participants and 

personnel (performance bias) 

High risk Quote: -  

Comment: Blinding not mentioned and so unlikely, and the outcome has subjective elements (suicidal ideation) so blinding is crucial. 

Blinding of outcome assessment 
(detection bias; patient-reported 

outcomes) 

High risk Quote: - 
Comment: Blinding of outcome assessment unlikely, and suicidal ideation may be subjective, so blinding is crucial. 

Incomplete outcome data 
addressed (attrition bias; long-term 

(> 6 weeks)) – 8 weeks 

Low risk Quote: - 
Comment: Per protocol analysis of 25 from 26 in study (96% retention). Plausible effect size among missing outcome not enough to have a 

clinically relevant impact on the observed effect size (eta-squared) of .09. 

Selective reporting (reporting bias) Low risk Quote: - 
Comment: There was no protocol, the investigator published the study design and findings in one document, and there is only one measure of 

suicidality. However, there were no significant group differences in this outcome reported, making it unlikely that this outcome was part of 

selective reporting. 

Hatcher 

et al.10 

Random sequence generation 

(selection bias) 

Low risk Quote: “All eligible participants were allocated randomly to the intervention or control groups using a central computerised randomisation system 

at the Clinical Trials Research Unit (subsequently the National Institute for Health Innovation http://www.nihi.auckland.ac.nz). 

Stratified minimisation randomisation was used to ensure a balance in key prognostic factors between the study groups: site (Waitemata DHB, 
Counties Manukau DHB and Northland DHB), history of self-harm (none, repeater), and method of self-harm (overdose, self-injury, both).” 

Comment: The sequence generation process has a random component. 

Allocation concealment (selection 

bias) 

Low risk Quote: Same quote as for random sequence generation above.  

Comment: Participants and enrolling investigators could not likely foresee assignment due to a central computerised randomisation system and 

multiple sites. 

Blinding of participants and 
personnel (performance bias) 

Low risk Quote: - 
Comment: No blinding of those assessing self-harm representations apparent, but the outcome not likely influenced by lack of blinding. 

Blinding of outcome assessment 

(detection bias; patient-reported 
outcomes) 

Low risk Quote: - 

Comment: Blinding for the record and hospital contacts reviews is not mentioned, but the outcome (representations to emergency department for 
self-harm) would not be influenced by lack of blinding. 

Incomplete outcome data 

addressed (attrition bias; long-term 
(> 6 weeks)) – 3 and 12 months 

 

Low risk Quote: “In the intention to treat analysis the number of patients with at least one re-presentation was significantly fewer at 3 months in the 

intervention arm. At one year the difference in proportion between the groups representing with self-harm was not statistically significant.” 
Comment: As investigators used hospital data, they analysed all people randomised (N = 365), hence true intention to treat used and no missing 

outcome data. 

Selective reporting (reporting bias) High risk Quote: “Seriousness of the index episode measured by the Beck Suicide Intent Scale at baseline, [13].” Protocol: “Secondary outcome [4] 
Suicidality as measured on the Beck Suicide Ideation Scale. Timepoint [4] Three and twelve months after the index presentation.” 

Comment: The study protocol is available, and reports that suicidality measured by the Beck Suicide Ideation Scale will be assessed three and 

twelve months after the index presentation. There is no explanation as to why it was not assessed and/or reported in the manuscript. 

Sareen et 

al.19 

Random sequence generation 

(selection bias) 

High risk Quote: “Randomization was stratified at the community level as well as at the three subgroups (youth, adults, elders). In each community, six 

participants (three adolescents, two adults, and one elder) were randomized to ASIST and six to the RR.”  

Comment: The investigators do not describe a random component in the sequence generation process. 
Allocation concealment (selection 

bias) 

High risk Quote: “Randomization was stratified at the community level as well as at the three subgroups (youth, adults, elders). For each community, six 

participants (three adolescents, two adults, and one elder) were randomized to ASIST and six to the RR.” 
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Comment: The investigators do not mention an allocation concealment mechanism, and since they stratified randomisation by community level, 
further stratified by three age groups, and implemented this until achieving all quotas, participants and investigators could possibly foresee 

assignments. 

Blinding of participants and 
personnel (performance bias) 

High risk Quote: -  
Comment: Blinding not mentioned and so unlikely, and the outcome is subjective (suicidal ideation) so may be influenced. 

Blinding of outcome assessment 

(detection bias; patient-reported 
outcomes) 

High risk Quote: - 

Comment: Likely no blinding of outcome assessment, and outcome (suicidal ideation) likely influenced by lack of blinding. 

Incomplete outcome data 

addressed (attrition bias; short-
term (2-6 weeks)) – immediately 

after retreat 

High risk Quote: - 

Comment: Per protocol analysis of 48 from 55 in study (87% retention). The reason for more missing outcome data in the intervention condition 
(n = 5 vs 1 in control) is likely to be related to true outcome, supported by greater number and percentage of suicidal ideation in the 6-month 

follow-up that has less missing data (i.e., 3 vs 5 for immediate post-workshop). 

Incomplete outcome data 

addressed (attrition bias; long-term 

(> 6 weeks)) – 6 months 

High risk Quote: - 

Comment: Per protocol analysis of 50 from 55 in study (91% retention). Missingness more balanced across intervention (n = 3) and control (n = 

2) groups. However, the proportion of missing outcomes compared with the observed event risk (n = 7 in intervention, n = 1 in control) is large 

enough to induce clinically relevant bias in the intervention effect estimate if there was no missing data. If bias was present, it could be large (i.e., 
10 reporting suicidal ideation in intervention vs 1 in control) and would constitute an adverse event for the intervention group. 

Selective reporting (reporting bias) Low risk Quote: - 

Comment: There was no protocol, the investigators published the study design and findings in one document, and there is only one measure of 
suicidality. However, there were no significant group differences in this outcome reported, and a trend towards an adverse event in the intervention 

group, making it unlikely that investigators reported this outcome selectively. 

Tighe et 
al.21 

Random sequence generation 
(selection bias) 

Low risk Quote: “eligible participants (N=61) were randomised (1:1) either to the intervention or waitlist control group using block randomisation stratified 
by gender (16 per block), using computer-generated randomisation.” 

Comment: The investigators describe a random component in the sequence generation process. 

Allocation concealment (selection 
bias) 

High risk Quote: “Each block randomisation was performed offline by a member of the research team at the Black Dog Institute and sent to the research 
officer in Broome who was responsible for and not blind to the intervention allocation.” 

Comment: The enrolling investigator in Broome did not have the allocation concealed from them, instead receiving it in a block of 16.  

Blinding of participants and 
personnel (performance bias) 

High risk Quote: -  
Comment: Blinding not mentioned and so unlikely, and the outcome (suicidal ideation) likely influenced by lack of blinding. 

Blinding of outcome assessment 

(detection bias; patient-reported 
outcomes) 

High risk Quote: - 

Comment: Likely no blinding of outcome assessment, and outcome (suicidal ideation) likely influenced by lack of blinding. 

Incomplete outcome data 

addressed (attrition bias; short-
term (2-6 weeks)) – 6 weeks 

Low risk Quote: From protocol paper: “To test the hypothesis that the self-help intervention is superior to the control condition, the analysis will be 

conducted on an intention-to-treat basis following the pertinent BMJ & Consort guidelines. Missing observations at follow-up will be imputed by 
regression imputation or multiple imputations, stratified for predictors of outcome and loss to follow-up.” 

Comment: Missing data accounted for in analytic strategy. 

Selective reporting (reporting bias) Low risk Quote: - 
Comment: The investigators published the study protocol and reported the pre-specified primary outcomes of interest in this review in the pre-

specified way. 
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Supplementary file 9: Risk of bias assessment for non-randomised studies using the RoBANS 

Authors 
Selection of 

participants 

Confounding 

variables 

Measurement of 

exposure 

Blinding of 

outcome 

assessments 

Incomplete 

outcome data 

Selective 

outcome 

reporting 

Non-randomised controlled trials 

Allen et al.1       

LaFromboise and 

Howard-Pitney12       

LaFromboise and 

Howard-Pitney13       

Cohort study       

Rasmussen et al.18       
Before-after studies       

Berman3       
Berman et al.2       
Centers for Disease 

Control and 

Prevention4 
      

Cwik, Tingey, Lee et 

al.5       

Cwik, Tingey, 

Maschino et al.6       

Fox et al.7       
Harder et al.9       
Kelley et al.11       
Le and Gobert14       
May et al.15       
Mohatt et al.16       
Nathan et al.17       
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Note. *for both outcomes.  = low risk of bias, = high risk of bias, = unclear risk of bias.  
  

Skerrett et al.20       
Tu et al.22       
Wood and 

Gruenewald23       

Wright et al.24       
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Supplementary file 10: Quality appraisal for all other intervention study designs using the Risk of Bias Assessment tool for Non-

randomized Studies (RoBANS) 
Study Domain Judgement Support for judgement 

Allen et al.1 Selection of 

participants (selection 

bias) 

Low risk Quote: “Samples differed in gender composition with more males in the comparison community, and while mean age was similar, the distribution 

in Community 2 included fewer grade 7, and more grade 11 and 12 participants. All youth reported Yup’ik ethnicity.” 

Comment: In this non-randomised controlled trial, intervention and control groups were the same population group (Yup’ik communities in 
southwest Alaska) in the same period. 

Confounding variables 

(selection bias) 

Low risk Quote: “This (hierarchical linear modelling) allowed for the clustering of observations within individuals and, permitted evaluation of the impact 

of four potential confounding variables: (a) pre-existing differences in protection for each individual, (b) duration of participation for each 
individual, (c) cohort in which each youth began intervention, and (d) pre-existing differences in each measure on the level of community.” 

Comment: The researchers adequately confirmed and adjusted for major confounding variables in the statistic technique used.  

Measurement of 
exposure (performance 

bias) 

High risk Quote: ‘Representative items include “My Elders teach me that life is valuable” and “People see I live my life in a Native way.” 
Comment: Exposure not assessed as all participants received intervention. As the researchers obtained outcome data through self-reported 

methods, performance bias was possible. 

Blinding of outcome 
assessments (detection 

bias) 

High risk Quote: - 
Comment: Blinding is not reported, and it may have influenced participants’ self-reported outcomes.  

Incomplete outcome 
data (attrition bias) 

High risk Quote: - 
Comment: Per protocol analysis of 54 of 60 baseline intervention completers (90%) retention and 74 of 77 baseline intervention completers 

(96%). However, five withdrawals in the intervention community vs two in the control community not analysed could bias findings in favour of 

the intervention community. 
Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: - 

Comment: There is no experimental protocol, but the authors report the expected outcome of interest in the study description and for all other 

outcomes listed.  

Berman et al.2 Selection of 

participants (selection 

bias) 

High risk Quote: “The experimental group consists of Alaska Natives living in Alaska communities that used the state local option law to restrict alcohol 

(went “dry” or “damp”) at some point between 1980 and 1993. The control group consists of Alaska Natives living in similar small communities 

that did not exercise the local option (remained “wet”) throughout the period 1980-93,” 
Comment: Retrospective data collection was performed. 

Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: We can exclude a natural progression and learning effect when considering interventions and outcomes. 

consideration of diseases and interventions. 

Measurement of 

exposure (performance 

bias) 

Low risk Quote: “Between 1981 and 1993, 99 small communities exercised a local option in 144 elections under the local option law: 125 elections that 

passed restrictions on alcohol and 19 elections that subsequently removed restrictions (Alaska Alcoholic Beverage Control Board files, Alaska 

Legal Services, 1982; numerous city officials, personal communications).” 
Comment: The investigators obtained data from trustworthy sources. 

Blinding of outcome 

assessments (detection 
bias) 

Low risk Quote: “We obtained information from the Alaska Bureau of Vital Statistics on date, race, community of residence, place of injury and cause of 

death for all injury deaths that occurred between January 1, 1980 and December 31, 1993. The coroner’s legal determination was used to classify 
injury deaths as accidents, suicides and homicides.” 

Comment: Although blinding was absent, this would have no effect on the outcome measurements, as the outcomes were official statistics. 

Incomplete outcome 

data (attrition bias) 

Low risk Quote: - 

Comment: No sample recruited so no attrition. 

Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: - 

Comment: There was no protocol, but all expected outcomes were included in the study description. 

Berman3 Selection of 
participants (selection 

bias) 

High risk Quote: “I compiled suicide data, alcohol control status, and community-level social, cultural, and economic characteristics for Alaska Native men 
aged 15 to 34 years in 178 small Alaska communities from 1980 to 2007.” 

Comment: Retrospective data collection was performed. 
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Confounding variables 
(selection bias) 

Low risk Quote: - 
Comment: We can exclude a natural progression and learning effect when considering interventions and outcomes. 

Measurement of 

exposure (performance 
bias) 

Low risk Quote: “I compiled suicide deaths by race, age, gender, and community from 1980 to 2007 from death records maintained by the Alaska Division 

of Vital Statistics.” 
Comment: The investigator used data from a trustworthy source. 

Blinding of outcome 

assessments (detection 
bias) 

Low risk Quote: - 

Comment: Blinding was not present but given the nature of the outcome data (local and federal alcohol policies and a government statistical 
body) its absence would not likely influence outcomes.  

Incomplete outcome 

data (attrition bias) 

Low risk Quote: - 

Comment: No sample recruited so no attrition. 
Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: “Suicide rates were higher in communities prohibiting alcohol importation under state law, but the effect was not significant after 

controlling for other community characteristics.” 

Comment: The fact that the investigator reports unexpected and null findings makes selective outcome reporting unlikely.  

Centers for Disease 

Control and 

Prevention4 

Selection of 

participants (selection 

bias) 

High risk Quote: “During 1988-1997, a total of 118 persons in all age groups accounted for 237 suicidal acts (i.e., all suicide completions and attempts).” 

Comment: The authors collected data prospectively in a surveillance system. There was no control group recruited prospectively so a high risk of 

bias was assigned. 

Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: A natural progression and learning effect* can be excluded during the consideration of the intervention, so a low risk of bias was 

assigned. 

Measurement of 
exposure (performance 

bias) 

Low risk Quote: “A surveillance form developed by IHS in 1988 was revised and used by local professional staff to collect information about suicide 
completions and attempts. Attempts included both self-inflicted injuries requiring medical or other intervention to prevent death and injuries that 

may have required medical intervention but were not potentially lethal. Program staff assessed all persons who made suicide attempts. Information 

about suicide completions was obtained from police records, health clinic records, tribal emergency medical services records, and family and 
community members. Rates of suicidal acts before and after program implementation for persons aged 15-19 years were compared to assess 

program effectiveness.” 

Comment: Exposure not assessed as all participants received intervention. However, the researchers obtained outcome data through from 

professional staff (likely structured interviews) and record systems, and the objectivity and undesirability of the outcomes makes it unlikely that 

performance bias existed. 

Blinding of outcome 
assessments (detection 

bias) 

Low risk Quote: - 
Comment: Although blinding was not present, its absence would not likely affect estimates of suicide attempts and deaths. 

Incomplete outcome 

data (attrition bias) 

Low risk Quote: - 

Comment: No sample recruited so no attrition. 

Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: - 

Comment: All expected outcomes were included in the study descriptions. This study did not mention the surveillance of suicidal ideation, and so 

reported all outcomes specified in the study description. 

Cwik, Tingey, Lee et 

al.5 

 

Selection of 

participants (selection 

bias) 

High risk Quote: “Forty-seven youth (35 females and 12 males) were eligible and were approached during the recruitment period; 29 (22 females, 7 males) 

were interested and consented to study participation (61.7%).” 

Comment: This was a before-and-after study that consecutively recruited participants and collected data prospectively. However, there was no 
control group recruited consecutively.  

Confounding variables 

(selection bias) 

Low risk Quote: “New Hope was designed to be conducted over 1-2 visits in a family-preferred setting after discharge from the ED for a recent suicide 

attempt (2-4 hours total intervention time).” 
Comment: In the context of a recent suicide attempt, a brief intervention and only one follow-up, we can exclude natural progression and learning 

effects when considering the intervention. 

Measurement of 
exposure (performance 

bias) 

Low risk Quote: “CMHWs assessed the participant’s current risk for suicide by completing the SIQ/SIQJR at the close of every intervention and 
assessment study visit.” 

Comment: Exposure not assessed as all participants received intervention. However, the researchers appeared to obtain outcome data through 

structured interviews, and there is no clear case of interviewer bias warranting a high risk of bias assessment. 
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Blinding of outcome 
assessments (detection 

bias) 

High risk Quote: - 
Comment: Investigators do not mention blinding, and the measure is self-reported so it may be affected by non-blinding. 

Incomplete outcome 
data (attrition bias) 

Unclear 
risk 

Quote: - 
Comment: There is information about the number of participants before and after the study, but there is no analysis of baseline differences 

between study completers and non-completers. 

Selective outcome 
reporting (reporting 

bias) 

Low risk Quote: - 
Comment: The investigators reported the suicide-related outcome in the study description and outcome evaluation. They also reported all other 

outcomes in both the study description and the outcome evaluation, suggesting that selective reporting did not exist. 

Cwik, Tingey, 
Maschino et al.6 

Selection of 
participants (selection 

bias) 

Low risk Quote: “Using data from the tribally mandated Celebrating Life surveillance system, we compared the rates, numbers, and characteristics of 
suicide deaths and attempts from 2007 to 2012 with those from 2001 to 2006.” 

Comment: This is surveillance data so collected prospectively as events occurred. The control group (national rates) used data from the same 

period. 
Confounding variables 

(selection bias) 

Low risk Quote:  

Comment: Natural progression and learning effects would not likely affect surveillance data of suicide deaths and attempts. 

Measurement of 
exposure (performance 

bias) 

Low risk Quote: “Using data from the tribally mandated Celebrating Life surveillance system, we compared the rates, numbers, and characteristics of 
suicide deaths and attempts from 2007 to 2012 with those from 2001 to 2006.” 

Comment: Exposure not assessed as all participants received intervention. However, the researchers obtained outcome data through a trustworthy 

source: a tribally mandated surveillance system. 
Blinding of outcome 

assessments (detection 

bias) 

Low risk Quote: - 

Comment: Blinding would not be feasible in a tribally mandated surveillance system, but it is unlikely to influence observations of suicide 

attempts and deaths.  
Incomplete outcome 

data (attrition bias) 

Low risk Quote: - 

Comment: No attrition as no sample recruited.  

Selective outcome 
reporting (reporting 

bias) 

Unclear 
risk 

Quote: “To address their high rates of suicide, the White Mountain Apache Tribe created a unique community surveillance system to 
track and triage suicide deaths, attempts, and ideation.” 

Comment: The investigators only report attempts and deaths and do not report or give a rationale for not reporting on ideation. Although ideation 

is the least significant of these outcomes, it is still of interest to this review.  

Fox, Manitowabi, & 

Ward7 

Selection of 

participants (selection 

bias) 

High risk Quote: “This study includes data collected from the Chief Coroner’s Office of Ontario, reports from the Ontario Provincial Police and information 

on suicide attempts collected from the clinical contacts of the Native Mental Health Team and the psychiatric facility.” 

Comment: This is surveillance data so collected prospectively as events occurred. However, no control group was prospectively recruited. 
Confounding variables 

(selection bias) 

Low risk Quote:  

Comment: Natural progression and learning effects would not likely affect surveillance data of suicide deaths and attempts. 

Measurement of 
exposure (performance 

bias) 

Low risk Quote: “This study includes data collected from the Chief Coroner’s Office of Ontario, reports from the Ontario Provincial Police and information 
on suicide attempts collected from the clinical contacts of the Native Mental Health Team and the psychiatric facility.” 

Comment: Exposure not assessed as community-wide intervention. However, the researchers obtained outcome data through a trustworthy 

source: a tribally mandated surveillance system. 
Blinding of outcome 

assessments (detection 

bias) 

Low risk Quote: - 

Comment: Blinding would not be feasible in a surveillance system, but it would not likely influence observations of suicide attempts and deaths.  

Incomplete outcome 

data (attrition bias) 

Low risk Quote: - 

Comment: No attrition as no sample recruited. 

Selective outcome 
reporting (reporting 

bias) 

Low risk Quote: “This study includes data collected from the Chief Coroner’s Office of Ontario, reports from the Ontario Provincial Police and information 
on suicide attempts collected from the clinical contacts of the Native Mental Health Team and the psychiatric facility.” 

Comment: The authors specify in the methods both suicide attempts and deaths and report both these outcomes in the results section. 

Harder et al.9 Selection of 
participants (selection 

bias) 

High risk Quote: “A total of 130 youth (62 males and 68 females) from Carrier Sekani communities, with an average age of 14.85 years (SD 1.88), 
participated in nine separate cultural camps (see Table 2)” 
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Comment: The investigators recruited study participants consecutively and collected data prospectively. However, no control group was 
prospectively recruited. 

Confounding variables 

(selection bias) 

Low risk Quote: “levels of suicide ideation, t(116) = 3.06, M = 1.15, (SD 4.08), p < .01 significantly decreased after youth participated in culturally 

appropriate activities.” 
Comment: Outcome change unlikely to be due to natural progression or learning effects. 

Measurement of 

exposure (performance 
bias) 

High risk Quote: “The Beck Scale for Suicide Ideation is a 21-item self-report instrument for assessing and monitoring suicide risk.” 

Comment: Exposure not assessed as all participants received intervention. It is a self-reported instrument so there is a high risk of performance 
bias. 

Blinding of outcome 

assessments (detection 
bias) 

High risk Quote: - 

Comment: Self-reported outcome assessments so there is a high risk of bias. 

Incomplete outcome 

data (attrition bias) 

Unclear 

risk 

Quotes: “A total of 130 youth (62 males and 68 females) from Carrier Sekani communities, with an average age of 14.85 years (SD 1.88), 

participated in nine separate cultural camps”, “levels of suicide ideation, t(116) = 3.06”. 
Comment: 117 in analysis and it is uncertain if the incomplete outcome data resulted in a ‘high risk’ or a ‘low risk’ of bias. 

Selective outcome 

reporting (reporting 
bias) 

Low risk Quote: - 

Comment: There was no experimental protocol, but all the expected outcomes were included in the study descriptions. 

Kelley et al.11 Selection of 

participants (selection 
bias) 

High risk Quote: - 

Comment: The investigators recruited study participants consecutively and collected data prospectively. However, no control group was 
prospectively recruited. 

Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: We can exclude learning effects due to the outcomes. 
Measurement of 

exposure (performance 

bias) 

High risk Quote: “Peers were asked, “In the past 30 days, not due to your use of alcohol or drugs, how many days have you attempted suicide?” 

Response options were a number between 0 and 30.” 

Comment: Exposure not assessed as all participants received intervention. As the researchers obtained self-reported outcome data, performance 
bias may influence reporting of suicide attempts. 

Blinding of outcome 

assessments (detection 
bias) 

High risk Quote: - 

Comment: Unblinded assessment may affect self-report of suicide attempts. 

Incomplete outcome 

data (attrition bias) 

Unclear 

risk 

Quote: “Peers could decline answering any GPRA question and this accounts for the differences in total response rates in the tables that follow. 

Chi-square analysis revealed no significant differences by gender or age.” 
Comment: The tables that follow refer to 65 participants who completed baseline and 6-month follow-up. There is no analysis of differences 

between this group and the 224 individuals who completed baseline intakes during the three-year program. 

Selective outcome 
reporting (reporting 

bias) 

Low risk Quote: - 
Comment: There was no experimental protocol, but all the expected outcomes were included in the study descriptions. 

LaFromboise & 
Howard-Pitney12 

Selection of 
participants (selection 

bias) 

Low risk Quote: “The design for the pilot test of the curriculum included two curriculum conditions - Zuni-specific and generic- and a control condition. 
Pilot evaluation was conducted during January to May of 1990 and involved three teachers of six freshman language arts classes with two classes 

each per experimental condition. There were 106 students participating at the start of the semester.” 

Comment: The investigators recruited study participants consecutively and collected data prospectively. 

Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: Outcome change from intervention unlikely to be due to natural progression or learning effects. 

Measurement of 
exposure (performance 

bias) 

High risk Quote: “Suicide behavior. Items included questions designed to ascertain if the student had ever attempted suicide, recency of the attempt, number 
of times attempted, if the student had told anyone about the attempt, and if the attempt had been accompanied by a visit to a medical clinic.” 

Comment: Exposure not assessed as all participants received intervention. However, the researchers obtained outcome data as described above 

through self-reported methods, so performance bias is possible. 
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Blinding of outcome 
assessments (detection 

bias) 

High risk Quote: - 
Comment: self-reported outcomes so subject to a high risk of bias. 

Incomplete outcome 
data (attrition bias) 

Unclear 
risk 

Quotes: “There were 106 students participating at the start of the semester”, “Baseline data were available from 77 students”, “Intervention Post-
test (N = 36)”, “Due to teacher concerns regarding limited class time and the fears that discussion of suicide without instruction in the control 

classes would be harmful to students, control classes were measured only at post-test.” 

Comment: It is uncertain whether the incomplete outcome data resulted in a ‘high risk’ or a ‘low risk’ of bias. 
Selective outcome 

reporting (reporting 

bias) 

High risk Quotes: “Suicide behavior. Items included questions designed to ascertain if the student had ever attempted suicide, recency of the attempt, 

number of times attempted, if the student had told anyone about the attempt, and if the attempt had been accompanied by a visit to a medical 

clinic.”, “Analyses of covariance on all other variables (than suicidal ideation subscale) showed no differences between control and intervention 
classes.” 

Comment: The investigators do not report changes in suicide behaviour in the outcome results, despite listing it as an outcome measure. 

LaFromboise & 
Howard-Pitney13 

Selection of 
participants (selection 

bias) 

Low risk Quote: - 
Comment: The investigators recruited study participants consecutively and collected data prospectively. 

Confounding variables 
(selection bias) 

Low risk Quote: - 
Comment: Outcome change unlikely due to learning effects. 

Measurement of 

exposure (performance 
bias) 

High risk Quote: “Students completed a self-report survey administered by a member of the research team prior to and following the curriculum 

intervention.”  
Comment: Exposure not assessed as all participants received intervention. It is however a self-reported assessment measure, so performance bias 

is possible. 

Blinding of outcome 
assessments (detection 

bias) 

High risk Quote: - 
Comment: Unblinded assessment as self-reported so subject to a high risk of detection bias. 

Incomplete outcome 
data (attrition bias) 

Unclear 
risk 

Quote: “These tests indicated that the 30 students lost to follow-up were not significantly different on these variables from the 98 students who 
completed both pre- and post-tests.” 

Comment: Due to pre-test differences, the authors subsequently used a matched-pairs design of 31 pairs that thus excluded 36. They did not 

analyse differences between these 36 and the remaining 62. 
Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: - 

Comment: There was no experimental protocol, but all the expected outcomes were included in the study descriptions. 

Le & Gobert14 Selection of 

participants (selection 

bias) 

High risk Quote: “One group of eight youth, ages 15–20, participated in a 9-week pilot of the intervention.” 

Comment: The investigators recruited study participants consecutively and collected data prospectively. However, no control group was 

prospectively recruited. 
Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: Outcome change from intervention unlikely to be due to natural progression or learning effects. 

Measurement of 
exposure (performance 

bias) 

High risk Quote: “Suicidality was assessed using the Patient Health Questionnaire, PHQ-9 (Kroenke et al. 2001). PHQ9 is a 9-item brief, valid, and reliable 
measure of depression severity with one item that specifically asks about suicide such as ‘‘thoughts that you would be better off dead or of hurting 

yourself in some way.’’ 

Comment: Exposure not assessed as all participants received intervention. Performance bias may affect intervention as measure is self-reported. 

Blinding of outcome 

assessments (detection 

bias) 

High risk Quote: - 

Comment: Self-reported outcomes so high risk of bias. 

Incomplete outcome 

data (attrition bias) 

Unclear 

risk 

Quote: - 

Comment: Unclear if attrition occurred.  

Selective outcome 
reporting (reporting 

bias) 

Low risk Quote: - 
Comment: There was no experimental protocol, but all of the expected outcomes were included in the study descriptions. 
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May et al.15 Selection of 
participants (selection 

bias) 

High risk Quote: “All suicides, suicide attempts, and suicidal gestures were monitored. Age-specific analyses over time were used to assess outcomes.” 
Comment: The authors collected data prospectively in a surveillance system. However, no control group was prospectively recruited. 

Confounding variables 
(selection bias) 

Low risk Quote: - 
Comment: Natural progression and learning effects would not likely affect surveillance data of suicides, suicide attempts, and suicidal gestures. 

Measurement of 

exposure (performance 
bias) 

Low risk Quote: “Project data (i.e., clinical record reviews, lists of prevention activities, biannual reports) were maintained for recordkeeping, and 

systematic analyses of these data were conducted.” 
Comment: Exposure not assessed as all participants received intervention. However, the investigators used clinical records, a trustworthy source 

of information, so performance bias unlikely. 

Blinding of outcome 
assessments (detection 

bias) 

Low risk Quote: - 
Comment: Unlikely that investigators blinded outcome assessors, but this would not affect outcome assessments given the outcomes. 

Incomplete outcome 
data (attrition bias) 

Low risk Quote: - 
Comment: No attrition as no sample recruited. 

Selective outcome 

reporting (reporting 
bias) 

Low risk Quote: - 

Comment: The investigators included all the expected outcomes in the study description. 

Mohatt et al.16 Selection of 

participants (selection 
bias) 

High risk Quote: “Sixty-one youth were recruited to participate in the intervention from approximately 100 12–17-year olds residing in a community of 

approximately 650 total population. Sixty youth completed Wave 1 assessments, 46 completed Wave 2, 43 completed Wave 3, and 61 completed 
Wave 4, resulting in 37 youth completing all four waves of assessment (T1–T4), 8 that completed three assessments, and 10 that completed two 

assessments.” 

Comment: The investigators consecutively recruited study participants and collected data prospectively. However, no control group was 
prospectively recruited. 

Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: We can exclude natural progression and learning effect from consideration in the context of the outcome measure, reasons for life. 

Measurement of 

exposure (performance 

bias) 

High risk Quote: - 

Comment: Exposure not assessed as all participants received intervention, but performance bias affecting outcome measure possible. 

Blinding of outcome 
assessments (detection 

bias) 

High risk Quote: - 
Comment: Blinding not mentioned but measures self-reported, so a high risk of detection bias. 

Incomplete outcome 

data (attrition bias) 

Unclear 

risk 

Quote: - 

Comment: There is incomplete outcome data, and it is uncertain whether this resulted in a ‘high risk’ or a ‘low risk’ of bias. 

Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: - 

Comment: The study description included all of the expected outcomes. 

Nathan et al.17 Selection of 
participants (selection 

bias) 

High risk Quote: “The study design was a pre/post treatment program follow up study. Data included baseline and three-month follow-up repeated measures 
for young Aboriginal and Torres Strait Islander people admitted to the program from beginning 2007 to end 2016 who stayed 30 

days or more; this is the timeframe used to determine eligibility for 3 months’ post-discharge follow-up by the program.” 

Comment: The investigators consecutively recruited study participants and collected data prospectively but did not have a control group. 

Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: We excluded natural progression and learning effects as not applicable to these outcomes. 

Measurement of 

exposure (performance 
bias) 

High risk Quote: “At 3 months post-treatment, all (n = 18) who reported suicide attempts in the 3 months prior to admission reported no 

attempts in the prior 3 months at follow-up. There was also a significant reduction in self-harm with 23 young 
people out of the 27 who reported self-harm at baseline not reporting self-harm at follow up (85%) 

Comment: Outcome measures are self-reported so there is a high risk of performance bias. 
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Blinding of outcome 
assessments (detection 

bias) 

High risk Quote: - 
Comment: Blinding not mentioned but measures self-reported, so a high risk of detection bias. 

Incomplete outcome 

data (attrition bias) 

High risk Quote: “There were otherwise no significant differences between those who were followed up (n = 89) and those who could not be followed up (n 

= 158) across key variables: arrests in the last 3 months (Pearson chi-square = 0.79, df = 1, p = .374), suicide attempt (Pearson chi-square = 1.32, 
df = 1, p = .25) or self-harmed in the last 3 months (Pearson chi-square = 0.05, df = 1, p = .831), spending time with family (Pearson chi-square = 

0.83, df = 1, p = .361), time with friends who do not do drugs (Pearson chisquare = 2.83, df = 1, p = .093) and number of residences in the past 6 

months (Pearson chi-square = 10.71, df = 5, p = .06). There was also no difference between the two groups in scores on the Severity of 
Dependence scale (t = 0.23, df = 1, 242, p = .822). Among the population of Aboriginal and Torres Strait Islander young people who attended 

PALM for at least 30 days (n = 247), the number of days in residential treatment ranged from 20 to 120 days. The 89 participants in the study who 

were able to be followed up spent a significantly greater number of days in PALM (M = 66.01; SD = 21.05) compared with the 158 people who 
could not be followed up (M= 56.82; SD = 22.56, t (245) = −3.15, p = .002). 

Comment: Although in most analyses there were no differences between completers and non-completers, there was greater treatment attendance 

in completers that may have favoured those who completed. 

Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: “Other items included engagement in study or work, arrests in the previous 3 months, self-harm and suicide attempts in the last 3 months 

and time spent with family and with friends who do not use drugs.” 

Comment: There is no evidence of selective outcome reporting as self-harm and suicide attempts are consistently mentioned throughout the 
manuscript and discussed in the abstract and the methods. 

Rasmussen et al.18 Selection of 

participants (selection 
bias) 

High risk Quote: “A retrospective cohort study was conducted that included 335 newly sentenced adult male Aboriginal prisoners received into one 

maximum security prison in Queensland from 12th December 2008 and released from prison by 22nd December 2010.” 
Comment: The the absence of outcomes among the study participants was not confirmed at the starting point of the study. 

Confounding variables 

(selection bias) 

Low risk Quote: “We also examined the influence of several potential confounders of the association between days of attendance and the incidence of 

suicide/self-harm risk assessment. Potential confounders included prisoner’s age and the following dichotomous variables obtained from the 
prisoners’ IRNAs: history of violent offences, suicide/self-harm and psychiatric illness, signs of withdrawal and grief/loss issues at reception. All 

potential confounders that were statistically significant at p < 0.05 in univariate analyses were included in the multivariate model.” 

Comment: The investigators adequately confirmed and adjusted for confounding variables during the analysis phase. 

Measurement of 

exposure (performance 

bias) 

Low risk Quote: “The number of days each Aboriginal prisoner attended the Aboriginal art program was drawn from prisoner movement lists kept in 

custodial officer logbook entries and was cross-checked with records maintained by cultural liaison officers who facilitated the Aboriginal art 

program.” 
Comment: The investigators obtained data from trustworthy sources. 

Blinding of outcome 

assessments (detection 
bias) 

Low risk Quote: - 

Comment: Unlikely that those conducting suicide/self-harm risk assessments knew of art program attendance or non-attendance, and if known 
unlikely to influence risk assessment. 

Incomplete outcome 

data (attrition bias) 

Low risk Quote: “A retrospective cohort study was conducted that included 335 newly sentenced adult male Aboriginal prisoners received into one 

maximum security prison in Queensland from 12th December 2008 and released from prison by 22nd December 2010.” 

Comment: No attrition as no sample recruited. 

Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: - 

Comment: One outcome reported in description and analysis, indicating selective outcome reporting unlikely. 

Skerrett et al.20 Selection of 

participants (selection 

bias) 

High risk Quote: “Sixty-one Aboriginal and Torres Strait Islander persons aged 11–21 years completed a social–emotional wellbeing (SEWB) program at 

headspace Inala. Data were available through to 2-month follow-up for 49 participants.” 

Comment: The investigators recruited study participants consecutively and collected data prospectively. However, no control group was 
prospectively recruited. 

Confounding variables 

(selection bias) 

Low risk Quote: “There was a statistically significant decrease in suicidal ideation experienced by the participants after completing the program.” 

Comment: Unlikely a learning effect that would affect scores on a measure of suicidal ideation. 
Measurement of 

exposure (performance 

bias) 

High risk Quote: “the four suicide items from the General Health Questionnaire-28 (GHQ-28; Goldberg, 1978), which have previously been used separately 

to assess suicidal ideation in Australia (e.g., Watson, Goldney, Fisher, & Merritt, 2001), were used in subsequent program 

deliveries.” 
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Comment: Exposure not assessed as all participants received intervention. Performance bias possible due to self-reported outcome measure. 
Blinding of outcome 

assessments (detection 

bias) 

High risk Quote: - 

Comment: Self-reported measure so subject to a high risk of bias. 

Incomplete outcome 

data (attrition bias) 

High risk Quote: “As noted, 61 (81%) of the participants completed the program out of the commencing 75. The participants who did not complete the 

program were found to have significantly higher alcohol and drug use scores, and to be older than the participants who were able to complete the 

program, t(69) = 2.00, p = .048 and t(73) = 2.74, p = .008, respectively. The project officers also reported that it was the older participants who 
often had higher levels of instability, with multiple life stressors (such as housing issues, family conflict, and substance use) and were the hardest 

to stay connected with throughout the program.” 

Comment: Differences exist with respect to the baseline for successful and failed participants. 
Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: - 

Comment: The investigators included all expected outcomes in the study descriptions. 

Tu et al.22 Selection of 

participants (selection 

bias) 

High risk Quote: “Design Prospective cohort study with quantitative measures at baseline and 1, 3, and 6 months postintervention, along with emergency 

department (ED) utilization rates before and after the intervention.” 

Comment: The investigators recruited study participants consecutively and collected data prospectively but did not have a control group. 

Confounding variables 

(selection bias) 

Low risk Quote: “Suicide risk was measured using the Suicide Behaviors Questionnaire–Revised (SBQ-R).31” 

Comment: Unlikely to be a learning effect or natural progression on suicide risk outcomes. 

Measurement of 

exposure (performance 
bias) 

High risk Quote: “Suicide risk was measured using the Suicide Behaviors Questionnaire–Revised (SBQ-R).31” 

Comment: The investigators obtained data through self-reported methods. 

Blinding of outcome 

assessments (detection 
bias) 

High risk Quote: “Suicide risk was measured using the Suicide Behaviors Questionnaire–Revised (SBQ-R).31” 

Comment: The study used a self-reported measure subject to a high risk of bias. 

Incomplete outcome 

data (attrition bias) 

Low risk Quote: “Study retention was 91%, with 1 participant dropping out preintervention, 2 moving away before the first follow-up, and 1 death from a 

chronic illness during the beginning of the study period. The remaining 41 patients were followed longitudinally over 6 months; the mean number 

of Elder visits was 5 (range was 1 to 21 visits, median was 3 visits). There was no significant association between the number of visits and study 
outcomes.” 

Comment: Information about the number of participants before and after the study exists, and the baseline did not differ with respect to completed 

and failed study participants. 

Selective outcome 

reporting (reporting 

bias) 

Low risk Quote: “Secondary objectives included measuring changes in suicidal ideation and emergency department (ED) use. Suicide risk was measured 

using the Suicide Behaviors Questionnaire–Revised (SBQ-R).31” 

Comment: Although suicidal ideation and suicide risk are both mentioned, it is clear that the suicidal ideation is assessed as part of suicide risk 
with the SBQ-R. 

Wood & 

Gruenewald23 

Selection of 

participants (selection 
bias) 

High risk Quote: “Design We compared rates of injury attributed to assault, self-harm, motor vehicle collisions and ‘other causes’ between villages with or 

without local prohibition and between villages with or without local police. Participants A total of 132 isolated Alaska Native villages between 
the years 1991 through 2000.” 

Comment: Retrospective data collection was performed. 

Confounding variables 
(selection bias) 

Low risk Quote: - 
Comment: We can exclude a natural progression and learning effect when considering interventions and outcomes. 

Measurement of 

exposure (performance 
bias) 

Low risk Quote: “Serious injury was measured using Alaska Trauma Registry and Alaska Bureau of Vital Statistics death certificate records.” 

Comment: The investigators obtained data from trustworthy sources. 

Blinding of outcome 

assessments (detection 
bias) 

Low risk Quote: - 

Comment: Although blinding was not present, its absence would likely have no effect on registry and vital statistics data. 

Incomplete outcome 

data (attrition bias) 

Low risk Quote: - 

Comment: No attrition as no sample recruited. 
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Selective outcome 
reporting (reporting 

bias) 

Low risk Quote: “self-inflicted harm (i.e. attempted and completed suicide)” 
Comment: Null findings and display of descriptive statistics for both attempted suicides and fatal attempts indicates low risk of this bias. 

Wright et al.24 Selection of 
participants (selection 

bias) 

High risk Quote: “The data presented here include information collected from 490 unduplicated men and women enrolled in recovery programs at either 
FCGC or FH between Septe13mber 2003 and April 2008 and who completed both a baseline and 6-month follow-up questionnaire, regardless of 

whether or not they completed the prescribed course of treatment.” 

Comment: Investigators did not consecutively recruit study participants and collect prospective data. No control group was prospectively 
recruited. 

Confounding variables 

(selection bias) 

Low risk Quote: - 

Comment: We can exclude natural progression and learning effects as the outcome is suicide attempts. 

Measurement of 
exposure (performance 

bias) 

High risk Quote: - 
Comment: All participants received the intervention, thus there is no measurement of exposure. Performance bias affecting suicide attempts 

possible with self-reported measures. 

Blinding of outcome 
assessments (detection 

bias) 

High risk Quote: - 
Comment: Blinding not mentioned and self-reported so subject to a high risk of bias 

Incomplete outcome 

data (attrition bias) 

Unclear 

risk 

Quote: “All 613 clients enrolled in services during specified period were contacted for follow-up information. Of these, 80% had complete follow-

up data. Participants were excluded from this analysis if they lacked sufficient follow-up data.” 
Comment: There is no analysis of non-completers, so it is unclear if incomplete outcome data resulted in a ‘high risk' or a ‘low risk’ of bias. 

Selective outcome 

reporting (reporting 
bias) 

Low risk Quote: “This analysis was undertaken with the intent to assess changes in the following areas: 

• substance use during the past 30 days; 
• stress resulting from substance use during the past 30 days; 

• arrested or committed a crime during the past 30 days; 

• psychological problems/symptoms unrelated to substance 
use; 

• employment status; 

• enrollment in school or a training program.” 
Comment: All pre-specified study outcomes are reported. 
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Supplementary file 11: Key characteristics of included studies 
Author(s) Ethnicity Sample or 

population size 

Intervention details 

 

Measurement tool or method 

used 

Findings 

Allen et al.1 Yup’ik (Alaska 

Native) 

68 in intervention, 

77 in control.  

Traditional cultural activities: 

Yup’ik cultural engagement 

modules emphasising 

protective factors 

Yuuyaraqegtaar: “A Way to Live 

a Very Good, Beautiful Life”-

Reasons for Life. This is a 

culturally adapted, strengths-

based extension of the Brief 

Reasons for Living Inventory for 

Adolescents, which was based on 

the Reasons for Living Inventory 

first developed for adults. 

Per protocol analysis (N = 128) of 

Reasons for Life scale indicated an 

effect of the intervention on time x 

community (estimate 0.0040, 

standard error 0.0017, Cohen’s d 

0.27). 

Berman et al.2  Alaska Native not 

further defined 

97 intervention 

communities and 61 

control communities 

Policy-level: Alcohol 

prohibition or control 

Data on cause of death from 

coroners’ legal determinations of 

deaths in the Alaska Bureau of 

Vital Statistics. 

In communities selecting less 

restrictive measures (damp), the 

suicide death rate was 120.3 per 

100,000 while wet, decreasing to 

64.8 per 100,000 (-55.5) with 

controls. There were 44 suicides 

without controls (while wet) and 

13 with controls, which was lower 

than the expected figure of 24.1 (-

11,1). There were no reductions in 

population death rates or number 

of injury deaths attributable to 

suicide in communities selecting 

more restrictive measures (dry). 

Berman3 Alaska Native not 

further defined 

178 communities, n 

= 25 to 97 Alaska 

Native, M = 83.66 

Policy-level: Alcohol 

prohibition or control 

Death records from the Alaska 

Division of Vital Statistics. 

Alcohol prohibited, federal law 

was associated with lower relative 

risks (RR) in communities with dry 

status (RR = 0.40, 95% CI =0.17-

0.93) and any local option (RR = 

0.39, 95% CI = 0.14-0.80). The 

same reduction in risk was 

associated with: 

Road access to community (RR = 

0.37, 95% CI = 0.16-0.85 in dry, 

RR = 0.34, 95% CI = 0.14-0.80 in 

any local option communities) 
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Households with married couple, 

% (RR = 0.99, 95% CI = 0.98-1.00 

in dry, RR = 0.99, 95% CI = 0.98-

1.00 in any local option 

communities) 

National log of median income, % 

(RR = 0.68, 95% CI = 0.52-0.90 in 

dry, RR = 0.64, 95% CI = 0.47-

0.87 in any local option 

communities) 

Households with public assistance, 

% (RR = 0.98, 95% CI = 0.97-0.99 

in dry, RR = 0.98, 95% CI = 0.97-

0.99 in any local option 

communities) 

Households linguistically isolated, 

% (RR = 0.97, 95% CI = 0.95-0.98 

in dry, RR = 0.97, 95% CI = 0.95-

0.98 in any local option 

communities)  

Centers for 

Disease 

Control and 

Prevention4 

Jicarilla (American 

Indian) 

283 (1988) to 328 

(1997) 

Psychoeducational & 

guideline-based public health 

programs: Crisis response, 

psychoeducation, bereavement 

outreach, immediate response 

and follow-up, community 

education and screening 

A revised surveillance form 

developed by the Indian Health 

Service in 1988. 

In a whole community of 15-19-

year-olds (N = 283-328 across 

study period), suicide and suicide 

attempt rates per 1,000 people 

decreased from 59.8 (n = 34) in 

1988-89 before the intervention to 

8.9 (n = 5) to 1990-91 to 9.2 (n = 

5) in 1992-93 to 17.6 (n = 10) in 

1994-95 to 10.9 (n = 7) in 1996-97. 

Cwik, Tingey, 

Lee et al.5 

White Mountain 

Apache (American 

Indian) 

47 eligible, 29 

enrolled, 18 

completed baseline, 

13 finished 

intervention, 11 

followed-up 

Psychoeducational: 

seriousness of suicide attempt; 

coping skills, emotion 

regulation, cognitive 

restructuring, social support, 

self-efficacy, and barriers to 

treatment  

The Suicide Ideation 

Questionnaire (SIQ/SIQ-JR). 

Clinical cutoffs indicating severe 

suicidal ideation needing clinical 

intervention are 30 (SIQ) and 23 

(SIQ-JR). 

Number of participants scoring 

above the clinical cutoff on the SIQ 

or SIQ-JR decreased from 7/11 

(64%) at baseline, to 2/11 (11%) at 

1-month follow-up, 1/11 (9%) at 2-

month follow-up to 1/10 (10%) at 

3-month follow-up. 

Cwik, Tingey, 

Maschino et 

al.6 

White Mountain 

Apache Tribe 

(American Indian) 

Tribally mandated 

program (N = 17,500 

tribal members) 

Psychoeducational, peer 

support programs and 

training: Awareness-raising 

Police reports validated by the 

Bureau of Indian Affairs. Suicide 

attempts validated by individuals 

In the White Mountain Apache 

community (N = 17,500 in 2012), 

there were 41 suicides in 2001-
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activities, gatekeeper training, 

Zuni Life Skills Development 

Curriculum, psycho-

education, case management 

or by program staff using 

available medical, police, and 

human service records when 

persons had no recollection of 

the event. 

2006 and 29 in 2007-2012. The 

crude suicide rate decreased from 

45.5 (95% CI = 32.7-61.7) in 2001-

2006 to 30.3 (95% CI = 19.3-41.3) 

in 2007-2012, a decrease of 33.4%. 

Age-standardised rate decreased 

from 40.0 (95% CI = 27.8-52.1) in 

2001-2006 to 24.7 (95% CI 16.3-

36.2) in 2007-2012, a 38.3% 

decrease. Annual number of 

suicide attempts decreased from 75 

in 2007 to 35 in 2012. 

Fox et al.7 Indian Natives not 

further described 

3,000 people Residential alcohol recovery 

program, family outreach, 

community events, 

educational programs, 

promoting traditional values, 

Native mental health workers 

Data collected from the Chief 

Coroner’s Office of Ontario, 

reports from the Ontario 

Provincial Police, and 

information on suicide attempts 

derived from clinical contacts of 

the Native Mental Health Team 

and the psychiatric facility. 

From 1971-1974 the suicide rate 

for Manitoulin Island was 23.4 per 

100,000, increasing to 27.7 per 

100,000 per year in 1976-1980. 

Suicides reduces from eight in 

1975 (267 per 100,000) to four in 

the following five years, an 

average of 26.7 per 100,000. The 

numbers of suicide attempts in 

1980 and 1981 were less than half 

the number reported in 1975. 

Number and rates decreased each 

year except 1981: 1975 - n = 35, 

11.7 per 1,000; 1976 - n = 0; 1977 

- n = 28, 9.3 per 1,000; 1978 - n = 

25, 8.3 per 1,000; 1979 - n = 17, 

5.7 per 1,000; 1980 n = 11, 3.7 per 

1,000; 1981: n = 13, 4.3 per 1,000. 

Garcia8 Pima-Maricopa (n = 

24, 92%); Tohono 

O’odham (n = 2, 

7%) – (Native 

American) 

50 eligible, 37 

parent consents, 26 

at baseline 

assessment 

Vocational support: Values 

exercise, guided imagery of 

life-planning exercise, group 

discussion and career 

counselling 

Adolescent At-Risk Behaviors 

Inventory. This subscale assesses 

ideation, plans, attempts and 

medical consequences from 

attempts.  

Suicidality (ideation, plans and 

attempts) in past 12 months 

increased in intervention group (n 

= 13) from mean .38, SD .65 at 

pre-test to mean .46, SD 1.23 at 

post-test. Suicidality decreased in 

the wait-list control group (n = 13) 

from mean .77, SD 1.88 at pre-test 

to mean 0.0, SD 0 at post-test. No 



 

32 

 

discernible between-group 

differences (p = .14, Eta2 =.09). 

Harder et al.9 First Nations 130 intervention 

participants, 117 

analysed; eligible 

and enrolled not 

reported 

Traditional cultural activities The Beck Scale for Suicide 

Ideation.  

Per protocol analysis (n = 117 of N 

= 130). Suicidal ideation decreased 

from mean 2.38, SD 4.71 pre-camp 

to mean 1.23, SD 3.62 post-camp, a 

mean difference of 1.15. 

Hatcher et al.10 Māori not further 

defined 

365 randomised, 167 

consented, 365 

analysed  

Psychoeducational: Postcards, 

problem-solving therapy, 

patient support, risk 

management, improved 

primary care access, cultural 

assessment and usual care 

Repetition of self-harm at 3- and 

12-month follow-up assessed by 

hospital records and national 

minimum dataset. 

In true (no missing data) intention-

to-treat analysis fewer (p = 0.04) 

patients in the intervention arm (n 

= 19, 10.4%) had at least one re-

presentation at three months 

relative to the control arm (n = 33, 

18.0%). At 12 months there was 

little difference in representations 

with self-harm between 

intervention (n = 55, 30.2%) and 

control (n = 60, 32.8%) arms. 

Kelley et al.11 American Indian - 

mostly Northern 

Plains Tribes  

224 in intervention, 

65 followed-up and 

analysed 

Traditional cultural activities 

and health promotion: 

religious activities, health 

promotion, housing and 

vocational support. 

“In the past 30 days, not due to 

your use of alcohol or drugs, how 

many days have you attempted 

suicide?” 

Per protocol analysis (n = 65 of N 

= 224) of suicide attempts. 

Attempts decreased from mean 

days of 02, SD .12 at intake to 

mean days of .00, SD .00 at 6-

month follow-up. No difference by 

time, mean .02, SD .12, p = .321. 

LaFromboise 

and Howard-

Pitney12 

Zuni (Native 

American) 

106 enrolled, 83 

baseline started, 77 

baseline completers, 

62 post-intervention 

Psychoeducational: Self-

esteem; emotions and stress; 

communication and problem-

solving skills; self-destructive 

behaviour discussions; suicide 

information; goal-setting. 

Suicidal behaviour: lifetime 

attempts, recency of the attempt, 

number of times attempted, if 

attempt discussed with anyone, 

and if attempt accompanied by a 

visit to a medical clinic and 

Suicide Probability Scale (SPS).  

 

Per protocol analysis (n = 55==62 

of 77) comparing intervention and 

control (post-test only). 

Intervention group decreased from 

a mean of 16.7 on suicidal ideation 

at the mid-semester pretest to 13.4, 

a mean difference of -4.3. Their 

mean mid-semester pre-test score 

(16.7) was almost identical to that 

of the control group at post-test 

(16.68) 

LaFromboise 

and Howard-

Pitney13 

Zuni (Native 

American) 

69 in intervention, 

59 in control. 

Reports numbers 

Psychoeducational: Suicide 

information, suicide 

intervention skills, 

Suicide Probability Scale (SPS) Per protocol analysis (n = 62 of N 

= 128) on the SPS. Matched pre-

test group decreased from mean 
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enrolled and 

analysed. 

communication skills, coping 

with oppression, anger and 

stress management, and goal-

setting. 

61.2, SD 13.1 at baseline to mean 

54.3, SD 11.6 at 8-month follow-

up. Matched no-intervention group 

decreased from mean 61.3, SD 11.8 

at baseline to mean 58.9, SD 13.0 

at 8-month follow-up. Intervention 

group less suicidal (mean 54.34) 

after participating in the curriculum 

than the no-intervention group 

(mean = 58.86). Mean differences 

from pre to post were -6.9 in the 

intervention group and -2.4 in the 

control group. 

Le and 

Gobert14 

Bitterroot Salish 

(Squelix’u), Pend 

d’Oreille (Qlispe’) 

& Kootenai 

(Ktunaxa) Tribe 

(Native American) 

8 Psychoeducational: Four 

sessions a week, 55 min per 

session, over 10 weeks of 

mindfulness and experiential 

activities  

Patient Health Questionnaire-9 - 

one item asking about: ‘‘thoughts 

that you would be better off dead 

or of hurting yourself in some 

way.’’  

At pre-test, 44% reported suicidal 

ideation ‘several days to more than 

half the days’, which decreased to 

100% reporting ‘not at all’ at 

follow-up. 

May et al.15 Jicarilla (Native 

American) 

2639 (1990) to 3047 

(2000) 

Traditional cultural activities, 

social services; life skills 

development & community 

education. Community-wide 

systems approach to suicide 

prevention developed. 

Project data (i.e., clinical record 

reviews, biannual reports) 

In a population ranging from 2,639 

in 1990 to 3,047 in 2000, mean 

suicidal gestures decreased from 15 

per year in 1988-89 to 8 per year in 

2002 (Adjusted R2 = .595, SE = 

3.01, β = –.790, p = .000). Mean 

suicide attempts decreased from 

19.5 per year in 1988-89 to 4 per 

year in 2002 (Adjusted R2 = .332, 

SE = 4.54, β = –.609, p = .016). 

Mean suicides of 1.5 per year in 

1988-89 and 2 per year in 2002 

(Adjusted R2 = .051, SE = 0.84, β = 

–.156, p = .578) 

Mohatt et al.16 Yup’ik (Alaska 

Native) 

60 at time 1, 46 at 

time 2, 43 at time 3, 

61 at time 4, 37 

across all time points 

Traditional cultural activities: 

Yup’ik cultural engagement 

modules  

“Yuuyaraqegtaar: ‘‘A Way to 

Live a Very Good, Beautiful 

Life’’: Reasons for Life.  

Increasing intervention dose 

associated with positive slopes of 

moderate size on Reasons for Life 

(d = .32, p = .08). The 95% CIs for 

the dose effects included zero 

(95% CI= -.0009 to .0357). 
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Nathan et al.
17

  Aboriginal (92.1%) 

or Torres Strait 

Islander (3.3%) or 

both (4.6%) 

619 admitted to 

program. 247 who 

stayed in program, 

and 89 followed up 

three months post-

discharge. 

Residential alcohol and drug 

treatment designed as a 

therapeutic community 

Self-reported suicide attempts in 

the past three months and self-

harm 

All 18 people reporting suicide 

attempts in the 3 months prior to 

admission reported no suicide 

attempts in the 3 months after 

discharge. Also, 23 of 27 who 

reported self-harm at baseline did 

not report self-harm at follow-up 

(85% of subsample). Two people 

who did not report self-harm at 

baseline reported it at follow-up. 

Rasmussen et 

al.18 

Aboriginal 335 Art therapy: Painting 

Aboriginal art 

Comprehensive suicide/self-harm 

risk assessment using clinical 

criteria to assign ‘high’, 

‘medium’, ‘low’ or ‘no’ level of 

suicide risk. 

Univariate incidence rate ratio for 

days at Aboriginal art as a 

predictor of suicide/self-harm risk 

assessment was 0.79 (95% CI = 

0.75–0.84). This effect remained in 

the model adjusting for 

suicide/self-harm history. The 

adjusted incidence rate ratio was 

0.81 (0.70–0.95). Each day 

attending the Aboriginal art 

program reduced the rate of 

suicide/self-harm risk assessment 

on average by 19% (95% CI=12–

25%). 

Sareen et al.19  Swampy Cree (First 

Nations) 

31 in intervention, 

24 in control. 

Reports numbers 

assessed for 

eligibility, eligible, 

enrolled, randomised 

and analysed.  

Peer support training: 2-day 

Applied Suicide Intervention 

Skills Training gatekeeper 

training 

Lifetime history of suicidal 

ideation and attempts using 

Canadian Community Health 

Survey items and past 2-day 

ideation at baseline. One post 

retreat/training item assessed 

“Since the time of last survey, 

how often have you had thoughts 

about suicide?” Two items at six 

months assessing ideation and 

attempts. 

Per protocol analyses. Lower 

suicidal ideation in the control 

group (1 person, 4.5% of control 

arm vs 7 people, 25% of 

intervention arm reporting ‘a little 

to a lot’ of suicidal ideation at 6 

months post-retreat, p = .064). No 

suicide deaths or attempts at 

follow-up.  

Skerrett et al.20 Aboriginal & Torres 

Strait Islander 

61 received 

intervention. Reports 

numbers recruited, 

Health-promotion: 8 topics in 

4 one-hour sessions on 

culture, spirit, healing, health 

promotion, thoughts, 

General Health Questionnaire-28 

used. Others have used it to 

assess suicidal ideation in 

Australia.  

GHQ-SI in per protocol analyses 

(N = 37 pre, 40 post & 30 2-month) 

decreased from mean 1.73, SD 2.72 

at pre to mean 0.80, SD 1.78 at 
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completed and 

analysed. 

relationships, safety online 

and in community, healthy 

eating activity and physical 

activity, goal-setting 

post then increased to mean 1.47, 

SD 2.48 at 2-month follow-up. The 

General Health Questionnaire-

Suicidal Ideation mean difference 

between pre and post was --0.93 at 

post, p = .008, and -0.26 at follow-

up, p = .597. 

Tighe et al.21 30 (97%) Aboriginal 

& 1 (3%) Torres 

Strait Islander in I; 

25 (83%) 

Aboriginal, 1 (3%) 

both Aboriginal and 

Torres Strait 

Islander, 4 (13%) 

neither 

31 received 

intervention, 30 

received wait-list 

control. Reports 

assessed for 

eligibility, eligible, 

randomised, 

received intervention 

or control and 

analysed. 

Psychoeducational: Thought 

identification and distancing, 

emotion regulation via 

mindfulness and acceptance 

and self-soothing activities, 

value identification and goal-

setting. 

Depressive Symptom 

Inventory—Suicidality Subscale 

(DSI-SS).  

In analyses reported as intention-

to-treat (N = 61, missing data 

imputed), intervention group 

decreased from mean 2.7, SD 2.2 at 

baseline to M 1.9, SD 2.1 at 6-

week follow-up. Wait-list control 

decreased from mean 2.3, SD 1.9 at 

baseline to mean 1.9, SD 1.7 at 6-

week follow-up, then decreased 

further after receiving intervention 

to mean 1.5, SD 1.8 at 12-week 

follow-up. Pre-intervention and 

post intervention changes on the 

DSI-SS occurred in the 

intervention arm (Mdiff = 0.8, p= 

0.02), and were slightly larger than 

the wait-list control (difference 

between Mdiff = 0.4, p = 0.30). 

Tu et al.
22

 14 distinct Canadian 

Indigenous Nations 

45 at baseline, with 

41 followed up, 14 

had follow-up data 

available for suicide 

risk. 

Multidisciplinary primary care 

team supplemented with 

meeting with an Indigenous 

elder in individual or group 

cultural sessions.  

Suicide risk, monitored with the 

Suicidal Behaviors 

Questionnaire–Revised (SBQ-R) 

There was a 2-point decrease in 

suicide risk (n = 14), sustained 

over the 6-month period (p = .005). 

This was a decrease from 8.9 at 

baseline to 7.1 at 6-month follow-

up, although follow-up was still 

above elevated risk (SBQ-R ≥ 7) 

Wood and 

Gruenewald23 

Alaska Native not 

further defined, % 

unknown 

132 villages Policy-level: Local alcohol 

prohibition or police presence 

Alaska Trauma Registry with 

cause of injury per ICD-9. 

Average annual age-adjusted rates 

per 100,000 population aged 15 

and over for total self-harm injuries 

was 223 in wet isolated Alaska 

Native villages and 245 in dry 

isolated Alaska native villages (rate 

ratio of 0.91, 95% CI = 0.76-1.08). 
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Self-harm fatality rates were 77 

(wet isolated villages) and 76 (dry 

isolated villages). 

Wright et al.24 86.5% American 

Indian/Alaska 

Native/Native 

Hawaiian 

490 Outpatient services - 

counseling sessions and 

traditional cultural activities. 

Residential treatment is 90-

day to 1-year and has 

limitations on work, 

schooling, and training 

programs, as well as optional 

linkage to transitional housing 

Government Performance 

Results Act tool that assesses 

attempted suicide. 

Attempted suicides decreased from 

N = 10, 2.0% of sample, at 

baseline, to N = 4, 0.8% at 6-month 

follow-up, a decrease of 60%. 

Decrease due to reduced suicide 

attempts in residential treatment 

group (n = 329) from 6 (0.8%) to 

0. 

CI-confidence interval. N-total sample. SE-Standard error. 
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Supplementary file 12: Indigenous involvement in each study 

Study Diagnosis (identifying a 

community’s priorities)  

Development (of 

appropriate 

strategies to address the 

priorities) 

Implementation 

(of the 

strategies) 

Evaluation (of the 

effectiveness 

of the project) 

Allen et al.1 7 6 6 6 

Berman et al.2  na na na na 

Berman3 na  na na na 

Centers for Disease Control 

and Prevention4 

7 nr 7 7 

Cwik, Tingey, Lee et al.5 7 6 6 6 

Cwik, Tingey, Maschino et 

al.6 

7 6 6 6 

Fox et al.7 nr 6 6 nr 

Garcia8 6 nr 2 nr 

Harder et al.9 4 6 5 3 

Hatcher et al.10 nr 5 nr nr 

Kelley et al.11 7 7 7 7 

LaFromboise and Howard-

Pitney12 

7 5 6 4 

LaFromboise and Howard-

Pitney13 

7 5 5 4 

Le and Gobert14 6 6 6 nr 

May et al.15 6 7 7 7 

Mohatt et al.16 7 6 6 6 

Nathan et al.17 na nr nr 6 

Rasmussen et al.18 na na na na 

Sareen et al.19  5 6 6 5 

Skerrett et al.20 7 6 6 6 

Tighe et al.21 nr 6 5 5 

Tu et al.22 na 6 6 7 

Wood and Gruenewald23 na na na na 
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Wright et al.24 na na na na 

Note. na: not applicable, nr: not reported. 
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Supplementary file 13: Definitions of the seven levels of community participation in the four phases of project 

development  

Seven levels of 

community participation 

Diagnosis Development Implementation Evaluation 

1. No Participation Completely top-down, 

community is not 

informed about or asked 

about issues in their 

community 

 

Top-down, community is 

not informed about the 

development of the 

project.  

Top-down, community is 

not informed about the 

implementation of the 

project, only about 

activities they’re involved 

in. 

Top-down, community 

receives no information 

about evaluation. 

2. Passive participation Outsiders decide on the 

issues that need to be 

addressed, community is 

informed 

Outsiders control 

development, community 

is informed but has no 

input. 

Outsiders control the 

implementation, 

community is informed, 

but has no input. 

Outsiders control the 

evaluation, community is 

informed, but has no 

input.  

3. Participation by 

information 

Outsiders have control, 

community participates by 

providing information 

about their community. 

No feedback to the 

community and no 

checking for agreements 

 

Outsiders have control 

over development, 

community potentially 

provides information 

about what they want, but 

outsiders don’t necessarily 

respond to this. 

Outsiders control 

implementation, 

community might provide 

information useful for 

implementation, but 

outsiders don’t necessarily 

listen to this. 

Outsiders control 

evaluation, community 

provides information 

through surveys and/or 

interviews, focus groups. 

Findings are not shared or 

checked for accuracy.  

4. Participation by 

consultation 

Outsiders define problems 

and consult with 

community about their 

agreement using outsider 

defined processes. 

Outsiders consult with 

community about 

potential projects to 

develop, but outsiders 

make final decision. 

Community participates in 

activities decided upon by 

the outsiders. 

Outsiders define 

evaluations process, 

community provides 

information and might 

make suggestions for 

improvement and 

feedback provided.  

5. Functional 

participation 

Outsiders have 

predetermined goals and 

community assists in 

Community works 

together with outsiders to 

Community and outsiders 

work towards 

implementation of 

Community and outsiders 

work together in 
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defining issues within 

those goals, outsiders 

make final decisions. 

develop projects decided 

upon by the outsiders. 

projects, based on 

outsiders’ goals and 

processes. 

evaluation, based on goals 

as set by the outsiders. 

6. Interactive 

participation 

Outsiders and community 

work together to identify 

the issues in the 

community and set goals 

for the project. 

Outsiders and community 

work together to develop 

suitable projects to 

address the agreed upon 

goals. 

Community and outsiders 

implement the developed 

projects together, 

community has control 

and uses local resources. 

Evaluation methods are 

decided upon together and 

conducted in partnership. 

7. Self-mobilization Completely bottom-up, 

community identifies their 

own issues and sets their 

own goals, might contact 

outsiders to assist them 

where needed. 

Bottom-up, community 

makes decisions about 

project development, 

apply for funding and 

potentially contact 

outsiders where needed. 

Community implements 

projects, contacts 

outsiders for resources 

where needed, but remains 

in control over resources.  

Community conducts 

evaluations, potentially 

contacts outsiders for 

assistance but stays in 

control over evaluation. 

Reproduced with permission without changes from Snijder et al.25 under the terms of the Creative Commons Attribution 4.0 International 

License (http://creativecommons.org/licenses/by/4.0/). Snijder et al. 25 adapted the table from Wagemakers et al.26 and Pretty27, who we also 

obtained permission from to reproduce the table adapted from their work. 

  

http://creativecommons.org/licenses/by/4.0/
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