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4. INTRODUCTION

4.1 Background

Since the 1950°s the global suicide rates have continued to increase, and today suicide has
become an important public-health problem worldwide (World Health Organization (WHO),
2002). According to WHO there are approximately one million deaths from suicide each year
worldwide, and about 20 times this number of people attempt suicide (2002). There are
substantial variations in the national suicide rates (Lester, 1997), and in addition great
variation in rates within the same country and between different ethnic groups (Roberts, Chen
& Roberts, 1997). During the last decades suicide rates have increased alarmingly among
indigenous people, and especially among indigenous residing in the Arctic, such as the Inuit
in Greenland (Leineweber et al., 2001) and in Canada (Sigurdson et al., 1994), and among
Alaskan Natives in the US (Borowsky et al,, 1999). The increase in suicide rates among
indigenous people in the Arctic have been so alarmingly high that it has been described as an
epidemic level (Bjerregaard & Lynge, 2006; Leenaars, 2006) and it has been declared that
certain indigenous people have the highest suicide risk of any identifiable cultural (or ethnic)
group (Leenaars, 2006; Kirmayer, 1994). Unfortunately, suicide has become the leading cause
of death for young indigenous people, especially among males, and is a significant contributor
to potential years of life lost. Although there is carried out research on the prevalence of
suicidal behavior among several indigenous people, e.g. in Canada, Alaska, Greenland,
Sweden, Australia, New Zealand, our understanding of suicidal behavior among indigenous
people is still limited (Cutcliffe, 2005; Leenaars, 2006; Stewart, 2005).

There is no registration of ethnicity in the national population register in Norway, for
that reason there are neither official statistics of health and living conditions nor suicide rates
for indigenous Sami (hereafter called Sami). There have so far been conducted limited
research on health and living conditions among Sami in Norway, and suicidal behavior has
not previously been studied in a systematically way. Although some Sami communities have
experienced high rates of suicides, there is in general lack of specific prevention strategies.
Epidemiological knowledge about suicidal behavior among Sami is important for
implementation of appropriate prevention strategies in Sami communities, and in addition

useful to public health practitioners and policy makers in addressing this problem.

4.1.1 Definitions of suicidal behavior
Suicidal behavior can be considered as a continuum ranging from merely thinking about

ending one’s life through attempting suicide and finally completed suicide. Suicidal behavior,



as it is used in this project, is a broad concept including suicidal ideation, suicide attempts and
completed suicide. “There has been much disagreement about the most suitable terminology
to describe suicidal behavior” (WHO 2002: 185) and in the field of suicidology “there are at
present no standard, widely accepted definitions or criteria for suicidal behaviors, particularly
non-lethal behavior” (Wagner, Wong & Jobes, 2002: 284). However, in this thesis suicide and
suicide attempts are used in accordance with these definitions: “Suicide is deliberated self-
harm which lead to death” (Retterstal, Ekeberg, Mehlum, 2002: 13) and “Attempted suicide is
an act with non-fatal outcome, in which an individual deliberately initiates a non-habitual
behaviour that, without intervention from others, will cause self-harm, or deliberately ingests
a substance in excess of the prescribed or generally recognised therapeutic dose, and which is
aimed at realising changes which the subject desired via the actual or expected physical
consequences” (Bille-Brahe et al., 1995: 74). Although the intent to die is a central aspect in
suicide, intent to die is not always obvious in suicidal behavior. For many suicidal people the
most pronounced intent is to escape an intense pain or an unbearable situation. Suicidal
ideation, on the other hand, refers to thought of killing oneself, being tired of life or a belief
that life is not worth living (Wagner et al., 2002).

4.2 Suicidal behavior among indigenous peoples
Although suicide among indigenous is characterized as a modern phenomenon, suicide also
existed among indigenous in the distant past. However, suicide in the old times has rather
been described as a “voluntary death”, which occurred rarely and mainly took place among
elderly and those suffering from physical illnesses (Young, 1994; Lester, 2006). For example,
among older Chuckhee in Siberia, death by suicide was thought to be preferable to death from
disease or old age. Subsequently, they have a particular term for voluntary death in their
language, “single fight” (Bogoras, 1975). To my knowledge there is mo documented
information of suicide in the traditional Sami culture in Norway, but is it likely to presume
that this kind of suicide also took place among Sami in the distant past. However, the suicide
found in traditional indigenous culture can be characterized as social or institutionalized
suicide, in contrast to the personal or individual suicide found in modern time. Today the
picture has changed remarkably as suicidal behavior is an individual act and primarily a
problem among young indigenous people.

To get a better understanding of suicidal behavior among indigenous people, culture
and living conditions are important and inevitable explanatory factors. Culture is a concept

with many definitions, however, in this thesis culture is understood as: “the deeply embedded



patterns of meaning which we share with groups we belong to and which guide us in
interpreting and relating to our environment” (Skogen, 1997: 4). Although suicide occurs all
over the world in different kind of cultures, there has been limited focus on the significance of
culture in suicidology. The emphasis has so far mainly been upon commonalities in suicidal
behavior. However, the relevance of culture is of current interest in the field. According to
Mishara (2006: 2), the president of the International Association of Suicide Prevention, “An
important challenge for future research is to explore and understand the frontier between
universal aspects of suicide and it cultural specificity”. Although indigenous people all over
the world are different in many respects, culturally, socially and historically, they share some

common characteristics concerning suicidal behavior.

4.2.1 Characteristics of suicidal behavior among indigenous people

Several common characteristics concerning suicide among indigenous people have been
identified (Hunter & Harvey, 2002; Clarke, Frankish & Green, 1997). First, there is great
variation in the prevalence of suicide within the indigenous groups. Second, there has been a
general and more rapidly increase in prevalence of suicide among indigenous people during
the last three decades. Third, suicide among indigenous people seems to be more frequent
among adolescents and young adult. Fourth, indigenous males seem to be most vulnerable to
suicidal behavior. Fifth, suicides among indigenous often occur in clusters in time and space.

And finally, suicides among indigenous involves a higher proportion of violent methods.

4.2.1.1 Variation in suicide rates

The distribution of suicide between indigenous groups is not uniform, and besides, great
variations in prevalence of suicide within indigenous groups regarding different communities
and geographical areas have been documented (Kirmayer, 1994; Cutcliffe, 2005: Bjerregaard
& Lynge, 2006; Hunter & Milroy, 2006; Young, 1994). The geographical variation found in
suicide rates among indigenous in the state of Queensland, Australia, made the authors
propose there had been an overlapping “wave” of suicides, implicating a condition of
community risk varying by location and time (Hunter, Reser & Baird, 2001 in Hunter &
Milroy, 2006). A similar pattern in geographical variation was found in Greenland. Initially
the suicide rate peaked among youth in the capital Nuuk in 1980-1984. Then five years later
the trend among young people in the rest of West Greenland reached a plateau, while the rate
was very high and still increasing among the young in East Greenland during the 1990’s

(Bjerregaard & Lynge, 2006). Moreover, among indigenous in Australia suicide was initially



located largely in areas of rapid change and inter-cultural pressure, but has now become more

common in certain remote and “traditional” populations (Davidson, 2003).

4.2.1.2 Rapid increase in suicide rates

During relatively few decades the suicide rates among several indigenous people have
increased rapidly from being a relatively rare phenomenon to reach an epidemics character.
What can be said about the remarkable change in rates is that it has followed the process of
colonization and modernization (Boothroyd et al., 2001; Hunter & Harvey, 2002; Kirmayer,
1994). In Greenland the rapid socio-cultural changes during the last 50-years has been
paralleled by an increasing number of suicides among Inuit (Bjerregard and Lynge, 2006).
Furthermore, the regional variations in suicide rates found in Greenland, corresponded well
with the regional process of modernization. According to WHO, one of the underlying causes
for the increased suicide rates among indigenous people are “the enormous social and cultural
turmoil created by the policies of colonialism and the difficulties faced ever since by
indigenous peoples in adjusting and integrating into the modern-day societies” (WHO, 2002:
190). The rapid increase in indigenous suicide rates are most pronounced among the 15-24

year age group (Clarke et al., 1997; Sigurdson et al., 1994; Bjerregaard & Lynge, 2006).

4.2.1.3 High suicide rates among young indigenous

Today suicidal behavior among indigenous people is primarily a problem among young
people. Globally, suicide rates tend to increase with age for the general population (Diekstra,
1993). In contrast to this pattern, in indigenous populations suicide rates peak at age 15-24
and then decrease with age (Bjerregaard et al.,, 2004). This disproportional pattern of age
distribution in suicide exists in almost all identifiable indigenous people, e.g. in the Arctic,
America and Australia (Leenaars, 2006; Chandler and Proulx, 2006; Clarke et al., 1997). For
example, in Greenland the suicide rates are in general high (100 per 100,000), however, the
rates among young males aged 15-24 years are even higher (450-500 per 100,000 person-
years) (Bjerregaard & Lynge, 2006). The alarming increase in suicide rates have been most
pronounced among young indigenous males. Among American Indian and Alaska Natives,
males aged 15-34 made up 64 % of all suicides in the time period 1979-1992 (Wallace et al,,
1996).
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4.2.1.4 Young indigenous males’ most vulnerable to suicidal behavior

Gender is one of the most important demographic markers of suicide risk. Worldwide suicide
is more prevalent among males, while suicide attempts in general are more prevalent among
females than males. A phenomenon often described as the “gender paradox” in suicidology
(Canetto & Sakinofsky, 1998). Although these gender patterns of suicidal behavior are
common, they are not universal, suggesting cultural influences (Canetto, 1997). Exceptions to
this gender paradox have been reported in the general population (e.g. in China and Finland)
(Cheng & Lee, 2002; Kerkhof, 2002) and also among indigenous. In two studies from Inuits
in Nunavik, Kirmayer and colleges (1996; 1998) reported that young males were not only
much more likely to complete suicide but also more often attempted suicide. A similar pattern
is reported in two studies from Greenland based on patients admitted to hospital, men and
women had equally often exhibited suicidal behavior (Grove & Lynge,1979; Thorslund,
1992).

Although the suicide rates are especially high among young indigenous males, the
rates found among young indigenous females are high as well compared to their majority
counterparts. In a study in Manitoba, Canada, suicide was about 23 times more frequent
among First Nation females 15 to 19 years of age than among non-indigenous counterparts
(Malchy et al,, 1997). Also the prevalence of suicide attempts among indigenous females have
been reported to be high, e.g. 22 % among American Indian-Alaska Native females (Blum et
al., 1992) and 33 % among Inuit females in Greenland (Curtis et al., 2006).

4.2.1.5 Clustering of suicides
Clustering of suicides is one of the common characteristic concerning suicide among
indigenous people, and has been reported in several indigenous communities in both the US,
Canada, Greenland and in Australia (Bechtold, 1988, 1994; Kirmayer, 1994; Thorslund, 1991;
Hunter and Harvey, 2002). In epidemiology cluster is defined as: “A disease cluster is a mini-
epidemic or outbreak of a rare event; that is, occurrence of disease clearly in excess of that
expected” (Bhopal, 2002: 59). According to Gould and colleges (1990a), a suicide cluster is
characterized by an unusually high numbers of suicides occurring in a small area during a
brief time period.

In the general population clusters of suicide are occurring to a greater extent among
adolescents and young adults (Gould et al, 1990a, 1990b). Due to the generally high
proportion of young people in the indigenous populations, clustering of suicide has been

proposed to occur to a greater extent among indigenous people (Wissow et al., 2001). A study
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from Greenland reported that 60 % of all suicides in the young population took place within

four months following another suicide in the same district (Thorslund, 1990).

4.2.1.6 Violent suicide methods

Violent method such as firearms and hanging, are frequently used among indigenous people
(Hunter & Harvey, 2002; Stevenson et al, 1998; Kosky & Dundas, 2000; Bjerregaard &
Lynge, 2006). Firearms are reported to be responsible for over 50 % of all suicides among
Native Americans (Stevenson et al.,, 1998), and in Greenland, firearms and hanging accounted
for 91 % of cases among males and 70 % among females (Bjerregaard & Lynge, 2006). One
factor that possibly influences the extensive use of firearms among indigenous, in general, is
the widespread ownership of firearms due to traditional and modern hunting/labor and leisure
time activities. However, widespread ownership of firearms does not necessarily imply that
firearms are the preferred suicide method. Although firearms are widespread among Inuit
people in Northern Canada, firearms are much less frequently used in suicide than hanging
(Boothroyd et al., 2001).

In conclusion, focus on suicidal behavior among indigenous people is of special
concern for several reasons. First, they have among the highest suicide rates in the world, a
tragedy which according to WHO “call for action” (Leenaars, 2006). Second, although
research on indigenous groups continues to demonstrate the negative impact of colonization
and modernization on their mental health, several indigenous people does not access mental
health services at a level that is commensurate with this need. Third, several indigenous
societies have implemented prevention strategies by utility of a dual strategy of both reducing
risk and also improving protective factors, focusing on resilience and traditional culture. It is
important to transfer this kind of knowledge between indigenous groups. And finally, in spite
of the fact that suicidal behavior is a serious problem among indigenous, the majority of
young indigenous are not suicidal. Therefore, it is about time to question the stereotypic myth
about the “suicidal indigenous™, to obtain information about prevalence of suicidal behavior

and a broader understanding of the underlying mechanisms.

4.3 Risk and protective factors associated with suicidal behavior

4.3.1 Risk factors

Suicide is a complex phenomenon described as a “multidimensional malaise” (Leenaaars,
1996), influenced by biological, psychological and socio cultural factors. There has been an

increasing research interest in the risk factors and life processes that encourage people to
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engage in suicidal behavior. In the general literature several articles are summarizing risk
factors for suicidal behavior among adolescents (e.g. Brent, 1995; Lewinshon, Rohde &
Seeley, 1996; Beautrais, 2000). Nevertheless, cohesive models are relatively scarce in
suicidology, which can be related to the large number of potential variables that can account
for variance in the outcomes of interest (Gutierrez et al, 2005). However, according to
Beautrais “... examination of the literature yields a generally consistent and coherent account
of the risk factors and life process that lead to suicidal behaviours” (2000: 429). Beautrais has
proposed a conceptual model to summarize current knowledge about risk factors for suicide
and suicide attempts among young people (2000) (Figure 1.) According to this model there
are series of correlated sets of factors, such as social background, family factors, psychiatric
and personality factors, which act as broad determinants of an individual’s vuinerability to
suicidal behavior. The model implicates that these vulnerability factors influence both an
individual’s susceptibility to mental iliness and his or her level of life event exposure.
Beautrais propose further, that these sets of risk factors in combination make both direct and
indirect contributions to an individual’s risk of suicide or suicide attempt (2000). However,
the most important suicide risk predictors in adolescence are affective disorders, disruptive
disorders, previous suicide attempts and substance abuse (Brent, 1995).

At the individual level the risk factors identified among indigenous are in many respects
identical to those found in general populations (e.g. Borowsky et al, 1999; Grossman,
Milligan & Deyo, 1991; Howard-Pitney et al., 1992; Grove & Lynge, 1979). For example risk
factors for suicide attempts identified among Navajo Indian adolescents include female
gender, prior mental health problems, suicide attempts among friends and family, alcohol
consumption, and physical and sexual abuse (Grossman et al.,, 1991). On the other hand,
among young Inuit’s in Nunavik risk factors for suicide attempts were male gender, a history
of substance abuse (especially solvents or inhalants), a history of a psychiatric problem, a
parental history of substance use or a psychiatric problem, feelings of alienation from the
community, and a history of physical abuse (Kirmayer, Brass & Tait, 2000). In a study among
American Indian and Alaska Native youth the strongest association with a history of
attempted suicide was having a friend attempt or complete suicide, and in addition somatic
symptoms, a history of sexual or physically abuse, having a family member attempt or
complete suicide, having health concerns, frequent alcohol or marijuana use, or ever using
any other drugs (Borowsky et al., 1999). In a study from Greenland, suicide attempters had
compared to a control group, more often a disharmonious childhood with alcohol problems in

the home and more often alcohol problems themselves, a loose connection in the labor
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marked and problems in relation to their family and relatives (Grove & Lynge, 1979).
Another study among Greenlandic Inuit’s showed that alcohol problems in the home and
being the victim of sexual violence as a child increased the frequency of suicidal thoughts
(Bjerregaard & Curtis, 2002). Research among Canadian Inuit has identified several risk
factors for suicide, such as poverty, childhood separation and loss, accessibility to firearms,
alcohol abuse and dependence, a history of personal or familial health problems, and past
sexual or physical abuse (WHO, 2002).

An essential discussion in suicidology is whether risk factors contribute independently to
suicidal behavior or whether some risk factors are mediated with more basic individual
differences. Although, majority of completed suicides occur in the context of psychiatric
disorder, primarily depression, a minority of depressed persons is suicidal. Subsequently,
mediating and moderating risk factors, such as hopelessness, impulsivity and problem-solving
strategies, become important research topics in suicidology. Furthermore, the influence of risk
factors, may according to Beautrais, be modified or changed by social, cultural and contextual
factors that may act to encourage or discourage the development of suicidal behaviors in

young people (2000).

4.3.2 Protective factors

Protective factors and resilience are important contributors to the understanding of suicidal
behavior. General protective factors against the development of suicidal behavior among
young people have been summarized by Beautrais (2000), such as, the role of various social
support (e.g. family cohesion or belonging to social peer group), good social skills, marriage
and parenthood, good coping skills and problems-solving behaviors, positive and life-
affirming beliefs and values, high self-esteem and holding attitudes and moral values against
suicide. Although suicidal behavior is a serious problem among many indigenous people, the
majority of young indigenous are not suicidal. This indicates that knowledge about protective
factors and resilience among indigenous is important. Unfortunately, research among
indigenous are primarily focus on risk factors, similar to the general trend in suicidology.
However, some studies among indigenous groups have been reporting protective factors
against suicidal behavior. For example, good school performance and regular attendance at
church has been reported to be protective against suicide attempts among young Inuit’s in
Nunavik (Kirmayer et al. 2000). In the study by Borowsky and colleges several factors
significantly reduced the odds of attempting suicide, such as discussing problems with friends

or family members, having a good emotional health, and having a sense of connectedness
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with family (1999). An interesting finding in their study was that increasing the number of
protective factors was more effective in reducing the probability of a suicide attempt than
were decreasing of risk factors (1999). Furthermore, integration of traditional culture in
several Native American tribes and degree of self-government among Native Canadian bands
have been reported as protective factors against suicide (Lester, 1999; Chandler & Lalonde,
1998).

In conclusion, several risk factors and protective factors have been identified to
influence the risk of suicidal behavior. However, it is important to emphasize that suicidality
can be understood as a state of mind (Schneidman, 1997), and that several factors contribute

in the suicidal process as illustrated in Figure 2.

4.4 Suicidal behavior in Norway

Norway has together with, Finland, Ireland, the Netherlands, Scotland, Spain and Sweden,
experienced a significant increase in suicides during the 20" century, while England and
Wales (combined data), Italy, New Zealand and Switzerland have experienced a significant
decrease (WHO, 2002). Previously Norway had relatively low suicide rates compared to the
neighboring countries Denmark, Sweden and Finland, but from the end of 1960’s to 1988
there has been a general increase in the suicide rates in Norway (Retterstgl et al., 2002). In
1988 was the highest ever documented suicide rate in Norway, 16.8 per 100 000, and since
then the rates have steadily decreased (11.5 per 100 000 in 2004) (Statistics Norway). Norway
had, similar to other European countries, a remarkably increase in suicide among young males
aged 15-24 years from the 1970s to the beginning of 1990s (Mehlum, Hytten & Gjertsen,
1999). However, since 1990’s there has been a decline in youth suicide, especially among
young males.

The general suicide rate in Northern Norway is slightly higher than the average
national rate (12.8 vs. 12.1 per 100 000, 1998-2004) (Gjertsen, 2006). However, the suicide
rate in Finnmark county is high (17.3 per 100 000) compared to the national rate and the rates
in Troms and Nordland counties (9.6 and 11.4) (Gjertsen, 2006). Furthermore, suicide rates
among adolescents and young adults aged 15-24 years in Northern Norway are high compared
to their national counterparts (e.g. in 1994, males 37/100 000 and females 6/100 000 vs.
national rates 21 and 5 per 100 000, respectively) (Gjertsen, 2002a).

In Norway, like several other countries, there is no official reliable data on suicide
attempts. One important reason for this is that the majority of suicide attempters never contact

mental health services (e.g. Groholt et al., 1997). However, several studies have explored the
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lifetime prevalence of self-reported suicide attempts among Norwegian adolescents such as
the Young in Norway studies from 1992 and 2002 (Wichstrem, 1992; Wichstrem, 2007). In
this representative national sample (aged 12-20 years) 8.2 % had ever attempted suicide, and
females were almost twice as likely as boys to report suicide attempts (10.4 % vs. 6.0 %)
(Wichstrom & Rossow, 2002). In 2002 the prevalence of self-reported suicide attempts had
increased to 13.6 % among females, whereas the rates among males were stable (6.2 %)
(Wichstrem, 2007). Furthermore, findings from the WHO/EURO Multicentre Study on
Parasuicide indicated that rates for hospitalized suicide attempt from Norway (Ser-Trendelag)
were 191 per 100 000 (mean 1989-1992, aged 15 and over) for females and 147 for males
(Kerkhof, 2002). According to Hjelmeland (2001) the general rates in Ser-Trendelag
decreased in the time period 1989-1999, whereas the rates among females 15-19 years old
increased remarkably from the middle of the 90ties (315 per 100 000 in 1999).

In conclusion, although the national suicide rates can be considered as moderate,
suicidal behavior is a public health concern also in Norway. At present approximately 500
persons die in suicide annually in Norway and suicide attempts among adolescents are an
increasing problem, especially among females. During the last three decades research in the
field of suicidology has increased significantly in Norway. In 1994 the Norwegian Plan for
Suicide Prevention (1994-1999) was launched, and one of the main goals in this plan was to
increase the national research activities. Unfortunately, there has so far been limited research

in suicidology in the north Norwegian context.

5. AIMS OF THE STUDIES

Suicidal behavior among Sami in Norway has previously not been studied in a systematically
way. The aims of this study were: 1) primarily to acquire epidemiological knowledge about
prevalence of suicidal behavior among Sami in Arctic Norway, in particular among
adolescents and young adults. 2) To explore sociodemographic factors, such as gender, age
and cultural context, associated with suicide, and to 3) examine risk factors associated with
self-reported suicide attempts, both cross-sectional and prospective among adolescents and
young adults. Since this work is of an exploratory character no hypotheses are explicit
presented in the papers. However, in an indigenous perspective our main working hypotheses
were that Sami would have a significant increased risk of suicide and a higher prevalence of

suicide attempts compared to their majority counterparts.

The following research aims were investigated:
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e To examine the risk of suicide mortality among Sami during the last three decades,
1970-1998 (Paper I).

e To explore suicide mortality stratified by age, gender, cultural context, and traditional
Sami core management (Paper I).

e To examine the prevalence of suicide attempts among Sami adolescents and their non-
Sami peers (Paper II).

e To explore for ethnic differences in patterns of risk factors associated with previous
suicide attempts among Sami adolescents and their non-Sami peers (Paper II).

e To explore for differences between subgroups of attempters according to development

of emotional/behavioral problems and substance use in a longitudinal perspective

(Paper III).

6. METHODS AND SUBJECTS

6.1 Study design

This thesis is based on two studies: Study I is a register-based follow-up study with focus on
suicide mortality among Sami in Northern Norway in the time period 1970-1998 (Paper I).
Study II, The North Norwegian Youth Study, is a longitudinal epidemiological study of high-
school students in the three northernmost counties of Norway: Finnmark, Troms and
Nordland (Papers II and III). The first wave was in 1994-1995, and the second in 1997-1998.
Data used for this thesis are based on both waves. The students completed an extensive
questionnaire covering demographic, socioeconomic, emotional, behavioural and social

characteristics.

6.2 Procedure

6.2.1 Study I

As there is no ethnicity information in the national population register of Norway, the national
census from 1970 represents an exception and was used to define the Sami cohort. In
connection with the national census in 1970, a survey of Sami ancestry was performed in
preselected census tracts in the three northernmost counties of Norway: Nordland, Troms and
Finnmark (see Appendix). The census was carried out by Statistics Norway in cooperation
with Sami organizations (Aubert, 1978). Table 1 shows the census tracts included in the
census by ethnic context. Established knowledge and pilot studies on Sami inhabitation were

used to identify these areas. The selected census tracts covered 6.1 % (n=14,760) of the

17



population in Nordland (N=241,967), 22.9 % (n=31,160) in Troms (N=136,070) and 89.7 %
(n=67,954) in Finnmark (N=75,757). The total population participating in the selected census
tracts was 113, 874 persons. Unfortunately, it has not been possible to obtain information
about the exact response rate for the census in 1970.

On behalf of Institute of Population-based Cancer Research, Cancer Registry of
Norway, Statistics Norway conducted the record linkage through the participants’ birth
number. Information on vital status and cause of death of the subjects identified as Sami in the
census where obtained through record linkage with the Norwegian Causes of Death Register
and were compared to the expected number of deaths in a control population residing in rural
Arctic Norway. Information about emigration was obtained through the Central Population
Register. Institute of Population-based Cancer Research, Cancer Registry of Norway received

an anonymous data file from Statistics Norway.

6.2.2 Study IT

The North Norwegian Youth Study was part of the Young in Norway study (Wichstrom,
1992), but in a revised version, and was first conducted in 1994 in the county of Finnmark.
Later in 1995, it was also carried out in the southern and northern parts of Troms and
Nordland counties. Communites with a Sami population were chosen to achieve a
representative sample of Sami. Twenty-one high schools in the three counties were selected
for the study. All high schools in Finnmark except one and all high schools in the southern
and northern parts of Troms and Nordland were included. The excluded school in Finnmark
was known to have mainly adult students and did not represent the target group for the study.
None of the schools was located in urban areas; they were all in rural areas. The schools were
selected to represent geographical areas that were inhabited by adolescents from three ethnic
groups: the Sami, Kvens and Norwegians. Teachers specially trained for this purpose carried
out the study at the schools. The questionnaire was completed during two sessions of 45
minutes each and covered a broad range of topics central to the adolescents’ stage. No
students were excluded from participation. To avoid students influencing each other’s
responses, all eligible students at each school completed the questionnaire at the same time.
Students who had consented to participate but were not present in class during these two
sessions completed the questionnaire together at a later date. In Finnmark where most of the
Sami-speaking population live, the questionnaires and information letters were available in

both Sami and Norwegian at baseline/T1. The North Norwegian Youth Study has been
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described in several publications (Kvernmo & Heyerdahl, 2003; Spein, Kvernmo & Sexton,
2002; Spein, Sexton & Kvernmo, 2004).

6.3 Study populations

6.3.1 Study I

The cohort included 19,801 persons with Sami ethnic ancestry, 10,573 (53.4 %) men and
9,228 (46.6 %) women. The cohort included 890 (4.5 %) people from Nordland, 4,847 (24.5
%) from Troms and 14,064 (71 %) people from Finnmark. Information about date of birth,
sex, residence, and occupation was supplied by the regular census. In the census 1,604 people
were registered as belonging to reindeer herding household (1,498 associated by ownership
and 106 as herders). People living in the same household were identified and parents were
allowed to answer on behalf of their children (<15 years). The follow up of suicide incidence
took place from the beginning of November, 1970 (date of census) until the end of 1998. The
follow-up included 471 028 p.y., 245 408 for men and 225 620 for women, respectively.
Altogether, 5,955 deaths (of these were 500 violent deaths and 5455 deaths were caused by

various diseases) and 172 emigrations were observed in the cohort.

6.3.2 Study I

A total number of 4,019 students aged between 15 and 21 years were invited to participate in
the North Norwegian Youth Study in the first wave (T1). The response rate was 85 %
(N=3,417). There were 286 adolescents who refused to participate, 260 did not adequately
complete the form for a variety of reasons and 56 students withdrew form the study. Students
from other ethnic groups (n=33), who had incomplete identification numbers (n=25), part-
time students or students not reporting their grad level (n= 47) and participants who were
younger than 16 years or older than 18 years (n=621) were also excluded. The cross-sectional
sample analysed in paper II (1994/1995/T1) included 2,691 students (1,402 females, 52 % and
1,289 males, 48 %) aged 16-18 years (mean age 16.9, SD 0.8 years) with no differences in the
mean age between the genders or between the ethnic groups. The sample consisted of 591 (22
%) Sami (323 females and 268 males; 55 % and 45 %, respectively) and 2,100 (78 %) non-
Sami subjects (1,079 females and 1,021 males; 51 % and 49 %, respectively).

At follow-up 2,947 of the students from T1 were invited to participate. Those who
were older than 22 years at T2 were not invited to participate (n=344). Furthermore, one
school did not participate at T2 because it had lost the participant list prior the follow-up
survey (n=126). The follow-up sample from the North Norwegian Youth Study consisted of
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1,678 students (T2) with a response rate of 57 % and mean age 19.6 (SD 1.0) years. At
follow-up, only 31 % (440) attended state school, a fact that may have contributed to the low
response rate, as the majority received a mailed questionnaire. Those adolescents who were
lost to follow-up were at T1 significantly more likely to report male gender, non-parental
living arrangements (e.g. relatives, foster parents or boarding school), attend vocational
studies, report being current smokers and use cannabis during last 12 months, report lower
mean scores on Somatic complaints, Anxious/depressed Problems, Hopelessness and
loneliness, and report higher mean scores on Social Problems and Delinquent Behavior. The
follow-up sample analysed in paper III (1997/1998/T2) included 1528 students (926 females,
61 %, and 602 males, 39 %) aged 18-22 years (mean age 19.8, SD 1.1). The sample consisted
of 363 (24 %) Sami (225 females and 138 males; 62 % and 38 %, respectively) and 1165 (76
%) non-Sami subjects (701 females and 464 males; 60 % and 40 %, respectively). Figure 3
shows a flow chart of the subjects included in Study II at T1 (Paper II) and T2 (Paper III).

6.4 MEASURES

Several measures are used in the presented papers. In this section only some essential
measures will be presented (ethnicity, ethnic context, suicidal behavior, emotional and
behavioral problems, and substance use). The other variables such as sociodemographic
characteristics (reindeer herding (Paper 1), SES (Paper II and III), family structure (Paper II)
and living arrangements (Paper III), type of education (Paper II and IIT)), eating behavior
problems (Paper II), loneliness and hopelessness (Paper III), perceived pubertal timing (Paper
III), sexual debut and involvement in romantic relationships (Paper II), and parent-child

relationship (Paper II and IIT) are described in the respective papers.

6.4.1 Ethnicity

In Study I ethnicity was categorized according to four questions about Sami ancestry which
were supplemented in the 1970-census forms in the selected areas (see Appendix): 1) Was
Sami the first language spoken by the person? (Yes/no). 2) Was Sami the first language
spoken by one of the person’s parents? (Yes/no/don’t know). 3) Was Sami the first language
spoken by one of the person’s grandparents? (Yes/no/don’t know?). 4) Does the person
consider himself or herself a Sami? (Yes/no/uncertain/don’t want to answer). If the subject
answered positively on one of the four questions he/she was categorized as Sami. The first

three questions were considered to be of an objective character and the last question to be
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more subjective. Tables 2a-d show the distribution of the answers to questions about Sami
affiliation by county.

In Study II a broad set of measures was used to tap various aspects of ethnicity.
However, in Papers II and III ethnicity was defined according to a set of objective measures.
Maternal and paternal language and languages for each of the four grandparents were reported
separately with alternatives “Norwegian”, “Sami”, “Kven”, “Finnish”, or “other” (write in).
Similarly, the ethnicity of the parents (separately) was assessed with the same five answering
options as for language. For all questions more than one language/ethnicity were allowed.
Using the method described by Kvernmo & Heyerdahl (2003; 2004) these items were
combined into one Ethnicity variable. Consequently, in Paper II and III adolescent were
classified as Sami if one of the parents’ ethnicity was reported as Sami or if one of the

grandparents’ or parents’ languages was Sami (Kvernmo & Heyerdahl, 2003; 2004).

6.4.2 Ethnic context

In Study I (Paper I) the Sami population was divided into three groups regarding ethnic
context. Ethnic contexts were classified according to the density of Sami within the
municipality of residence (Aubert, 1978) and grouped into three categories: (1) Southern area,
low density (< 25 %), (2) Coastal area, medium density (25 — 60 %) and (3) Sami core area,
high density (> 60 %) of Sami. Table 1 show the communities included in the different ethnic

contexts.

6.4.3 Suicidal behavior

The outcome variable in Study I (Paper I) was suicide registered by the Norwegian Causes of
Death Register. Cases of suicide were identified by the International Classification of
Diseases (ICD-10, codes X60-X84, Y87.0). Recoding from ICD-8 and ICD-9 was done
accordingly.

In Paper II and III (Study II) the outcome variable was lifetime prevalence of suicide
attempt which was measured with the question “Have you ever tried to commit suicide?”. At
T1 the response categories were “Yes” and “No”, while at T2 the response categories were
“No, never”, “Yes, one time”, and “Yes, several times”. In Paper III this question was
categorized as “Yes” and ‘No” in the analyses. Furthermore, in Paper III were those
adolescents reporting suicide attempts at T1, and not at T2, categorized as “Early suicide
attempters”, whereas adolescents’ reporting attempts both at T1 and during the study period

(at T2) were categorized as “Repeating suicide attempters”. Those adolescents who reported
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their fist suicide attempt during the study period were categorized as “Late suicide
attempters”.

The question If you answered “yes” on C, how long is it since you last time attempted
suicide? ...... year ..... months”, was used to make a distinction between attempts during the
study period vs. attempts before T1.

Suicidal ideation (during the last six months) was measured by item 91 in Youth Self
Report (YSR) (Achenbach, 1991) (described below) in Paper Il and in Paper III at T1. At
follow-up in Paper III suicidal ideation was measured by item 91 in Young Adult Self-Report
(YASR) (Achenbach, 1997). The phrasing of item 91 in both studies was “I am thinking of

ending my life”. In the analyses the item was categorized as “Yes” and “No”.

6.4.4 Emotional and behavioral problems

Assessment of emotional and behavioral problems was measured by YSR (Paper II and in
Paper III at T1) and YASR (Paper III at T2). YSR is a self-report questionnaire for ages 11-18
years, consisting of 112 items describing a broad range of problems and recording problem
behavior during the six months previous to assessment (Achenbach, 1991). The YASR has
130 problem items plus competence and socially desirable items that are scored on three-step
scales like those of the YSR. Additional YASR items obtain data about work, school, marital
and other relationships, and substance use (Achenbach, 1997). The informants are instructed
to circle “0” if the item is not true, 1 if the item is somewhat or sometimes true and 2 if the
item is very often true. Norwegian and Sami language versions of the YSR were applied at
T1. Professional bilingual (Sami/Norwegian) translators had translated the YSR into Sami
with an independent back translation. In Paper II only the syndrome scales
Anxious/Depressed Problems, Delinquent Behavior and Social Problems were used, while the
syndrome scales Withdrawn, Somatic complaints, Anxious/depressed problems, Social
problems, Thought problems, Delinquent behavior and Aggressive behavior were used in
Paper II1. In both studies the items “I deliberately try to hurt or kill my self” (18) and “I am
thinking of ending my life” (91) were removed from the Anxious/depressed YRS and YASR

scales.

6.4.5 Substance use
In Paper II and III several different risk-taking behaviors were measured using single items
from different scales such as Olweus’ scale of antisocial behavior (Olweus, 1989) and

National Longitudinal Study of Youth (Windle, 1990). The items used to measure cigarette
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smoking, alcohol intoxication (T1 only) and cannabis use at T1 and T2 were identical to those
used by The National Institute for Alcohol and Drug Research (SIRUS) and in “The Young in
Norway” surveys (Wichstrem, 1992). In addition, the item used to measure alcohol
consumption at T2 was from YASR (Ashenbach, 1997).

Current smoking was measured by the question “Do you smoke?” with five possible
response categories “I have never smoked”, “I have never been a regular smokers and I don’t
smoke now”, “I used to be a regular smoker, but I have quit”, “Smoke, but not daily” and “I
smoke, about....... cigarettes per day”. In the analyses the question was categorized as “Yes”
(daily smokers and occasional smokers) and “No”(never, experimenters and former smokers)
(Spein et al., 2004) in both Paper TI and IIT (T1/T2). Alcohol intoxication was measured by
one question concerning the preceding 6 months; “Have you had so much to drink that you
felt drunk?” in Paper II and Paper III (T1). The question was recorded on a 6-point scale
ranging from “never” to “more than 50 times”. In the analyses in Paper II the question was
categorized into “Yes”(> 1 times/12 months) and “No”, while in Paper III (T1) adolescents
reporting that they had been intoxicated more than 10 times were categorized as “Frequent
alcohol intoxication” in the analyses, as “Occasional” (1-10) and as “Never”. In Paper III (T2)
alcohol consumption at follow-up was measured by one question from YASR concerning the
preceding six months; “In the past 6 months, about how often have you been drinking
alcohol?”. The question was recorded on a 6-point scale ranging from “never” to “more than
21 units/glass per week”. Cannabis use was measured in Paper III at T1 by one question
concerning the preceding 12 months; “Used hashish or marihuana?”. The question was
recorded on a six-point scale ranging from “never” to “more than 50 times”. In the analyses
the variable was categorized as “No” and “Yes”. On the other hand, at follow-up (Paper III),

the question “Have you ever used hashish or marihuana?” (yes/no) was used.

6.5 Ethical aspects

Study I was conducted in cooperation with senior researcher Tor Haldorsen, Institute of
Population-based Cancer Research, Cancer Registry of Norway. Dispensation from the
professional secrecy was initially given to the Cancer Registry of Norway by Norwegian
Board of Health Supervision and renewed by The Directorate for Health and Social Affairs in
2002. In 2000 The Data Inspectorate gave their dispensation and renewed this in 2003.
Common deadline for deletion given from the three institutions was 31.12.2006. Because
register studies previously didn’t require approval form ethical committee’s in Norway, Study

I was initially not approved by the Regional Medical Ethical Committee. However, since the
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topic is of sensitive character, suicide is a rare phenomena and a study on suicide regarding to
gender, age and cultural context may increase the risk of loosing anonymity on an individual
level, Study I was presented for Regional Medical Ethical Committee of Health Region North
(REK-Nord) in 2006. REK-Nord responded that this register study did not fall into their
directive, but they appreciated being informed about the study.

Study II has been approved by REK-Nord and was permitted by the Norwegian Data
Inspectorate, the Ministry of Research and Education, and the schools authorities of the
counties and the municipalities, and of each school board. Written consent based on both oral

and written information was obtained from every student.

6.6 Statistics

In Paper I the mortality of suicide in the Sami cohort was compared with that of the rural
population within the same three counties in Northern Norway, weighted according to the
number of Sami in each. Gender, five-year calendar periods and five-year age groups were
used for computing reference rates. Expected values were computed by multiplying the
person years in the cohort by the reference rates. Standardized Mortality Ratios (SMRs) were
computed by taking the ratio of observed to expected cases of suicide, and if this ratio
exceeded one, the Sami were said to have increased suicide mortality. For these estimates,
95% confidence intervals (95% CI) were computed, based on the assumption that observed
cases follow the Poisson distribution.

In Papers II and III suicide attempters were compared to non-suicide attempters on all
independent variables for Sami and majority adolescents separately (Paper II) and for
different types of attempters separately (Paper III). In both papers two sample t-tests were
used for the continuous measures and Pearson Chi-square tests for the categorical ones.
Fisher’s Exact Test was performed when the expected count was less than five in at least one
cell. All variables that were significantly associated with suicide attempts in the univariate
analyses were included in multiple logistic regression analyses for Sami and majority suicide
attempters separately (Paper II) and for different types of attempters separately (Paper III). In
the logistic regression analyses the outcome variable (suicide attempt) was coded as a dummy
variable comparing subjects by the presence (0) or absence (1) of the characteristics (suicide
attempt), yielding odds ratios (OR) and 95 % confidence intervals with values including 1.0
indicating no significant association. In Paper II the interaction of gender was first controlled
for in the univariate analyses and then all the significant interactions effects were included in

multivariate analyses. In Paper III the interaction of gender, age and ethnicity were controlled

24



for similarly. Finally, the significant main and interaction effects were included in the
multivariate analyses, using “conditional forward” approach. Data analyses were performed
with the current version of SPSS (13.0 in Paper II and 14.0 Paper III). Due to the stratification
by ethnicity (Paper II) and suicide attempters (Paper III) (c.g. smaller sample sizes), the

significance level was set to 5 % in all statistical tests.

7. RESULTS:

7.1 Paper I: “Suicide among indigenous Sami in Arctic Norway, 1970-1998"

In Paper I, suicide mortality between 1970-1998 was examined in a cohort of 19, 801 persons
categorized as Sami in Arctic Norway. One of the purposes was to investigate suicide
mortality stratified by age, gender, cultural context, and traditional Sami core management.
The results indicated that there was a significant moderate increased risk for suicide among
indigenous Sami (SMR=1.27, 95 % Confidence interval (CI):1.02-1.56) compared to the
reference population. In the study period, 89 suicides occurred in the cohort (70 men and 19
women) with increased suicide mortality both for indigenous Sami males (SMR=1.27; 95%
CI: 0.99-1.61) and females (SMR=1.27; 95% CI: 0.77-1.99). The results showed a significant
increased suicide mortality among young Sami aged 15-24 for both males (SMR=1.82; 95%
CI: 1.13-2.78) and females (SMR=3.17; 95% CIL: 1.17-6.91). In addition, significant increased
suicide mortality was found for indigenous Sami males residing in Finnmark county
(SMR=1.50; 95% CI: 1.14-1.94), Sami core area (SMR= 1.54; 95% CI: 1.04-2.20) and for
indigenous Sami males not belonging to semi-nomadic reindeer herding (SMR=1.30; 95% CI:
1.00-1.65). On the other hand, across gender, Sami belonging to semi-nomadic reindeer
herding household did not have significant increased suicide mortality. Although no
significant changes in male and female rates were observed over time periods during the study
period, a higher relative risk of suicide was observed from 1981 to 1990 across gender
compared to the reference population.

In conclusion, although the finding, of a moderate significant increased risk of suicide
among Sami, is consistent with the general findings among indigenous, the suicide rates found
among Sami is moderate compared to several others indigenous people. Consistent with
findings among other indigenous young Sami males and females in the age group 15-24 years
had significant increased risk of suicide. Furthermore, the significant increased risk of suicide
found among Sami males in Sami core area may be explained by suicide cluster at the end of
the 1980’s.
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7.2 Paper I1: “Suicide attempts among indigenous Sami adolescents and majority peers in
Arctic Norway: prevalence and associated risk factors”

The aim of Paper II was to examine the prevalence of suicide attempts and associated risk
factors such as sociodemographic conditions, emotional/behavioral problems and parent-child
relationships among 591 indigenous Sami and 2100 majority adolescents in Arctic Norway.
There were no significant ethnic differences in prevalence of suicide attempts between
indigenous Sami adolescents (10.5%) and their non-Sami peers (9.2%). On the other hand, it
was significant gender differences in both ethnic groups. The gender differences were more
pronounced among Sami adolescents, with females twice as likely to report a suicide attempt
than males (14 % vs. 7 %). There were some common risk factors associated with suicide
attempts across ethnic group, such as suicidal ideation, anxious/depressed problems and
eating behavior problems. However, cross-cultural differences in risk factors associated with
suicide attempts existed. For Sami adolescents, factors diverging from the traditional cultural
norms were associated with suicide attempts, such as alcohol intoxication, single-parent home
and paternal overprotection. Vocational studies, not living together with parents, current
smoking and experienced sexual intercourse were ethnic specific risk factors associated with
suicide attempts among majority peers.

It can be concluded that among adolescents in Northern Norway there are no ethnic
differences in prevalence of suicide attempts. This finding is inconsistent with research from
several indigenous peoples. In both ethnic groups there were significant gender differences
and most pronounced among Sami adolescents. Sami females reported relative high
prevalence of suicide attempts compared to their majority female counterpart and to a
representative national sample. Ethnic specific risk factors associated with suicide attempts
among Sami adolescents, can be characterized as diverging from the traditional cultural

norms.

7.3 Paper II: Risk factors associated with different types of suicide attempters: A
longitudinal study among ethnic diverse adolescents in Arctic Norway

The objectives of paper III were to examine variation in risk factors associated with different
types of suicide attempters among ethnic diverse adolescents in a longitudinal perspective.
The results showed that 10.4 % (n=155) of the adolescents in the follow-up sample had
reported a previous suicide attempt at T1. Among these attempters at T1, 81.3 % (n=126) did
not report a re-attempt during the study period (Early suicide attempters), whereas 18.7 %
(n=29) reported a re-attempt at T2 (Repeated suicide attempters). On the other hand, 1.7 %
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(n=24) reported a first attempt during the study period (T2) (Late suicide attempters). The
results indicated that there were significant ethnic differences in the prevalence of previous
suicide attempts at T1, with a higher prevalence of attempts among Sami adolescents than
among their majority peers (14 % vs. 9.3 %). However, the significant ethnic difference was
only found among females and may be due to sample characteristics at follow-up. An
important finding in this paper was the diverse patterns of associated risk factors and
prognosis that were found between the attempters. Repeating attempters constituted a high
risk group compared to early and late attempters. There were also ethnic-specific associations
with suicide attempts such as Anxious/depressed Problems, Sami ethnicity and female gender
found at T1, and having become a parent with Sami ethnicity and female gender found at
follow-up.

In conclusion, this longitudinal study revealed diverse patterns of associated risk
factors and prognoses for suicide attempters, especially with respect to level of
emotional/behavioral problems and substance use. Although an important finding from this
study was that repeaters had long-term emotional and behavioral problems, all types of

suicide attempters should be taken seriously and given appropriate treatment.

8. DISCUSSION
In this discussion section the main focus will be given to selected topics not discussed entirely

in the presented papers.

8.1 Discussion of design and methods

8.1.1 Strengths:

Since there is no registration of ethnicity in the national population register in Norway,
register based study, like Study I, is an appropriate alternative method for obtaining
information, such as for suicide among Sami. According to Gjertsen (2002b), the National
death register in Norway is a reliable source of gaining information about cause of death.
Furthermore, since the incidence of suicide in general is rare, the long study period, 1970-
1998 and the sample size, approximately 20 000 persons in the cohort, enhanced the
reliability of the findings. However, because the Sami population becomes small when
divided into gender, age and ethnic context, even a single suicide can have dramatic effect
upon the calculated rates. Consequently, although the long study period and a relatively huge
sample size may have decreased the risk of statistical artificial results, the results must be

interpreted with caution.
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Anonymous self-report has been found to be a good method for collecting information
of such a sensitive nature as suicidal behavior (Hawton, Rodham & Evans, 2006). In a review
article of the international literature on studies of suicidal and deliberate self-harm phenomena
in adolescents the authors concluded that reported prevalence figures for these phenomena are
higher in studies employing anonymous questionnaires compared with interview-based
studies (Evans et al., 2005). This finding supports the notion that the higher the perceived
anonymity of responses, the fewer tendencies there is towards socially desirable responding
(e.g. Embree & Whitehead, 1993). Consequently, a questionnaire may reduce the
obsequiousness bias (Clever Hans bias). The tendency that subjects systematically alter their
responses in the direction they perceive to be desired by the investigator or interviewer
(Gertsman, 1998). Moreover anonymity is of a special significance in adolescence and
anonymous questionnaires have been found to be particularly suited to collecting information
of a sensitive nmature from adolescents (Hawton et al, 2006). A literature review of
adolescents self-reported suicide attempts found that lifetime prevalence of attempted suicide
is reported about two to three times more often under conditions of anonymity (3-4 % using
structured interviews in epidemiological studies vs. 7-10 % using anonymous questionnaires)
(Safer, 1997). Although The Norwegian Youth Study not is an anonymous study per se, there
are several advantages with the confidentiality in the study, compared to an interview
situation, which makes it suitable to collect sensitive data such as suicidal behavior.

As mentioned in the introduction section, there is no official data on suicide attempts
in Norway. One important reason for this is that the majority of suicide attempters never
contact mental health services (e.g. Groholt et al., 1997), and consequently, the hospitalized
attempters only represent the tip of the iceberg (Diekstra & Garnefski, 1995). For this reason
studies conducted on a community level will give a more accurate representation of the
prevalence of suicide attempts compared to studies based on hospital admissions. Since the
North Norwegian Youth Study was a community—based individually questionnaire study and
reached a large sample of adolescents, the findings in Papers II and III may give a
representative picture of the prevalence of suicide attempts in adolescence during the 1990’s.

Another advantage with Study II is the longitudinal perspective (Paper III). The
majority of research on risk factors for suicidal behavior in suicidology is based on cross-
sectional studies. A longitudinal study like the North Norwegian Youth Study has a major
advantage, e.g. to examine the risk factors and life pathways associated with the development

of suicidal behavior and other mental health outcomes in adolescence and young adulthood.
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8.1.2 Limitations:

Conducting research on a rare phenomena such as suicidal behavior in a population estimated
to be approximately 40 000 - 70 000, has several methodological considerations. First of all,
small samples affect all three papers, such as Sami sub-samples in Papers I and II and
different types of suicide attempters in Paper III. For example in Paper I the number in each
cell becomes extremely small when exploring for within group differences among Sami
stratified by gender and age. Furthermore, the associations between risk factors and suicide
attempters (Papers II and II) could be accidental because of the small number (#) and too
many independent variables. An examination of a large number of risk factors implicates an
increased danger of Type [ error (false positive results). On the other hand, the problem with
small sample size can minimize the true effects or Type II error (false negative results).
However, small sample size is a well-known challenge in research among minority groups.
Furthermore, an important limitation with Paper III is the lack of longitudinal analyses.
Multilevel analyses could have been a better approach to utilize the potential in the data.

An important consideration in this thesis is the classification of Sami ethnicity.
Although ethnicity, ethnic group or ethnic self-labelling are basic sociodemographic variables
used in epidemiological research (Senior & Bhopal, 1994), both measurement and definition
of ethnicity is a demanding aspect in research among culturally diverse populations.
According to Bhopal (2002: 283) “the concept of ethnicity is that human beings identify
themselves as belonging to a group because they differ culturally in fundamental ways
including language, food, religion, lifestyle and, geographical origins”. This illustrates that
ethnicity is a complex and dynamic phenomenon, with many potential components. In
addition definitions of ethnicity is influenced by time and place/context.

There is no official registration of ethnicity in the population register of Norway. After
Second World War there was a general norm that ethnicity and race should not be registered
in official statistics in Norway (Pettersen, 2006). Furthermore, as a consequence of the
assimilation process in Norway Sami ethnicity became a stigma that led many Sami to
suppress their affiliation (Bjerklund, 1986). Through history several different inclusions
criteria for Sami ethnicity have been used in the census’ in Norway (Pettersen, 2006), and,
unfortunately, a superior interdisciplinary discussion seems to be lacking. At present there are
no official criteria for how to define Sami ethnicity or identity in Norway.

In Paper I a combination of objective (ethnic ancestry and language competence) and
subjective criteria (ethnic self-identification) were used. These criteria are in accordance with

the Sami electoral register (Agenda, 2002). On the other hand, in Paper II and III objective
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criteria without ethnic self-identification were used. However, in the present papers a rather
broad set of criteria was used to define Sami ethnicity. Consequently, a subject could actually
be categorized as Sami on the basis of only one objective criteria, e.g. if one of the
grandparents spoke Sami. There are several arguments for choosing this kind of
categorization. As a consequence of assimilation and discrimination, many Sami avoid
reporting their Sami background. Therefore, classification based on self-reported ethnicity is
shown to be misleadingly low. However, reporting language competence is not considered to
be as stigmatizing as ethnic background (Hegmo, 1986). In the census from 1970 this
phenomenon can be illustrated in Tables 2a and 2d that show the distribution of the answers
to questions about Sami affiliation by county. A higher prevalence of persons in Troms (4.6
%) and Finnmark (12.6 %) reported that Sami was their mother tongue (Table 2a), but not all
of these reported a subjective Sami affiliation (3.2 % and 11 %, Table 2d). There are very few
non-Sami who speak Sami, therefore language competence and parents’ ethnicity together are
considered to be the most reliable measure of Sami ethnicity (Aubert, 1978; Hagmo, 1986;
Kvernmo & Heyerdahl, 1996). Furthermore, about half of the participants (53 %) in Nordland
County did not answer the questions about Sami background (Tables 2a-d). This may indicate
that Sami affiliation was a sensitive topic in Nordland County at that time. Or, others may not
have answered all the questions because of lack of knowledge about their ethnic ancestry. As
can be seen from Table 2¢ about 6 % of the total study population (N=113,874) in the selected
census tracts did not know if Sami was the first language spoken by at least one of the
grandparents. This could also affect Study II, since the question regarding ethnic affiliation
and language competence among parents and grandparents were only assessed from the
adolescents.

However, most importantly in this regard is that the type of categorization used in this
thesis can be considered to be broad and unspecific. Consequently, a broad definition will
result in a sample of “Sami” which vary from mono-ethnic Sami to almost Norwegian. This
may have serious implications for our results. For example, a broad definition may result in
misclassification and subsequently reduce the differences between the groups making them
almost identical. In The SAMINOR study, a population based study of health and living
conditions in areas with mixed Sami and Norwegian population conducted in 2003-2004
(Lund et al., 2007) a graded definition of Sami ethnicity was used: I) Sami language spoken
by all grandparents, parents and respondents (3 generations), II) at least two Sami-speaking
grandparents, and III) at least one Sami identity mark (language, self-perceived ethnicity or
family background). According to Lund and colleagues (2007) the stringent definition of
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category I produced clearer differences between Sami and Norwegians, hence reducing the
risk of misclassification. However, conditions such as small sample size and research on low
prevalent phenomena (e.g. suicidal behavior) make it inappropriate to use a stringent
definition such as category I. In conclusion, at present there are several possible ways to
categorize Sami ethnicity and criteria for ethnicity categorization will be influenced by
research topic and methodological considerations.

In Papers II and III the outcome variable was lifetime prevalence of suicide attempt,
measured by the question “Have you ever tried to attempt suicide?” (“Har du noen gang
forsekt a ta ditt eget liv”). Since the response categories only were “Yes” and “No” (at T2
“No, never”, Yes, one time” and, “Yes, several times™), we have no concrete information of
the reported attempts. This is a serious limitation influencing the internal validity (information
bias) of our outcome variable in papers II and III. Furthermore, although the term used in
papers II and III “...tried to end your own life” (“...forsekt a ta ditt eget liv”") implies that
death (e.g. suicide) was the intended outcome, a serious limitation is the lack of information
concerning attempters actual intent (e.g. to die, seek attention, reduce pain etc.) and also the
lethality of the attempt. Our reliance on self-report limited our ability to assess the seriousness
of reported suicide attempts and even more important to differentiate between suicide
attempts and deliberate self-harm. Self-report questionnaire responses have been found to fail
to reveal any overlap between deliberate self-harm and suicide attempts (Safer, 1997).
Consequently, Papers II and III would have increased their methodological quality if the
specificity of the outcome variable had been increased. To overcome this kind of problems
Hawton and van Heeringen have proposed that “A standardization of criteria for identification
of deliberate self-harm, including subcategories of types of acts, would be another important
step that could lead to improve data for such use in epidemiological and other research
approaches” (2002: 716). The Child and Adolescent Self-harm in Europe (CASE) Study is
one good example of how it is possible to increase the internal validity (Hawton et al., 2006).
In the CASE Study adolescents were asked to describe in their own word what they had done
to themselves (for a description see Hawton et al., 2006). Subsequently the researchers could
determine whether what the adolescents considered to be self-harm actually met the
predetermined criteria for deliberate self-harm,

Papers II and III were based on data from questionnaires. Self-reported questionnaire
is in general vulnerable for recall bias, and sensitive information may be even more exposed
for this bias. Recall bias is the form of bias that appears when self-reported, historical

information is inaccurate (Gertsman, 1998). This bias may influence Papers II and III in many

31



respects. However, most important in this regard is the self-report of suicide attempts. As
reported in Paper III a high percentage of suicide attempters at T1 (72 %) did not report their
previous suicide attempt at T2. There may be several possible explanations for this
underreporting of retrospective self-report data, such as reinterpretation, shame, lack of
honesty and the severity of the suicide attempt itself. Due to long the follow-up period in our
study (average 36 months), adolescents may not remember or may minimize the significance
of the previous attempt. Suicide attempts may also be perceived as a sign of weakness and as
a feminine act, something which could make males more vulnerable to underreporting suicide
attempts (Canetto & Sakinofsky, 1998). However, underreporting among males is considered
to be a minor problem in anonymous questionnaires (Wichstrem & Rossow, 2002).

Neither the YSR nor the YASR have been standardized with either Sami or
Norwegian populations. The use of assessment instruments that are translated and/or adapted
from an original language and culture to a new one can entail problems, primarily with
respect to equivalence (translation, conceptual and metric) (Brislin, 1993; Okazaki & Sue,
1995). Due to respondent feedback slight linguistic revisions were made to the Sami version.
YSR have been used previously in studies among Sami and Norwegian adolescents
(Heyerdahl, Kvernmo & Wichstrem, 2004; Kvernmo & Heyerdahl, 1998). Reliabilities for the
instruments for both Sami and majority groups were satisfactory in this survey both for YSR
(Cronbach’s o > .65) (Heyerdahl, Kvernmo & Wichstrem, 2004; 1998) and YASR
(Cronbach’s a > .75). However, the findings from YSR and YASR must be interpreted with
caution.

Cross-sectional design can never document a causal relationship e.g. between risk
factors and suicide attempts. Hence, the use of the term risk factor in Paper II and Il may be
misleading. A risk factor can simply be explained as a factor that is thought to cause the
disease in question (Gertsman, 1998). In epidemiology, a causal factor is any event, condition,
or characteristic that increases the likelihood of a disease, all other things being equal. The
term risk factor could have been replaced with the more proper term risk indicator, a factor
that is statistically associated with a disease but has not yet been proved to be causal
(Gertsman, 1998). However, all the associated risk factors found in our study are all well
documented risk factors for suicide attempts, indicating that they after all are significant risk
factors somehow. On the other hand, not knowing whether or not risk factors were temporally
antecedent to the onset of suicidal behavior, they could be either consequences (variables
present after but not before the attempt), friggers (variables present before but not after the

attempt), or markers (variables present before and after the attempt) for suicide attempts.
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Initially Study II focused on three ethnic groups in Finnmark; Sami, Kvens
(descendants of Finnish-speaking immigrants from northern Finland and Sweden who settled
in northern Norway in the 1700s and 1800s) and Norwegians. Since this investigation had a
special focus on indigenous Sami, Kvens and Norwegians adolescents were taken together in
one group and categorized as majority (Paper II) or non-Sami (Paper III). There is found a
strong similarity between the Kven and Norwegian group, according to cultural and
behavioral problems (Kvernmo & Heyerdahl, 2003, 2004). However, the term “majority”
used in Paper II is misleading and could have been replaced by non-Sami.

Another serious limitation with this investigation is the lack of focus on the influence
of acculturation and cultural factors on suicidal behaviour among Sami in Paper II and III.
The North Norwegian Youth Study included comprehensive ethnic and cultural measures,
such as The Multigroup Ethnic Identity Measure (MEIM) (Phinney, 1992) and a measure of
acculturation strategies (Berry et al,, 1995). However, the main reason for not examine the
influence of acculturation and cultural factors in Paper II and III was because of the small
numbers within the Sami group, that made it impossible to run reliable analyses concerning
the association between cultural factors and suicide attempts within the Sami group.

Unfortunately, there were no questions regarding a history of sexual and/or physical
abuse in the Study II questionnaire. Several studies have found a strong association between a
history of physical and/or sexual abuse during childhood and suicide attempts (see Beautrais,
2000). Furthermore, physical and sexual abuse have been found to be independently
associated with repeated suicide attempts when controlling for the effects of other childhood
adverse factors (Ystgaard et al., 2004). Hence, inclusion of central topics such as physical and
sexual abuse would have given an important contribution to the understanding of risk factors
associated with suicidal behavior among adolescents in Northern Norway.

Finally, another limitation with this study is the lack of focus upon protective factors
or resilience. In general, research in suicidology is dominated by discussions of risk factors,
and much less focus has been given to protective factors and potentially moderating co-
variables (De Leo, 2002). However, concerning suicidal behavior among Sami, it is of special
interest to documented possible protective factors. Much of the focus given to indigenous has
been of an overwhelming negative character, which may contribute to increase negative
stigmatization of indigenous group. Furthermore, to prevent suicidal behavior among Sami it
is also important to focus on factors that protect against the development of suicidal thinking

and translation of such thoughts into suicidal acts.
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In conclusion, these considerations and limitations implicate that the results may be

unreliable and that results in presented papers have to be replicated to confirm their reliability.

8.2 Sample representativity

The Sami cohort in Study I did not include all people of Sami ancestry in North Norway, and
even some Sami who were living in the census wards did not participate. In the areas covered
by the study, some Sami, for example, may have disapproved of the questions about ethnic
background because they perceived them to be controversial or sensitive. For example in
Nordland County about half of the participants (53 %) did not answer the questions about
Sami background (Tables 2a-d). Furthermore, others may not have answered all the questions
because of lack of knowledge about their ethnic ancestry. As can be seen from Table 2¢ about
6 % of the total population (N=113,874) in the selected census tracts did not know if Sami
was the first language spoken by at least one of the grandparents. In addition, in some areas
the counters did not distribute questions regarding Sami affiliation because they considered
the topic to be sensitive (Aubert, 1978). Underreporting of Sami origin is therefore possible
(Aubert, 1978).

It is also important to have in mind that dramatically changes have taken place in
several Sami areas since the census was conducted, in 1970 (Aubert, 1978). Since the
revitalization process started among Sami in Norway, the ethno political debate and
revitalization have taken different forms at different times all over Sampi. The process started
in Sami core arca three decades ago and today there is an ongoing revitalization process in
several Sami areas all over Norway. Furthermore, in computing the local reference rates, we
were not able to exclude the Sami people, so our estimates of the relative risks for Sami
people could well be slightly biased towards unity. However, we presume that those
categorized as Sami in this study, in one or another way, have an affiliation to Sami culture, in
contrast to those who did not report any Sami affiliation.

Approximately 10 % of the Sami population in Norway is occupied in reindeer
herding (2, 900) with slightly more men than women (Jernsletten, 1986). In contrast to the
situation in Finland, the right to breed reindeers in Norway and Sweden is restricted by law to
Sami (Reindeer husbandry act, 1978). Among persons categorized as belonging to reindeer
herding household in the cohort, about every body had Sami language as their mother tongue
(99.5%) (Aubert, 1978). In the census 1,604 people were registered as belonging Reindeer
herding household (Aubert, 1978). The majority of these came from Finnmark county:
Kautokeino (#=858), Karasjok (#=455), Porsanger (#n=80), Tana (»=40), Nesseby (#n=28). In
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addition all the reindeer herders south of Bods were not included in the census. Thus the
population belonging to reindeer herding household in Study I is primarily representative for
Finnmark County.

The census covered about 90 % of the total population in Finnmark, 23 % in Troms
and 6 % of the population in Nordland. According to Aubert was the census tracts selected on
the basis of available information on where one might expect to find persons with Sami
language or ancestry (1978). The investigated cohort cannot be considered representative for
all Sami in Northern Norway. Only 4.5 % (n=890) of the analysed cohort were from Nordland
and 24.5 % (n=4847) from Troms. Furthermore, Sami who live in Southern Norway or urban
areas in Troms and Nordland fell outside the scope of the census. In conclusion, these
considerations are implicating that the findings from Paper I are merely representative for
Sami in Finnmark (71 %, n=14,064 of the cohort). However, at presence the census is the best
available data source to explore suicide in a larger Sami population.

In Study II (papers I and III) suicide attempts were studied among ethnic diverse
adolescents in the age group 16 to 22 years. These adolescents in Study II were recruited from
high schools from rural areas in Northern Norway. All high schools in Finnmark were
included except for one, whereas for Troms and Nordland every high school in the southern
and northern areas of the counties was included. The selected areas in Troms and Nordland
were chosen to obtain representative samples of the ethnic groups in northern Norway. The
sample in Finnmark is representative of the total population of high-school students in the
county, whereas for Troms and Nordland the sample is representative of high-school students
from the ethnic groups living in multiethnic areas. The sample of Study II cannot be
considered representative of all Sami adolescents because south Sami adolescents living
outside Northern Norway were not included. Adolescents who had not attended high school
or had dropped out were not included in the sample of Study II, and may represent a risk
group for maladjustment. However, in Norway, 96 % of the total adolescent population is
proposed to attend high school, and even higher rates are assumed afier Reform-94
(Wichstrem, Skogen & @ia, 1996). Study II was conducted in Nordland and Troms after the
Reform-94 was introduced. With its high response rate, this sample in Study II can be
considered representative of the adolescent population in semirural areas in northern Norway.
As no urban schools are included in the study, and only a few individuals coming from urban
areas are included, the sample cannot be claimed to be representative of the urban youth

population in Northern Norway.
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Those adolescents who were lost to follow-up (Paper III) were at T1 significantly
more likely to report male gender, non-parental living arrangements (e.g. relatives, foster
parents or boarding school), attend vocational studies, report being current smokers and use
cannabis during the last 12 months, report less somatic complaints, emotional problems,
hopelessness and loneliness, and report more social problems and delinquent behavior. There
were no significant differences between follow-up respondents and non-respondents regarding
lifetime prevalence of suicide attempts at T1. However, since non-respondents (T2) tend to be
characterized with several risk indicators at T1, including non-parental living arrangements
(e.g. relatives, foster parents or boarding school), attending vocational studies, being current
smokers, ever using cannabis, and having higher mean scores on Social Problems and
Delinquent Behavior, the absence of these adolescents in the study may have resulted in an
underestimation of the number of suicide attempts during the study period. On the other hand,
the non-respondents at T2 had less Anxious/depressed Problems which are a well-known risk
factor for suicide attempt. This group may therefore not represent a high risk group for
suicidal behavior. In conclusion, the response rate was good in Study II and this probably
results from the fact that parental consent was not necessary, from the high motivation for the
study among the teachers conducting it and because the topics covered in the study dealt with

broad aspects of adolescents’ lives and were not exclusively problem oriented.

8.3 Discussion of some selected findings
e The significance of living conditions and cultural context in indigenous suicide
e Why are young indigenous males especially vulnerable to suicidal behavior?

e Suicide cluster in Sami core area

8.3.1 The significance of living conditions and cultural context in indigenous suicide

In the context of indigenous suicidal behavior socio-cultural factors and socioeconomic
conditions are important risk indicators. The high prevalence of accidental and violent deaths
(including suicide, homicide, and family violence) found among indigenous can be attributed
to both social and economic factors, and can according to Young (1994) reflect the wide gap
between indigenous and non-indigenous in socioeconomic indicators such as income,
housing, social assistance, and child care. These assumptions are consistent with general
findings in suicidology that report increased risk of suicidal behavior among individuals from
socially disadvantaged backgrounds characterized by such features as low socioeconomic

status and income, limited educational achievement, and poverty (e.g. Beautrais, 2000). In
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view of indigenous suicide it is necessary to have an understanding of the historical and
cultural context in which the problems are located (Hunter & Milroy, 2006).

During relatively few decades the suicide rates among several indigenous people have
increased rapidly from being a relatively rare phenomenon to be of an epidemic character.
One of the proposed underlying causes for the increased suicide rates among indigenous
people are “the enormous social and cultural turmoil created by the policies of colonialism
and the difficulties faced ever since by indigenous peoples in adjusting and integrating into
the modern-day societies” (WHO, 2002: 190). No indigenous settings are unaffected by the
process of rapid social changes due to colonization and modernization (Hunter & Milroy,
2006). In this process of change many indigenous people lost their roots, their beliefs, and
their value systems very quickly, and this led to a loss of self-worth, to diseases of self-
neglect, and to suicide (Ferry, 2000). The situation found among indigenous is in accordance
with Durkheim’s classic theory, proposing that anomic suicide increases during periods of
social change (Davenport & Davenport, 1987). According to Durkheim’s theory anomie
refers to situations where changes take place too fast, leading to rejection of existing norms
before new norms are generally accepted and internalized (Bille-Brahe, 2002).

On the community and family life level the rapid social changes can lead to instability,
which have severe consequences such as dysfunctional homes e.g. due to increased alcohol
consumption and domestic violence, high rates of crime, delinquency and imprisonment
(Hunter & Milroy, 2006; Young, 1994). Another factor contributing to poor parental care
among some indigenous people is the extended use of boarding school, one of many strategies
used in the forced assimilation process of all indigenous peoples in western countries.
According to Hunter and Milroy the most vulnerable within the changing social and family
structures among indigenous were the children (2006). Those dying by suicide among
indigenous in Kimberley, Australia, since the mid- 1980s have been teenagers, the child of
parents who experienced the rapid social transformations of deregulation as young adults (and
new parents) (Hunter, 1999). The characteristic of these young indigenous is that they
belonged to the first generation that had been raised in communities and families affected by
normative instability.

Historical and structural factors have important implications for the present
socioeconomic status and living conditions among indigenous people. Accordingly, these
circumstances will generate diverse health conditions and socio pathologies among
indigenous, which subsequently will influence their respective suicide rates. In this respect,

suicide can be considered as an indicator of distress in indigenous populations (Kirmayer et
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al., 2000). Among some indigenous groups the cumulative effect of the colonization and
assimilation policies is so terrible that it has been described as cultural genocide (Kirmayer et
al., 2000; Leenaars, 2006). Although the assimilation policy towards Sami in Norway also
was strong, the process can not be considered as genocide. Today the socioeconomic status
and living conditions among Sami in Norway is considerable different from the situation
found among several other indigenous groups. Although, the socio-economic status in most
Sami areas is at the lowest national level with regard to income, educational level and
employment (Statistics Norway, 2006), the gap in living conditions between Sami and their
majority population residing in Northern Norway has decreased after the Second World War.
During the Iast three-four decades, a process of integration and increased cultural revival has
gradually replaced a history of forced assimilation and colonization among Sami in Norway
(Kvernmo, 2006). Although, the outcome of the acculturation and the ethnic revitalization
processes has varied in different regions inhabited by Sami, generally speaking, Sami have, to
a greater extent, achieved cultural equality and are less socially disadvantaged when
compared to other indigenous people. According to the relatively few studies on the health
situation in the Sami population, there is so far no evidence of a more disadvantaged health
status. Compared to the majority population studies have shown less alcohol use among Sami
adults and adolescents (Larsen, 1993; Kvernmo et al, 2003; Spein, Sexton & Kvernmo,
2006), similar rates of mental health problems, smoking and sexual risk taking behavior for
adolescents (Kvernmo et al.,, 2003; Heyerdahl et al., 2004; Spein et al., 2002), equal or lower
rates for infectious and cardiovascular diseases (Njolstad, Arnesen & Lund-Larsen, 1998;
Tverdal, 1997; Utsi & Benaa , 1998; Thelle & Ferde, 1979). This picture differs with that for
several other indigenous populations worldwide.

On a general level the moderate rates of suicidal behavior found among Sami (Paper I)
are consistent with the hypothesis about cultural continuity proposed by Chandler and
colleagues (1998; 2003). In their studies among First Nations peoples in British Columbia,
the influence of social and cultural change on the individual’s continuity of a sense of self was
found to explain the variability in suicide rates. Cultural self-continuity, “...the ways in which
these young persons undertake to construct and defend a sense of identity that allows them to
survive as continuous or numerical identical persons despite often dramatic individual and
cultural change”, was found to be associated with low rates of youth suicide (Chandler &
Lanlonde, 1998: 213). In their study markers of cultural continuity and degree of local social
and political control, were measured along different dimensions, such as land claims, self-

government, education services, health services, cultural facilities and police and fire services.
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They found an additive effect of these cultural factors, indicating that when the indicators
presence in the community increased, the suicide rates decreased. Generally, Sami in Norway
have had the opportunity to experience cultural continuity and have now also received
relatively high degree of local social and political control, compared to other indigenous that
are living on reservations or in worst case still experiencing genocide. According to Chandler
and colleague’s hypothesis, it could be expected that Sami had relatively low suicide rates,
which is consistent with the findings in Paper I (suicide rates for men and women in the study
period, 28.5 and 8.4 per 100 000 p.y.).

Ethnic differences in suicide rates may stem from variations in the exposure to risk
factors between the groups under study, or in the availability of protective factors, or the
pattern of responses to either (Taylor Gibbs, 2005). The increased risk of suicidal behavior
among indigenous people can to some extent be explained by the high prevalence of general risk
factors, such as substance use, mental health problems, sexual abuse and family violence. It
appears that the high rates of suicidal behavior among indigenous people may be an
expression of the accumulation of risk factors across a variety of domains, rather than a single
all-important determining factor. Kaslow and colleges (2000) applied a cumulative risk model
among female African American suicide attempters and found that four or five risk factors
increased the likelihood of making an attempt threefold and six or more risk factors increase
the risk tenfold. Hence, the cumulative model seems to be an appropriate explanation for the
high rates of suicidal behaivor among indigenous people.

In conclusion, in several indigenous groups the socioeconomic status and living
conditions are different from the majority population, making it easier to reveal ethnic
differences. Consequently, high suicide rates among indigenous can be explained by factors
such adverse socioeconomic status and living conditions, rather than ethnicity per se.
Conversely, the moderate prevalence of suicide attempts and suicide mortality found among
Sami in Norway may to some extent be explained by cultural continuity and socioeconomic

circumstances, and subsequently lower prevalence of general risk factors.

8.3.2 Why are young indigenous males especially vulnerable to suicidal behavior?

Suicidal behavior among indigenous is mainly a problem among young people, and especially
among young males. Several hypotheses have been proposed to explain the alarming suicide
rates among young indigenous males following the colonization and modernization process,
such as disruption in gender role and upbringing (Wexler, 2006; Kirmayer et al., 2000).

According to Kirmayer and colleagues, high prevalence of suicide among indigenous males,
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fit with the perception that there has been greater disruption of traditional roles for indigenous
males, resulting in profound problems of identity and self-esteem, and increased vulnerability
for self-destructive behavior (1998, 2000). Similar to other indigenous groups Sami culture
had previously a traditional gender role pattern. Generally speaking indigenous males had
responsibility for hunting and fishing subsistence activities, whereas females did primarily
childcare and household. Although the transition from a traditional way of living to modern
Westernized way of life has influenced both genders, the changes have affected the male
gender role more radically (Wexler, 2006). In several indigenous societies there have been
radical changes in the traditional core management such as fishing, hunting and reindeer
herding. A quotation of an elder Inupiat in Northwest Alaska may illustrate this dilemma
“What is left for those (young males) to feel like a man? They were traditionally the
caretakers of the family, now things are really changing. They no longer feel they are caring
for their families. Subsistence is really important for men to feel like they are contributing. It
gives them a place” (Wexler, 2006: 2943). In contrast, indigenous females have had more
continuity in their gender role, with respect to giving birth to children, responsibility for child-
rearing and household. These changes in gender roles or lack of social roles may make males
more vulnerable to frustration and meaninglessness, and subsequently increased risk for
substance abuse, depression, hopelessness and cultural alienation. All well-documented risk
factors for suicidal behavior.

Several studies have documented the significant influence of parent-child relationships
and suicidal behavior (see Beautrais, 2000). Traditional Sami child-raring values are in many
respects similar to that found among other indigenous that encourages independence,
autonomy, hardiness and closness/love (Javo et al., 2003). An interesting matter in this regard
is hardiness, the ability to be psychologically strong and be able to endure stress and
frustrations in order to survive in a tough outside world. “Narrideapmi” (teasing) is a child-
rearing technique used to reinforce independence training and make the child hardy by
teaching it self-control (Javo et al., 2003). Through “narrideapmi” the child develop its verbal
ability which helps them to control their anger, temper outbursts, vulnerability, aggression and
shame (Balto, 1997). Simplified this technique is implicit fostering the expectation and
cultural norm that you should control your emotions, not let anybody knock you off your
perch and to cope with difficulties. This upbringing technique is also an effective method to
maintain traditional gender roles (Balto, 1997). In general, the cultural norm is expecting that
Sami males don’t express emotions or behave “feminine”, and that females should not be

naughty. Furthermore, in traditional Sami child-rearing independence implicates the ability to
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think for oneself and to manage on one’s own, with minimal need for help from others (Javo
et al., 2003). The characteristics of male gender role described among Sami are consistent
with tendencies found among other indigenous groups. For example, among Inuit in Nunavik,
Canada, a cultural pattern of emotional restraint and reluctance to disclose distress were found
among males, and in addition the tendencies for males to express distress through conduct
problems and substance use (Kirmayer et al., 1998).

Although the living conditions have changed radically, the ideal to be “garra almmai”
(a tough/hard man), who survive in a wild and harsh environment/climate, is still present in
Sami culture (Balto, 1997). There is no doubt that independence is a required or adaptive
ability in a harsh and tough climate. However, in a culture undergoing radical changes a
traditional male gender role may constitute a static and less “functional” role today (similar to
the majority male gender role). An interesting question in this regard is under which
circumstances is it accepted for males to seek help or express their vulnerability without being
characterized as feminine or “weak”. Borowsky and colleges have proposed that American
Indian and Alaska Native cultures emphasis on male strength and control may provide strong
disincentives for male youths to disclose problems and obtain needed help (1999). A cultural
norm telling young indigenous males to manage on their own without help from others, may
give the impression that suicidal behavior, substance abuse and drop-out of school are
personal tragedies or problems, that the individual should be able to cope with. Rather these
social pathologies should have been considered as public health problems and not isolated
private matters. Wexler has called attention to the importance of an collective consciousness
among indigenous regarding “an understanding of how colonization began and continues
today puts the villages’ problems into a historical context and provides youth with concepts to
better understand and respond to their experiences” (2006: 2946). Social support is expected
to have a direct impact on adolescent development and well-being, and, in addition, family
and peer relationships may also constitute important buffers against the impact of stressful life
events (Aro, Hanninen & Paronen, 1989; Ystgaard, Tambs & Dalgard, 1999). However, if the
cultural norm is telling young indigenous males not to communicate their problems, which
negative implications will this have for their help-seeking behavior and subsequently degree
of social support received?

In conclusion, high suicide rates among indigenous males can both be interpreted as a
communication of a collective despair of hopelessness and/or powerlessness, and as an
individual way of coping with overwhelming social pathologies. The high rates of suicide

found among young Sami males is consistent with pattern found among other indigenous
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people. This may be explained by the fact that indigenous male gender role have been more
vulnerable in the process of rapid social changes and modernization compared to their female
counterparts. However, irrespective of gender, suicidal behavior among young indigenous

should be a public health concern and not merely considered as a private problem.

8.3.3 Suicide cluster in Sami core area

During summer 1987 five young males died by suicide in a small community (2666
inhabitants) in the Sami core area (Dagbladet, 1987). They all lived in the same village and
some of them were even close friends. The same year, all together eight males in the study
cohort from Sami core area committed suicide, and they accounted for about 27 % of all
suicides among males in Sami core area during the study period 1970 — 1998 (Paper I). The
suicides were a great trauma and loss for the bereaved and the whole community. The tragedy
was given much attention at the local level, and subsequently health services and prevention
strategies were established. Unfortunately, the cluster of suicide was exposed in local and
national media. As a result the village became a well-known place all over Norway, and a
common opinion about this being a “suicide-village” and a stereotypic myth about the
“guicidal Sami” was established.

The suicide cluster referred to in Paper I has not been analyzed statistically to
distinguish significant elevations from random fluctuations within a larger study period.
However, there should be no doubt that those five suicides during summer 1987, or eight
suicides throughout the whole year, occurring in a small population of 2666 inhabitants,
constituted a suicide cluster. Another condition confirming the hypothesis of a suicide cluster
is the diverse suicide rates in Sami core area. Although there are some diversity in historical
and cultural context within Sami core area, we could expect to find comparable suicide rates
between the different villages. While one village had extremely high suicide rates at the end
of 1980’s, and totally over 30 suicides during the last three decades (Eikeland, 2003), there
are almost no registered suicides in a neighbour village during the same time period.
Furthermore, recently another village (3000 inhabitants) experienced three suicides during
eight weeks during summer 2005. This pattern is consistent with findings from indigenous in
Australia, “there appearing to be overlapping “waves” of suicides, suggesting a condition of
community risk that varies by location and time” (Hunter & Harvey, 2002: 19). In the
following discussion some general factors that may have influenced the clustering that took

place will be explored.
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First, clustering of suicides is more common among adolescents and young adults
(Gould et al., 1990a). In a study based on analysis of US national data for 1979-1984 by
Gould and colleges, found that clusters of suicide were rather rare and that it occured
primarily among teenagers and young adults (15-19 and 20-24 year olds) (1990a). The
relative risk of suicide for those exposed to an index suicide has been shown to be 2-4 times
higher in 15-19-years-old that in older age groups (Gould, Wallenstein & Davidson, 1989).
As mentioned in the introduction section, clustering of suicides is one of the common
characteristics concerning suicide among indigenous people. Since clustering is more
common among adolescents and young adults, it has been proposed to occur to a greater
extent among indigenous people due to their generally higher proportion of young people (15
to 24 years) compared to majority populations (Wissow et al., 2001; Clarke et al., 1997). In
the US this age group comprises 18 % among the indigenous and 14 % among the non-
Indigenous, for Australia 21 % of indigenous and 15 % among non-indigenous (Stevenson et
al, 1998). A similar distribution is found among Sami in Norway (Nystad, 2003; Aubert,
1978). For example, in 1974 61 % of the population in Kautokeino was under 30 years
compared to the average national level of approximately 47 %. In 1999 it had decreased to 48
% vs. 39 %, in Kautokeino and average national level, respectively (Nystad, 2003).

Contagion is a factor that has been proposed to explain the appearance of suicide
clusters among adolescents and young adults (Johansson, Lindqvist & Eriksson, 2006).
Initially, the term contagion is somewhat misleading. Suicide is not a contagion disease in a
medical manner, but a suicide can have fatal influence on other vulnerable persons in risk of
suicidal bebaviour (Gould, Jamieson & Romer, 2003). Although time-space clustering found
among young people is consistent with a mechanism of contagion, it does not necessarily
identify it as the underlying mechanism (Gould et al, 1990a). Gould and colleagues are
underlining that in some cases “it is not possible to ascertain whether clusters were
precipitated by an initial suicide, acting as a model, or whether the presumed model merely
happened to be the first person who committed suicide in response to conditions that then led
others to suicide” (1990a, p. 76). According to Gould and colleagues, if contagion is an
underlying mechanism it would assume either direct or indirect awareness of the prior suicide.
They propose that various suicide contagion pathways may exist, such as direct contact or
friendship with a victim, word-of-mouth knowledge, and indirect transmission through media
(1990a; 2003). According to the cluster of suicide in Sami core area, several of these

conditions were present. Those who died in suicide during summer 1987 were close friends,
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part of a respected group/gang and the cluster was also exposed to local and national media
(Eikeland, 2003).

Imitation and model learning are also relevant factors in suicide clusters. A factor
common among indigenous that may be significant in this respect is the tight social relation
between group members. Traditionally the band/tribe/clan and family have been the basis of
the social structure among indigenous people. Besides, indigenous communities are often
small and organized in physical proximity. If one person in the village dies by suicide the
possibility that every body will be affected in one or another way is significant. Subsequently,
any suicide might serve as a model for solving problems. Furthermore, high rates of risk
behavior, such as suicide, in indigenous societies may function as a form of “cultural
scripting” (Hunter & Harvey, 2002). In a study by Borowsky and colleagues the high number
of suicidal American Indian and Alaska Native youth who indicated that they had a friend
who had attempted suicide, illustrates the significance of being exposed for suicide (1999). In
this study actually the most powerful risk factor for a past suicide attempt among male and
female youth was having a friend who attempted or completed suicide (Borowsky et al,,
1999). Consistent with this finding, a significant predictor of moving from thought to action
across gender was knowing a friend (but not a family member) who had attempted suicide
(Bearman & Moody, 2004). Hence, contagion, imitation and model learning seem all to be
significant underlying mechanisms explaining the occurrence of suicide clusters.

It is important to underscore that subsequent suicide in a cluster are characterised by a
priori history of difficulties and/or mental disorder (Gould et al., 1990a). This implies that
only vulnerable persons are actually committing suicide in a cluster. Exposure to the suicide
of a friend or acquaintance has been associated with a markedly increased incidence of new-
onset major depression (Brent et al, 1993a). Depression may occur as a complication of
bereavement and is more likely to develop in youths who had a close relationship with the
victim, spoke to the victim on the day of suicide, viewed the scene of death, or have personal
or family history of depression (Brent et al., 1993b).

In conclusion, clustering of suicidal behavior, together with regional influence, was
the specific factor that may have contributed to increased rates of suicide among an American
Indian tribe residing in a reservation in the southwest (Wissow et al., 2001). This may also be
a probable reason for the increased suicide mortality found among Sami males in Sami core
area (Paper I). It is important to take clustering of suicides with respect to time, group and
locality into consideration, if not, aggregation of suicide statistics among indigenous people

may lead to misleading interpretations (Hunter & Harvey, 2002). Although suicide cluster is
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proposed as one important factor explaining the high suicide rates in Sami core area, other

factors may as well have significance.

8.4 Prevention implications
Suicidal behavior is an important public-health problem. Because of its complex etiology
suicidal behavior demands a multi-faceted prevention approach. Unfortunately, there is
generally limited evidence based knowledge in suicide prevention (Hawton & Heeringen,
2002). It is difficult to evaluate prevention strategies when the out-come variable is a rare
phenomenon such as suicidal behavior. Although the findings from this investigation revealed
that the situation among Sami in Norway is different from several other indigenous with
respect to their moderate prevalence of suicidal behavior, Sami societies also need strategies
to prevent suicidal behavior in a systematically way. This thesis have revealed that suicidal
behavior among Sami differ from the majority population in some respect. Suicide among
Sami is primarily a rural phenomenon with an increased risk of cluster suicide. The suicide
risk is most pronounced among adolescents and young adults. Lethal methods are often used
across gender. And finally, disruption in traditional male gender role together with
expectations of autonomy may make Sami males more vulnerable to suicide. These findings
implicate that it is necessary to implement culturally appropriate interventions tailored to
specific local settings at all three levels of prevention (primary, secondary and tertiary). To
full fill an effective prevention of suicidal behavior among Sami a special strategy for suicide
prevention is recommended. Some indigenous people have by now developed their own
prevention strategies. In 2004 PAARISA (Greenland Home Rule) published a proposal for a
national strategy for suicide prevention in Greenland
(www.peqqik.gl/Sundhed/Selvmordsforebyggelse.aspx accessed 23.03.06). This proposal is
presenting different specific recommendations to ensure the desired reduction in the number
of suicides in Greenland. Although Norway published their first national suicide prevention
plan in 1995, this plan does not have any special focus on the Sami. It is my opinion that it is
necessary to develop a culture sensitive and specific suicide prevention plan be able to
organize and conduct appropriate strategies in Sami societies. Sami National Center for
Mental Health (SANKS) could be the proper institution to invent such a prevention strategy
for the Sami in Norway. In the following some suggestions are proposed aimed at reducing
suicidal behavior among Sami.

This investigation has confirmed previous studies regarding the significant association

between suicide attempts and suicidal ideation (Paper II and IIT). An important aspect in
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suicide prevention is to improve the awareness of warning signs of suicidality and to develop
appropriate ways of responding to people in risk of suicide. Unfortunately, an important
general barrier to treatment of suicidality in e.g. adolescence may be failure of parents and
teachers, the traditional gatekeepers to child and adolescent mental health care, to recognize
adolescent suicidality (Thompson et al, 2006). One of the suicide prevention strategies
SANKS already have started to implement in Sami communities is the distribution of the
course “Applied suicide intervention skills training” (ASIST, Living Works Education,
www. livingworks.net) a national education program (http://www.unn.no/vivat). The aims of
ASIST workshop are to aid gatekeepers to become more comfortable, confident and
competent in their contact with suicidal people to prevent the immediate risk of suicide. A
suicide prevention plan for the Sami population should have as goal to distribute ASIST in all
Sami areas in Norway.

Suicidal behavior is affecting all Sami societies in one or another way and Sami core
area have experienced especially high suicide rates (Paper I). It is well documented that a
family history of suicidal behavior increased the risk of suicide and suicide attempts in young
people (see Beautrais, 2000). On the other hand bereaved by suicide has an increased risk of
post-traumatic reactions and complicated mourning (Dyregrov, Nordanger & Dyregrov,
2003). For this reason support and treatment of bereaved should have a special focus in the
suicide prevention plan among Sami.

Suicide cluster is a common characteristic among indigenous in Arctic area.
Unfortunately, each new suicide in Sami societies could possibly elicit a subsequent suicide.
Since the occurrence of a suicide within a community appears to increase the risk of a
subsequent suicide, the community should be defined as a high risk population (Gould et al.,
1990a). According to Gould and colleagues it is necessary to think worst case, and prevention
should therefore always have in mind that one suicide may influence other vulnerable
inhabitants (1990a). The prevention of suicide clusters and intervention during a cluster have
to be an important aspects of suicide prevention plans in Sami communities. For example,
development of a high risk profile over vulnerable persons in the community is one possible
strategy (Bechtold, 1988). Actually, predicting a subsequent cluster suicide within a
community may be easier than predicting the initial single suicide (Gould et al., 1990a).

There is generally a widespread ownership of firearms in Norway, and especially in
the rural areas, where most of the inhabitants in Northern Norway actually are situated. In the
National Suicide Prevention Plan for Norway, legislation of firearms and appropriate home

storage has been one target prevention strategy. However, no such interventions have been
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adjusted for implementation into Sami societies, €.g. information on the safe use and storage
of firearms in Sami language. A recent study exploring whether the declines in household
firearm prevalence in the United Sates were associated with changes in rates of suicide,
concluded that reducing availability to firearms in the home may save lives, especially among
youth (Miller et al., 2006).

Help-seeking behavior among adolescents and young adults is another important
suicide prevention target. Studies have shown that the majority of suicidal adolescents never
contact mental health services (e.g. Groholt et al., 1997), and that adolescents appear to rely
upon informal help-seeking, such as support from family and friends, rather than professional
services (Rickwood & Braithwaite, 1994; Grgholt et al.,, 1997). There are many relevant
aspects of help-seeking among adolescents and young adults in general which could be target
in prevention of suicidal behavior, such as information about local help services and
campaigns to change attitudes towards mental help services and mental health. There has been
implemented several school programs in Norway intended to change attitudes and inform
about mental health problems, and inform about local help services (e.g. Mental health in
school/Psykisk helse 1 skolen, www.phis.no). However, only one of these programs, “Zippy’s
friends” an international program that teaches coping skills to six and seven year old children,
is evidence based. None of these programs are translated into Sami language. However,
SANKS should adjust and implement at least one of these programs in Sami societies.

Inconsistent with findings among other indigenous, there is generally similar smoking
rates and use of illicit drugs, and lower (T1) and similar (T2) use of cannabis and lower
drinking rates among young Sami when compared to majority peers (Spein et al., 2002; 2004;
2006; Kvernmo et al., 2003). However, the findings from Papers II and III indicating that
substance use was significantly associated with suicide attempters both cross-sectional and
longitudinal must be taken seriously. According to Wichstram (2007) one of the factors
explaining the increase in prevalence of depression and suicide attempts found among
adolescents in Norway between 1992 and 2002 is the increase in alcohol consumption.
Subsequently, general prevention strategies to reduce substance use among adolescents are

necessary, and in addition specific culture sensitive strategies are required in Sami areas.

8.5 Clinical implication
The general impression from Paper II and III is that suicide attempters have higher mean
scores on both internalizing and externalizing problems, and additionally higher mean scores

on substance use. This is consistent with the opinon that the strongest risk factors for youth
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suicide are mental disorders (in particular, affective disorders, substance use disorders and
antisocial behaviors) (Beautrais, 2000). This implicate that priorities for intervention to reduce
youth suicidal behaviour should focus on improved assessment and treatment of young people
with mental disorders.

Today mental health services delivery to adolescents and young adults requires some
rethinking of traditional models into a more “user-friendly” approach (Hazell, 2002).
Subsequently, mental health services have a special responsibility to make their services more
accessible and attractive to young people, both females and males. In addition, mental health
services in Sami areas must adjust their clinical practice to the context they are embedded in,
Sami culture. Clinicians should either have indigenous heredity or native Sami language
competence themselves, and/or formal education in Sami culture competence. Furthermore, it
is important that adolescents and young adults have easy access to the treatment facilities and
that they are able to admit themselves for treatment. Treatment should also be delivered in
their local communities and in their own arenas such as in school. Since adolescents and
young adults often make use of treatment only when they have problems, the clinicians must
give a flexible service depending on adolescents’ varying motivation. This is a very important
aspect in clinical work with adolescents in general and specially with suicidal adolescents due
to their fluctuating suicidal impulses. Increased use of modern communication services, such
as short message services (SMS) to arrange appointments and as part of clinical intervention,
and internet based therapeutic interventions, could also be part of a “user-friendly” service

approach.

8.6 Research implications
Initially, this is the first investigation to study suicidal behavior among Sami in a
systematically way, and the findings must be considered as preliminary. Future research is
necessary to confirm the reliability of these findings. As suicidal behavior is a
multidimensional phenomenon a combination of epidemiological, clinical and qualitative
research methods is recommended. However, the findings in this thesis may suggest several
perspectives for future research.

The prevalence of suicidality among Sami has in this thesis been compared to the non-
Sami (majority) population. A comparative perspective is in many respects a necessary
approach in a brand new field of suicidology among Sami. However, in the future it will also
be important to examine within-group differences among Sami. The Sami people in Norway

consist of diverse subpopulations with several common characteristics but also great variation
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with regard to their unique historical experiences of assimilation and revitalization, local
culture and living conditions. It is important to understand suicidal behavior in specific social
and cultural contexts in order to better understand culturally specific suicide pathways or
trajectories (Cutcliffe, 2005). Furthermore, within group variation in factors, such as
acculturative stress and lack of ethnic support, as well as socio-economic factors, such as
economic disadvantages and unemployment, are interesting topics for future research. More
research into these matters would increase our understanding of the mechanisms underlying
suicidal behavior and the variation in rates within the Sami population in Norway.

Furthermore, the high suicide rates found across gender among Sami youth (Paper I)
and high prevalence of suicide attempts among Sami females (Paper II) warrant further
studies to identify both risk and protective factors and culturally appropriate interventions that
can successfully nurture resilience in high risk groups. Gender differences in risk and
protective factors associated with suicidal behavior and the influence of gender role are also
topics which should be explored in future research.

As several Sami areas have many bereaved after suicide a specific research project
should focus on this risk group. Although the study by Dyregrov and colleagues (2003) was a
nationwide cohort study, it is unknown whether there were any Sami participating. At present
there is no documentation of the situation among Sami bereaved. To implement appropriate
provisions and organization of intervention strategies in local communities inhabited by Sami,
future research on consequences and needs among bereaved Sami is necessary.

Help-seeking and problem-solving behavior among Sami adolescents and young
adults are interesting topics for future research. It could be interesting to explore how an
autonomous child-rearing practice influence on help-seeking behavior and what kind of
problem-solving strategies are preferred by Sami adolescents. Furthermore, knowledge about
pathways to services for young people, and the barriers they encounter when trying to reach
them, is essential for prevention strategies conducted to increase help-seeking behavior.
Gender differences are a highly relevant perspective in this regard. Another research field of
interest is adjustment of mental health services for young Sami males. It is necessary to
explore what kind of mental help services this target group actually need and would like be
served by.

Research on indigenous people has mainly been focusing on negative behavior and
risk factors. Unfortunately, the results in thesis are in line with this trend. Future research
should focus on resilience and/or identify protective factors that prevent young people from

attempting suicide, which also is an important aspect in the prevention of suicidal behaivior.
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Furthermore, factors associated with suicide risk are well known but have very high false
positive rate (Hawton, 1987), and future research should increase the understanding of the key
psychological processes involved in suicidal behavior. These mediating factors are likely to
be of great value in informing interventions and helping to target at risk assessments
(MacLeod et al., 2005).

9. SUMMARY OF FINDINGS AND CONCLUSIONS

This thesis has examined suicidal behavior among indigenous Sami residing in rural areas in
Arctic Norway, especially among adolescents and young adults. The finding in Paper I, of a
moderate significant increased risk of suicide among Sami, is consistent with the general
findings among indigenous. However, the suicide rates found among Sami is moderate and
may be explained by better living conditions and subsequently lower prevalence of general
risk factors. Furthermore, several common features concerning indigenous suicide have been
identified among the Sami, such as within group variation, age distribution, gender
differences, cluster of suicides and frequent use of violent methods. On the other hand, from
Paper II it can be concluded that there are no ethnic differences in prevalence of self-reported
suicide attempts between Sami and non-Sami adolescents in Northern Norway in the mid
1990’s. This finding is inconsistent with research from several indigenous peoples. Ethnic
specific risk factors associated with suicide attempts among Sami adolescents were found, and
these can be characterized as diverging from the traditional cultural norms. The main findings
in Paper 11 indicated diverse patterns of associated risk factors and prognoses for the different
types of suicide attempters, especially with respect to level of emotional/behavioral problems
and substance use. Repeating attempters generally reported higher scores on
emotional/behavioral problems and lower use of substances such as alcohol and cannabis
compared to other attempters.

Suicidal behavior is a complex phenomenon hence making it difficult to entirely
explore its causes, intent and meaning. This investigation is of epidemiological character,
primarily focusing on prevalence of suicidal behavior and associated risk factors, which
mean, that the results only reveal a slight part of the suicidal phenomenon among Sami in
Arctic Norway. The fact that Sami is a minority and an indigenous group makes the picture
even more complex. The findings in the presented thesis should be viewed as exploratory
until confirmed in other samples. Central topics in future research could be to explore for the
significance of socio economic conditions, social integration, cultural change, acculturation

and ethnic identity. In addition, future research should utilize a risk and resilience framework
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in which the potential protective role of culturally-related processes would be of especially
importance.

Indigenous suicides share several common characteristics, however, prevention of
indigenous suicide necessarily demands an understanding of the specific historical and
cultural context in which the suicides are situated. Even though research may generate many
possible useful implications for prevention and clinical practice, the most important after all is
to “facilitate a communal response by eliciting a shared conviction that something can, in fact,

be done” (Wexler, 2006: 2941).
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10. CORRECTIONS

Some mistakes have unfortunately been printed in the papers.

First, the description of sample characteristics in Paper II (page 3) is incorrect. The correct
number of excluded participants who were younger than 16 years or older than 18 years
should have been n=621.

Secondly, the description of sample characteristics in Paper II (page 3) is also incomplete.
Part-time students or students not reporting their grad level (n= 47) were also excluded from

the analyzed sample.

Thirdly, the description of Ethnicity in Paper II (page 4) is incorrect. Adolescents’ self-

reported ethnicity was not used as a criteria for Sami ethnicity.

Fourthly, after publishing we got aware that the EAT-12 scale used in Paper II was based on

the 3-Likert's score and not the more commonly used 4-Likert's score.
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12. FIGURES AND TABLES
Figure 1. Conceptual model of domains of risk factors for suicide and suicide attempts

(Beautrais, 2000).
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Figure 2. The suicidal process (Mehlum, 2007)"
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* Presented at the 5™ National conference for suicide prevention in Lillehammer. The model
has been translated into English.
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Figure 3. Flow chart for T1 (1994-95) and T2 (1997-98) samples
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or students not reporting their grad
level (n=47) were excluded in
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! Participants from T1 who were older than 22 years at T2 were not invited at follow-up (n=344).
In addition, one school lost its participant list prior the follow-up survey, thus excluding 126 participants

at T2,

2 The response rates were 85% and 57% at T1 and T2, respectively.

65




Table 1. The census tracts included in the 1970 census by ethnic context.

Sami core area:
2011 Kautokeino

2021 Karasjok
2025 Tana
2027 Nesseby

Coastal area:

2001
2003
1911

Hammerfest
Vadse
Kvafjord

2012 Alta

2014
2015
2016
2017
2018
2019
2020
2022
2023
2024
2030
1939
1902
1925
1926
1927
1929
1933
1936
1938
1940
1941
1942
1943

Loppa
Hasvik
Sergysund
Kvalsund
Maésay
Nordkapp
Porsanger
Lebesby
Gamvik
Berlevég
Ser-Varanger
Storfjord
Tromsg
Serreisa
Dyroy
Tranoy
Berg
Balsfjord
Karlsgy
Lyngen
Kafjord
Skjervay
Nordreisa
Kvanangen

1913
1919
1921
1931
1841
1845
1849
1850
1853
1854
1855
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Southern area:

Skanland
Gratangen
Salangen
Lenvik
Fauske
Serfold
Hamargy
Tysfjord
Evenes
Ballangen
Ankenes



Tables 2a-d. Distribution of answers to the questions regarding Sami language competence
and ethnic self-identification by county (Aubert, 1978).

Table 2a. Persons in preselected census tracts in Nordland, Troms and Finnmark, by answer to
the question if Sami was the first language spoken by the person him/herself

County Total population | Sami first language | Sami not first language Not reported
in the tracts'

Nordland 14 760 507 6391 7 862

Troms 31 160 1 446 24 359 5355

Finnmark 67 954 8 582 55 749 3623

NN, total 113 874 10 535 86 499 16 840

Table 2b. Persons in preselected census tracts in Nordland, Troms and Finnmark, by answer
to the question if Sami was the first language spoken by at least one of the parents.

County Total population | Sami first | Sami not first | Do not know Not reported
in the tracts' language language

Nordland 14 760 777 6022 97 7 864

Troms 31 160 3473 21 541 797 5349

Finnmark 67 954 12 558 50 365 1433 3598

NN, total 113 874 16 808 77928 2327 16 811

Table 2c. Persons in preselected census tracts in Nordland, Troms and Finnmark, by answer to
the question if Sami was the first language spoken by at least one of the grandparents.

County Total population | Sami first | Sami not first | Do not know Not reported
in the tracts' language language

Nordland 14 760 860 5834 198 7 868

Troms 31160 4807 18 429 2575 5349

Finnmark 67 954 13 968 45 877 4 496 3613

NN, total 113 874 19 635 70 140 7269 16 830

Table 2d. Persons in preselected census tracts in Nordland, Troms and Finnmark, by answer
to the question if the person considers him/herself to be Sami.

County Total pop. in | Considers him/her- | Considers him/her- | Uncertain | Does not wish { Not reported
the tracts self to be Sami self not to be Sami to answer

Nordland 14 760 668 6015 111 159 7 807

Troms 31 160 994 23 817 746 333 5320

Finnmark 67 954 7563 53 842 1775 1321 3453

NN?, total 113 874 9175 83 674 2632 1813 16 580

'Population in the preselcted tracts from which one has received at least one additional questionnaire with
answer to at least one of the four questions.

2 Northern Norway
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Abstract. Suicide mortality was examined between
1970 and 1998 in a cohort of 19,801 persons catego-
rized as indigenous Sami in Arctic Norway. Stan-
dardized mortality ratios (SMR) were calculated
using the suicide rates of the rural population of
Arctic Norway as reference. There was a significant
moderate increased risk for suicide among indigenous
Sami (SMR = 1.27, 95% Confidence interval (CI):
1.02-1.56). In the study period, 89 suicides occurred
in the cohort (70 men and 19 women) with increascd
suicide mortality both for indigenous Sami males
(SMR = 1.27; 95% CI: 0.99-1.61) and females

(SMR = 1.27; 95% CI: 0.77-1.99). Significant in-
creased suicide mortality was found for young Sami
aged 15-24 for both males (SMR = 1.82; 95% CI:
1.13-2.78) and females (SMR = 3.17; 95% CI: 1.17-
6.91). Significant incrcased suicide mortality was
found for indigenous Sami males residing in Sami
core arca (SMR = 1.54; 95% CI: 1.04-2.20) and for
indigenous Sami males not belonging to semi-noma-
dic reindeer herding (SMR = 1.30; 95% CI: 1.00-
1.65). Clusters of suicides in Sami corc arca may ex-
plain the increased suicide mortality found in sub-
groups among indigenous Sami.

Key words: Causc of dcath, Cluster, Indigenous Sami, Suicide

Abbreviations C1 = Confidence interval; SMR = Standardized mortality ratio

Introduction

Suicide has become a scrious problem among several
indigenous people in the Arctic (for example, the
Inuits in Greenland [1]) and the Arctic parts of
Canada [2], as well as among Alaskan natives in the
US [3]. In Greenland, the suicide ratcs were as high as
100 per 100,000 in 1990-95, and the ratcs among
young males aged 15-24 were even higher [4]. Suicidal
bchavior among indigenous pecople is most com-
monly cxplaincd by the importance of cultural factors
[5] such as the undermining and breakdown of tra-
ditional cultural structurcs and acculturation as a
conscquence of colonization and modernization. For
many indigenous people, a forced acculturation
process has caused acculturative stress and psycho-
pathology such as depression, suicide and alcohol
abuse [6]. In contrast, suicide ratcs have been found
to be negatively associated with integration of tradi-
tional culture in several Native American tribes [7]
and degree of self-government among Native Cana-
dian bands [8].

The Sami people is an indigenous group residing
in the arctic part of Scandinavia. In Norway, the
indigenous Sami (hereafter called Sami) are an cth-
nic minority mainly residing in northern Norway
which, likc other arctic areas, is sparsely populated.

The Sami population is estimated to bc about
100,000 individuals living in northern Fenno Scan-
dinavia, including the Russian Kola Peninsula. The
majority (70%) of Sami live in Norway, where they
arc formally considered an indigenous people with
their own culture and native language. During the
last three decades, a process of integration and in-
creased cthnic revival has gradually replaced a his-
tory of forced assimilation and colonization. The
outcome of the acculturation and the ethnic revi-
talization processes has varied in different regions
inhabited by Sami, such as the highland of the
northernmost county Finnmark which is considered
as the Sami corc area, and the coast. The assimila-
tion process had the greatest impact on the coastal
communitics where the Sami bccame a minority,
and many Sami lost their Sami identity and their
language [9]. In this arca, prcjudicc and cthnic
conflicts about for instancc land rights and tcaching
in the Sami language are still present, as well as little
structural and practical support for the Sami cul-
ture. In the highland communities, however, the
majority of the population is Sami and Sami
speaking, several Sami institutions arc resided here
such as the Sami parliament, Sami rescarch centres
and broad casting, and education in the indigenous
language is possible from compulsory school to
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college level. There is a well-organized indigenous
oricnted hecalth and social service of high profes-
sional level run by Sami medical doctors, social
workers, nurses, ctc. The strengthening of the Sami
culturc in this arca has taken place particularly
during the last three decades.

In general, the socio-cconomic status in most Sami
arcas is at the lowest national level with regard to
income, cducational level and employment. Gener-
ally, therc arc more use of social well-farc and dis-
ability bencfits, morc single-parent familics, and a
higher rate of pcople belonging to the primary
industries like fishing and reindecer herding than
clscwhere. However, the status within the Sami
communitics varies considerably with municipalitics
in the Sami corc arca showing thc most advantaged
situation. In this arca the proportion of college and
university graduated females aged 25-40 years is on
the highest national level.

The Sami arcas are characterized by a younger
population with approximately 60% of the popu-
lation being younger than 39 years of age [10].
According to the relatively few studies on the
health situation in the Sami population, there is no
evidence of a more disadvantaged health status.
Compared to the majority population studics have
shown less alcohol use among Sami adults and
adolescents [11, 12], similar ratcs of mental health
problems, smoking and scxual risk taking behavior
for adolescents [12, 13], equal or lower rates for
infectious and cardiovascular discases [14-17]. This
picturc differs with that for scveral other indigenous
groups worldwide.

Semi-nomadic reindeer herding is onc of the tra-
ditional Sami core occupations. Although reindeer
herding has undergonc radical changes during the last
decades duc, in part, to increased motorization and
socio-cconomic pressure, reindeer herding is still an
important way of living and a significant symbol of
Sami culture.

In the 1980s, the suicide rate among young males
was particularly high in some areas in Arctic Norway
where the majority of the population was Sami. The
suicides were assumed to reflect mental health prob-
lems in Sami areas arising from identity problems and
cultural change [18]). However, studies among Sami
adolescents on mental health and suicidal behavior
showed only weak or no associations to cthnocultural
factors [Kvernmo and Roscnvinge, submitted; 19].
There are few cpidemiological studics of the Sami
people in Norway, and the suicide mortality among
Sami in Arctic Norway has never before been ex-
plored in a systematic way.

The purpose of this study was to examine the sui-
cide mortality among Sami in Arctic Norway during
the last three decades, 1970-1998. Another purpose
was to investigate the suicide mortality between
subgroups according to age, gender, cultural context,
and traditional Sami corc management.

Materials and method
Study cohort

In connection with the national census in 1970, a
survey of Sami ancestry was performed in presclected
census tracts in the three northernmost countics of
Norway: Nordland, Troms and Finnmark. The study
was carricd out by Statistics Norway in cooperation
with Sami organizations [9]. Establishcd knowledge
and pilot studics on Sami inhabitation were used to
identify the arcas. The sclected census tracts covered
6.1% of the population in Nordland, 22.9% in Troms
and 89.7% in Finnmark.

Our cohort included 19,801 persons with Sami
ethnic ancestry, 10,573 men and 9228 women. The
cohort included 890 people from Nordland, 4847
from Troms and 14,064 people from Finnmark.
Information about datc of birth, sex, residence and
occupation was supplied by the regular census. Peo-
ple living in the same houschold were identified.
Parents were allowed to answer on behalf of their
children.

Procedure

Since there is no registration of cthnicity in the na-
tional population register in Norway, we used the
national census from 1970 to definc the Sami cohort.
Information on vital status and causc of dcath of the
subjects identified as Sami in the census where ob-
tained through record linkage with the Norwegian
Causcs of Dcath Register and were compared to the
expected number of deaths in a control population
residing in rural Arctic Norway. The follow up of
suicide incidence took place from the beginning of
November, 1970 (date of census) until the end
of 1998. The follow-up included 471,028 person
years, 245,408 for men and 225,620 for women.
Altogether, 5955 deaths and 172 emigrations were
observed in the cohort. The study obtained consent
from the Regional Mecdical Ethical Committec and
The Norwegian Data Inspectorate.

Measures

Ethnicity
In selected areas, the census forms were supplemented
with four questions about Sami ancestry: (1) Was
Sami (Lappish) thc first language spoken by the
person? (Yces/no). (2) Was Sami (Lappish) the first
language spoken by one of the person’s parcnts?
(Yes/no/don’t know). (3) Was Sami (Lappish) the
first language spoken by one of the person’s grand-
parents? (Yes/no/don’t know?). (4) Docs the person
consider himself or herself a Sami (Lapp)? (Yes/no/
uncertain/don’t want to answer).

Sami cthnic ancestry was catcgorized on the basis
of these four inclusion questions. If the person



answered positively on one of the four questions he/
she was categorized as Sami. The first three questions
were considered to be of an objective character and
the last question to be more subjective.

Ethnic context

The Sami population was divided into three groups
regarding cthnic context. Ethnic contexts were clas-
sified according to the density of Sami within the
municipality of residence [9] and grouped into three
categories: (1) Southern area, low density (< 25%), (2)
Coastal arca, medium density (25-60%) and (3) Sami
core area, high density (> 60%) of Sami.

Reindeer herding

If at least onc person in the houschold participated in
semi-nomadic reindeer herding, all the persons in the
houschold were categorized as belonging to reindeer
herding houschold.

Suicide registration

Causce of dcath of the subjects identified as Sami in
the census where obtained through rccord linkage
with the Norwegian Causes of Dcath Register. Cases
of suicide were identified by the International Clas-
sification of Discases (ICD-10) code (X60-X84,

709

Y87.0). Recoding from ICD-8 and ICD-9 was done
accordingly.

Statistics

The mortality of suicide in the cohort was compared
with that of the rural population within the same
three countics in Arctic Norway, weighted according
to the number of Sami in cach. Gender, 5-year cal-
endar periods and 5-ycar age groups were uscd for
computing rcference rates. Expected values were
computed by multiplying the person years in the co-
hort by the reference rates. Standardized Mortality
Ratios (SMRs) were computed by taking the ratio of
obscrved to expected cascs of suicide. For thesc csti-
mates, the 95% confidence intervals (95% CI) were
computed, based on the assumption that observed
suicides/cases follow the Poisson distribution.

Results

In the study period 1970-1998, a total of 89 suicides
occurred in the Sami cohort. There was a moder-
ate significant incrcased risk for suicide among
Sami (SMR = 1.27, 95% CI = 1.02-1.56), showing

Table 1. Distribution of suicide mortality for 19,801 people of Sami ancestry, 1970-1998

Variables Men Women

[¢) E SMR 95% C1 (o) E SMR 95% C1
Suicide 70 55.1 1.27 0.99-1.61 19 14.9 1.27 0.77-1.99
County
Finnmark 59 39.2 1.50 1.14-1.94 17 11.0 1.55 0.90-2.48
Troms 10 13.5 0.74 0.36-1.37 0 33 0.00 0.00-1.11
Nordland 1 2.4 0.42 0.01-2.35 2 0.6 317 0.38-11.46
Cultural context
Sami core arca 30 19.5 1.54 1.04-2.20 7 53 1.31 0.53-2.70
Coastal arca 38 30.7 1.24 0.88-1.70 10 8.3 1.21 0.58-2.23
Southern arca 2 4.9 0.41 0.05-1.48 2 1.3 1.51 0.18-5.46
Reindeer herding
No 64 49.4 1.30 1.00-1.65 18 134 1.34 0.80-2.12
Yes 6 5.7 1.06 0.39-2.30 i 1.5 0.66 0.02-3.68
Age
0-14 0 0.2 0.00 0.00-20.14 0 0.0 0.00
15-24 21 11.6 1.82 1.13-2.78 6 19 3.17 1.17-6.91
25-34 17 12.6 1.35 0.79-2.17 5 2.7 1.83 0.59-4.27
35-44 12 8.6 1.40 0.72-2.44 3 2.7 1.13 0.23-3.30
45-54 13 9.0 1.45 0.77-2.48 2 2.8 0.72 0.09-2.61
55-64 5 6.2 0.81 0.26-1.89 3 22 1.36 0.28-3.99
65— 2 7.0 0.29 0.03-1.03 0 2.7 0.00 0.00-1.39
Time period
1970-80 16 13.7 1.17 0.67-1.90 4 35 1.14 0.31-2.92
1981-90 36 26.4 1.36 0.95-1.89 i0 52 1.92 0.92-3.54
1991-98 18 15.0 1.20 0.71-1.90 5 6.2 0.81 0.26-1.88

Notes: Observed number of suicides (O), expected number of suicides according to a regional reference population (E),
standardized mortality ratios (SMR) and 95% confidence interval (CI).
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incrcased suicide mortality for both genders
(Table 1). The mortality ratec between 1970 and 1998
for Sami men and women was 28.5 and 8.4 suicides
per 100,000 person years, respectively.

Significant increased suicidc mortality was found
for Sami males and females aged 15-24 years
(SMR = 1.82, 95% Cl = 1.13-2.78 and
SMR = 3.17, 95% CI = 1.17-691, respectively).
About 30% of the suicides in the study cohort oc-
curred in the 15-24 years age group with a male/fe-
male ratio of 3.5:1. The suicide rates in 15-24 ycars
olds were 53.2 per 100,000 person years for males and
16.0 for females (Figurc 1). As can bc seen from
Figure 1, suicide rates among Sami males showed
two striking peaks, at age 15-24 and at age 45-54.
Among Sami females the suicide rates were highest at
age 15-24 and at age 55-64. For both genders, there
was a marked fall in the oldest age groups.

Sami males residing in Finnmark County had a
significantly  incrcased mortality by suicide
(SMR = 1.50, 95% CI = 1.14-1.94). With respect
to cultural context, there was a significant increase in
suicide mortality among Sami males residing in Sami
corc arca (SMR = 1.54, 95% CI = 1.04-2.20).
Across gender, Sami belonging to semi-nomadic
reindeer herding houschold did not have significant
increased suicide mortality compared to the reference
population. Sami males not belonging to semi-
nomadic reindeer herding houschold had a signifi-
cantly increased mortality of suicide. A correspond-
ing significant result was not found among Sami
women.

No significant changes in male and female rates were
observed over time periods during the study period.
For both malcs and females, a higher relative risk of
suicide was obscrved from 1981 to 1990 compared to
the reference population. The estimated suicide rates
for the time periods 1970-80, 1981-90, 1991 and 1998
were 15.9, 42,0 and 30.4 per 100,000 person ycars for
Sami males and 4.8, 12.6 and 8.8 per 100,000 person
years for Sami females, respectively (Figure 2).

Fircarm (41%) and hanging (37%) were the two
most common methods of suicide used by Sami males
(Tablc 2). Among Sami females, hanging accounted
for the highest proportion of deaths by suicide (53%),
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Figure 1. Suicide rates per 100,000 person years in Sami by
age group and gender, 1970-98.
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Figure 2. Suicide rates per 100,000 person years in Sami by
time periods and gender.

followed by intoxication (26%) and drowning (21%)
(Table 2).

Discussion

The main finding in this study is that of a significant
moderate increased suicide risk among indigenous
Sami in Arctic Norway compared to the reference
population. Although grecat variation in prevalence of
suicidal behavior is found between and within dif-
ferent indigenous groups [5], our finding corresponds
with other resecarch that generally reports higher
suicide rates among indigenous groups than among
majority populations [1-4]. On the other hand, our
finding is inconsistent with results from a study
among Sami adolescents and their non-Sami peers in
Arctic Norway, which reports no cthnic differences in
prevalence of self-reported suicide attempts [Silviken
and Kvernmo, submitted]. Although there was found
no cthnic differences in this study, suicidal bchavior
among indigenous Sami adolescents scemed to be
related to cultural factors. Among Sami adolescents’
risk factors diverging from traditional Sami cultural
norms were associated with suicide attempts, such as
alcohol intoxication, singlc-parent home and patcrnal
overprotection.

The significant increase in suicide mortality among
Sami males aged 15-24 years old, is consistent with
findings among other indigenous groups [3, 5, 20] and

Table 2. Distribution of methods of suicide used by 89
persons of Sami ancestry, 1970-1998

Men Women Total

Mcthod n, (%) n, (%) n, (%)
Intoxication 9(13%) 5(26%) 14 (16%)
Hanging/strangulation 26 (37%) 10 (53%) 36 (40%)
Drowning 2 (3%) 4Q21%) 6(1%)
Fircarm 29 (41%) O 29 (33%)
Cutting 2 (3%) 0 2 (2%)
Jumping 1 (1%) 0 1 (1%)
Other, not reg. 1 (1%) 0 1 (1%)
Total 70 (100%) 19 (100%) 89 (100%)




with the trend scen among young males in Norway
during the study period [21]. Although the finding
that indigenous Sami females aged 15-24 years also
had a significant increase in suicide mortality is con-
sistent with findings among other indigenous ado-
lescents [22], the finding was surprising duc to the
lack of attention paid to female suicides in the Sami
socicty. However, the finding is in accordance with
results from the study among Sami adolescents in
Arctic Norway [Silviken and Kvernmo, submitted],
that report a higher lifetime prevalence of suicide
attempts among Sami females compared to their
majority counterparts. Although the suicide rates
among adolescents and young adults aged 15-
24 years in Arctic Norway are, in general, high (in
1994, males 37/100,000 and females 6/100,000 23],
respectively), the rates found among young Sami in
the study period are even higher. In contrast to the
national population’s suicidc rates, which indicate
minor differences between age groups among adults
[24], the age specific rates among Sami indicate a
more variable pattern, especially among males. This
pattern is more consistent with findings among other
indigenous populations where suicide rates peak at
age 15-24 and then decrease with age [25].

The finding that Sami males residing in Sami core
arca had a significant incrcasc in suicide mortality
indicates within group variation with respect to cul-
tural context and gender. This finding is unexpected,
duc to the fact that structural and practical support
for the Sami culture and degree of sclf-government
are high in the Sami corc arca when compared to the
other two cultural contexts. Based on the docu-
mented negative consequences of cultural assimila-
tion [26] and low degrec of sclf-government [8], we
cxpected to find significant incrcased suicide mortal-
ity in the low and medium density cultural contexts.
According to The North Norwegian Youth Study
from the mid nincties, Sami adolescents in the Sami
core area reported the strongest cthnic identity, scp-
aration attitudes, but at the same time also favored
intcgration more than peers in the other arcas [27].
The study also revealed that cthnocultural factors did
not have any impact on mental health in young Sami
males in this context at this time [19]. The suicides in
young malcs in this arca mainly took placc a decade
before The North Norwegian Youth Study and at the
beginning of a strong cultural revival period and in
an older cohort who possibly did not benefit from the
positive socio cultural development in their arca.
Crossing and mismatching cxpectations from both
the indigenous Sami and the dominant Norwegian
socictics may possibly have created stress and psy-
chological maladjustment for vulncrable young
indigecnous males without the necessary bicultural
competence and coping stratcgics. These cultural
factors can have accumulated other risk factors well-
known for suicidal bchavior, such as alcohol misuse,
depression, loss of significant others ctc.
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The Sami core arca has gencrally had a high rate of
suicide during the last thrce decades, cspecially at the
end of the 1980s. During a 12-month period, cight
persons committed suicide in the study cohort. This
outbreak of suicides took place mainly in two
neighboring villages in the Sami core area having a
total population of approximatcly 6000 inhabitants.
This outbreak was probably triggered by mechanisms
other than ethnicity per se; for example, by imitation
and contagion. Duc to the small numbers of inhab-
itants in the Sami communities and the interconnec-
tedness of the population, any suicidc might scrve as
a role model for others and may, through contagion,
influence alrcady vulnecrable inhabitants. A study
from Japan found that after controlling for structural
conditions, proximity to high suicidc rates increascs
the risk of suicide [28]. Clustering of suicides is onc of
the common features concerning suicide among
indigenous people, and has been reported in several
Native Amecrican communities in both thc US and
Canada {29, 30] and among indigenous in Australia
[5]. Generally, clustering of suicides is morc common
among adolescents and young adults [31]. Clustering
has, therefore, been proposed to occur to a greater
extent among indigenous people duc to their gener-
ally high proportion of young people in the popula-
tions [20]. Since there is a higher proportion of young
people in thc Sami population [9], this may bc a
plausible factor explaining thc outbreaks of suicide
among Sami in Sami core arca. Accordingly, these
outbreaks of suicidc may have contributed to the
increased suicide mortality found among Sami malcs
in Sami core arca and across gender among young
Sami aged 15-24 ycars old.

There was almost no increased suicide mortality
among Sami malcs and a lower risk among Sami fe-
males belonging to reindeer herding houschold. This
finding is consistent with a study from Sweden [32],
which showed no significant increased risk of suicide
among reindeer herding Sami males. Our finding may
indicate that a traditional way of living with a strong
cthnic group membership such as rcindeer herding,
acts as a protective factor against suicide among Sami
in Norway. This finding may bc duc to the signifi-
cance of reindeer herding as a traditional, culturally
significant occupation among the Sami in Norway.
Today, Sami in Norway who are involved in reindeer
herding have high status within the Sami culture.
They occupy a unique cultural position and have a
strong cthnic identity [33].

Suicide mortality among Sami in Arctic Norway
has followed the same time patterns as in the non-
Sami reference population in the study period. In the
time period 1981-90, there was an increase in suicide
mortality among Sami males and females. This peak
corresponds with the clusters of suicide in Sami core
arca and also with the general suicide rates in Nor-
way which increased in the period 1970-1989 [34]. In
1988, the suicide mortality ratc was at the highest



712

level ever in Norway with a rate of 16.8/100,000,
compared to 12.4/100,000 in the year 1998 [24].

The finding that Sami males relatively often usc
violent methods such as firearms is consistent with
findings among other indigenous males [20], and is a
common feature concerning suicide among indige-
nous pcoples [5]. Fircarms arc reported to be
responsible for over 50% of all suicides among Native
Americans [20]. However, compared to the national
rates among Norwegian males (33%, 1976-98) [24],
the use of fircarms among Sami males is not excep-
tionally high. One factor that possibly influcnces the
extensive use of firearms among Sami in Arctic
Norway, and in Norway, in gencral, is the widespread
ownership of fircarms due to traditional and modern
hunting/labor and leisure time activities. The finding
that about half of the Sami females used a violent
method (hanging) is inconsistent with the general
opinion that women tend to usc less violent methods
[35], however consistent with findings among other
indigenous females [22]. Although hanging has in-
creased among young females (10-24 years) in Nor-
way during the period 1973-1994 [21], thc high
frequency found among Sami females cxceeds the
gencral national frequency for females (27%, 1976-
98) [24]. Duc to the small number of suicides among
Sami females in this study, further resecarch will be
required to determine whether this pattern is repre-
sentative for Sami females in Arctic Norway. One of
the worrying aspects of the high frequency of suicide
by hanging is that, in contrast to suicide by fircarms,
little can be done to reduce the frequency by limiting
access to the implements used [36].

Our cohort did not include all people of Sami
origin in North Norway, and even some Sami who
were living in the census wards did not participate. In
the arcas covered by the study, somc Sami, for
example, may have disapproved of the questions
about cthnic background because they perceived
them to be controversial. Others may not have an-
swered all the questions because of lack of knowledge
about their ethnic ancestry. Underreporting of Sami
origin is therefore possible [9]. In computing the local
reference rates, we were not able to exclude the Sami
people, so our estimates of the relative risks for Sami
people could well be slightly biased towards unity.
We presume that those categorized as Sami in this
study, in onc or anothcr way, have an affiliation to
Sami culture, in contrast to thosec who did not report
Sami affiliation.

In Norway, there has been an official register for
suicides since 1826 [34], and the official suicide sta-
tistics in Norway are considered to have sufficient
reliability and validity on a national level [37). How-
cver, the significance given to the outbreaks of suicide
in this article must be viewed with caution. The suicide
outbreaks referred to have not been analyzed statis-
tically to distinguish significant elevations from ran-
dom fluctuations within a larger study period.

Assumptions about suicide outbrcaks arc based on
data from the Norwegian Causcs of Dcath Register
and simple statistical comparisons. However, scveral
factors indicate that a cluster of suicides, in fact, took
place in Sami core area during the 1980s. During a
period of 12 months, eight males in the study cohort
from Sami core arca committed suicide. The victims
were living in physical proximity to one another, they
had knowledge of one another, and some of them
were cven close friends. The cluster accounted for
about 27% of the completed suicides among males in
Sami core area during the study period 1970-1998.
Aggregation of suicide statistics among indigenous
pcople may lcad to misleading interpretations if
clustering of suicides with respect to time, group and
locality is not taken into consideration [5].

Conclusion

There was a significant moderate increased suicide
risk among indigenous Sami in Arctic Norway com-
pared to the reference population during the study
period 1970-1998. Several common features con-
cerning suicide among indigenous people have been
identified. The outbreaks of suicide in Sami corc arca
is one factor that may have contributed to the in-
creased suicide mortality found in subgroups among
indigenous Sami. Future studies arc necessary to ex-
plore the relationship between suicide and ethno
cultural factors, such as ethnic identity, acculturation
and cultural change, but also the pattern of general
risk and protective factors. Suicide prevention among
indigenous Sami in Arctic Norway requires data de-
rived from specific target communitics, so that local
trends and population characteristics can be identi-
fied, and appropriate strategics devised from both the
Norwegian and the Sami society.
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Abstract

The prevalence of suicide attempts and associated risk factors such as sociodemographic conditions,
cmotional/behavioural problems and parent—child relationships werc examined among 591 indigenous
Sami and 2100 majority adolescents in Arctic Norway. There were no significant cthnic differences in
prevalence of suicide attempts. In both ethnic groups, suicidal idcation, anxious/depressed problems and
cating behaviour problems were associated with suicide attempts. Cross-cultural differences in risk factors
associated with suicide attempts existed. For Sami adolescents, factors diverging from the traditional
cultural norms were associated with suicide attempts, such as alcohol intoxication, single-parent home and
paternal overprotection (p<.05). Vocational studies, not living together with parents, current smoking and
cxperienced sexual intercourse were ethnic specific risk factors associated with suicide attempts among
majority peers (p<.05). Clinicians should take into account that risk factors can differ between ethnic
groups and should be sensitive to culturally divergent behaviour.
© 2006 The Association for Professionals in Services for Adolescents. Published by Elsevier Ltd. All rights
reserved.
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Introduction

During the last three decades, the rates of suicidal behaviour among several indigenous people
have increased alarmingly (Hunter & Harvey, 2002), and especially among adolescents and young
adults (Kirmayer, Brass, & Tait, 2000; Leineweber, Bjerregaard, Baerveldt & Voestermans, 2001).
High suicide rates are seen among several indigenous people in the Arctic such as the Inuits in
Greenland (Leineweber et al., 2001) and the Arctic parts of Canada (Sigurdson, Staley, Matas,
Hildahl, & Squair, 1994) and among Alaskan natives in the US (Borowsky, Resnick, Ireland &
Blum, 1999). The suicide rates in Greenland are estimated to be 100 per 100 000, and the rates
among young males aged 15-24 are even higher (Leineweber et al., 2001). Today, suicides are
among the most significant reasons for lost years of life among indigenous people/groups in the
Arctic. A history of prior attempts is a leading risk factor for youth suicide (Greholt, Ekeberg,
Wichstrem, & Haldorsen, 1997). This study examines the prevalence of self-reported suicide
attempts in indigenous Sami and majority adolescents in Arctic Norway, and explores for possible
ethnic differences in patterns of associated risk factors.

Epidemiological studies indicate that the lifetime prevalence of suicide attempts among high
school students ranges from 3% to 15% (Lewinsohn, Rohde, Seeley, & Baldwin, 2001), with the
rates being even higher among indigenous adolescents (up to 30%) (Howard-Pitney, LaFromboise,
Basil, September, & Johnson, 1992; Kirmayer et al., 2000; Langford, Ritchie, & Ritchie, 1998).
Affective, disruptive, psychotic and substance abuse disorders are well-known risk predictors
related to suicidal behaviour in adolescence (Brent, 1995), and female gender is one of the strongest
predictors of suicide ideation and attempts (Canetto & Sakinofsky, 1998). Several explanations for
the female predominance in nonfatal suicidal behaviour exist and include validity problems,
lethality of methods, differential risk factors and differential socialization (Canetto & Sakinofsky,
1998). Among these, the differential risk factor explanation seems to be a valid potential
explanation for the gender difference (Wichstrem & Rossow, 2002). Adolescents engaging in risk
behaviour, such as drinking, smoking and/or sexual activity, are in increased odds for depression,
suicidal ideation, and suicide attempts (Hallfors, Waller, Fond, Halperm, Brodish, & Iritani, 2004).
Risk factors for suicide attempts identified among Navajo Indian adolescents were, e. g. female
gender, prior mental health problems, suicide attempts among friends and family, alcohol
consumption, and physical and sexual abuse (Grossman, Milligan, & Deyo, 1991).

The Sami people is an indigenous group residing in the arctic part of Scandinavia. In Norway,
the Sami are an ethnic minority mainly residing in northern Norway which, like other arctic areas,
is sparsely populated. The Sami population is estimated to be about 100,000 individuals living in
northern Fenno Scandinavia including the Russian Kola Peninsula. The majority (70%) of Sami
live in Norway, where they are formally considered an indigenous people with their own culture
and native language. During the last three decades, a process of integration and increased ethnic
revival has gradually replaced a history of forced assimilation and colonization by the Norwegian
government. In the 1980s the rate of suicides was particularly high in some areas in Arctic Norway
where the majority of the population was Sami. The suicides were assumed to reflect mental
problems in Sami areas due to identity issues and cultural change (Hildal, 1997). The estimated
suicide rates for the time period 1981-1990 among Sami in Arctic Norway were 42 per 100 000
person years for males and 13 per 100 000 person years for females (Silviken, Kvernmo, &
Haldorsen, submitted).
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The aims of this study were (1) to examine the prevalence of self-reported suicide
attempts among indigenous Sami adolescents and their majority peers residing in Arctic Norway,
and (2) to explore for ethnic differences in patterns of risk factors associated with previous suicide
attempts.

Method
Procedure

The data are from The North Norwegian Youth Study, a longitudinal epidemiological
anonymous questionnaire survey based on adolescent self-reports. The study was conducted
in areas inhabited by Sami, Kvens and Norwegians in Arctic Norway. The first wave was
conducted in 1994/1995 and the second in 1997/1998. Twenty-one state high schools (10-12th
grade students) in the three counties Finnmark, Troms and Nordland, were selected for the
study. All high schools in Finnmark, except one, and all high schools in the northern and southern
parts of Troms and Nordland were included. The twenty-one high schools were located in
semi-rural and rural areas and represented a variety of ethnic contexts. These ethnic
contexts encompass different Sami subgroups, with different proportions of Sami inhabitants
in the communities and differences in assimilation-related experiences. The students filled out
the questionnaires at the schools. Every student gave his/her written consent based on oral
and written information about the project. The questionnaires were completed during two
regular school hours. All eligible students at each school completed the questionnaire at the
same time, and refusers were in the same class room as participants. Students who were
not present at school during the testing period, completed a questionnaire at a later session.
The North Norwegian Youth Study obtained prior approval and consent from the Regional
Medical Ethical Committee, The Norwegian Data Inspectorate, the Ministry of Research and
Education, the school authorities of the respective counties, as well as from each school board.
Details about the sample and procedure have been described elsewhere (Kvernmo & Heyerdahl,
2003, 2004).

Sample characteristics

All high school students (15-21 years) in the study schools were invited to participate in the
survey (N = 4019). The overall response rate was 85% (N = 3417). There were 286 (7%) who
refused to participate, 260 (6%) did not adequately complete the form for a variety of reasons,
and 56 students (1%) withdrew from the study. Students from other ethnic groups (N = 33), those
who had incomplete identification numbers (N = 25) and students who were younger than 16
years or older than 18 years (N = 306) were also excluded. Thus, the sample analyzed (1994/1995)
included 2691 students (1402 females, 52% and 1289 males, 48%) aged 16-18 years (mean age
16.9, sp 0.8 years) with no differences in the mean age between the genders or between the ethnic
groups. The sample consisted of 591 (22%) indigenous Sami (323 females and 268 males; 55% and
45%, respectively) and 2100 (78%) majority subjects (1079 females and 1021 males; 51% and
49%, respectively).
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Measures

Sociodemographic variables

Family structure: Family structure was classified as (1) Two-parent home (biological parents),
(2) Single parent home (living in a mother or father headed household ), (3) Parent/step-parent
home (one biological parents and one step-parent), and (4) Others (e.g. relatives, foster parents or
boarding school).

Type of education: Type of education was classified as vocational and general (theoretical)
studies.

Socio-economic status: Socio-economic status was classified according to International
Standard for Classification of Occupation, ISCO-88 (International Labour Office, 1990), based
on the profession of the parent with the highest occupation. Occupations were recorded on a 5-
point scale: ranging from upper class/higher administration (I) to primary industry (V).

Ethnicity: Ethnicity was classified as Sami or majority. Adolescents were classified as Sami if
one of the parent’s ethnicity was reported as Sami, if one of the grandparents’ or parents’
languages was Sami or if adolescents’ self-reported ethnicity was Sami (Kvernmo & Heyerdahl,
2003). Because of discrimination, many Sami avoid reporting their Sami background. However,
reporting language competence is not considered to be as stigmatizing as ethnic background.
Therefore, classification based on self-reported ethnicity is shown to be misleadingly low.
Inasmuch as very non-Sami speak Sami, language competence and parents’ ethnicity together are
considered to be the most reliable measure of Sami ethnicity (Kvernmo & Heyerdahl, 1996).

Emotional/behavioural problems and risk-taking behaviour

Suicidal behaviour: The question ‘““Have you ever tried to commit suicide?” (yes/no) was used to
measure prevalence of suicide attempts. Suicidal ideation during the last 6 months was measured
by item 91 in Youth Self Report (YSR) (Achenbach, 1991), “I am thinking of ending my life”. In
the analyses the item was categorized as “Yes” and “No”.

Emotional/behavioural problems: Sami and Norwegian versions of YSR were applied. The
instruments have been used previously in studies among Sami and Norwegian adolescents
(Heyerdahl, Kvernmo, & Wichstrem, 2004; Kvernmo & Heyerdahl, 1998), and reliabilities for the
instrument for both Sami and majority groups were satisfactory (Cronbach’s o>.65) in this
survey (Heyerdahl et al.,, 2004). Only the syndrome scales Anxious/Depressed Problems,
Delinquent Behaviour and Social Problems are used here.

Eating behaviour problems: A short version of the Eating Attitudes Test (EAT-12) (Garner,
Olmsted, Bohr, & Garfinkle, 1982) developed by Lavik, Clause, and Pedersen (1991) was used to
measure eating problems (in Wichstrem, 1995). EAT-12 consists of 12 items recorded on a four-
point scale from “‘never/seldom” to ““always”. As the scores were both kurtotic and skewed, they
were log transformed prior to the analyses to normalize their distribution. The reliability
(Cronbach’s a) was tested for both ethnic groups and was satisfactory in both ethnic groups
(0.70).

Current smoking: Current smokers were categorized as “Yes” (daily smokers and occasional
smokers) and “No”(never, experimenters and former smokers) (Spein, Sexton, & Kvernmo, 2004).

Alcohol intoxication: Alcohol use was measured by one question concerning the preceding 12
months; “Have you had so much to drink that you felt drunk?”. The question was recorded on a
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six-point scale ranging from “never” to “more than 50 times”. In the analyses the question was
categorized into “Yes”(=1 times/l12 months) and “No”.

Sexual behaviour: One question measured debut of sexual intercourse; “Have you ever
experienced sexual intercourse?” (yes/no).

Involvement in romantic relationships: The question “Do you have a boy/girlfriend?”” measured
involvement in romantic relationships, with response categories “Yes, presently”, “Yes,
previously” and “No, never”. In the analyses the item was dichotomized into “Yes” and “No™.

Parent-child relationship

Parental bonding: Parental bonding was measured by means of the Parental Bonding
Instrument, a measure assessing the adolescents’ perception of the care and protection provided
by both parents (Parker, Tupling, & Brown, 1979). The internal consistency (Cronbach’s a) of
PBI was satisfactory for both ethnic groups. For the Sami, the values were 0.69, 0.74, 0.77 and
0.72 for maternal care, maternal overprotection, paternal care and paternal overprotection,
respectively, and for majority peers; 0.74, 0.75, 0.78 and 0.71 for maternal care, maternal
overprotection, paternal care and paternal overprotection, respectively.

Statistical analysis

Suicide attempters were compared to non-suicide attempters on all independent risk factors for
Sami and majority adolescents separately. Student ¢-tests were performed for the continuous risk
factors and y? tests performed for the categorical ones, respectively. Fisher’s Exact Test was
performed when the expected count was less than five.

All significant risk factors in the univariate analyses were then included in a binominal logistic
regression analysis using forward conditional approach for Sami and majority suicide attempters
separately. The interaction of gender was controlled for the following variables; in both ethnic
groups: experienced sexual intercourse, girl/boyfriend, anxious/depressed problems, eating
behaviour problems and paternal care; among Sami adolescents: current smoking; and among
majority adolescents: type of education, family structure, socioeconomic status, suicide ideation,
delinquent behaviour, maternal care and paternal overprotection. Data analyses were performed
with the SPSS 13.0 software.

Results

Table 1 shows the distribution of sample characteristics in the overall sample by ethnicity and
gender. There were significant ethnic differences in the distribution of socioeconomic status,
alcohol intoxication, social problems and paternal care. More Sami adolescents reported primary
industry background, had never been intoxicated and had higher scores on social problems while
more majority adolescents reported having higher scores on paternal care.

In both ethnic groups there were a significant difference between the gender in the distribution
of suicide attempts, girl/boyfriend, experienced intercourse, anxious/depressed, eating behaviour
problems and paternal care. Among majority adolescents ethnic-specific gender differences such
as, family structure, socioeconomic status, suicide ideation, maternal care and paternal
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overprotection were found. Among Sami adolescents the only ethnic-specific differences between
the genders was in the distribution of current smoking.

No ethnic differences were found in prevalence of suicide attempts between indigenous Sami
adolescents (10.5%, n = 62) and their majority peers (9.2%, n = 194). In the overall sample, 9.5%
(n = 256) reported suicide attempts.

There was a significant gender difference in both ethnic groups, with females being more likely
to attempt suicide than males. The gender differences were more pronounced among Sami
adolescents, with females twice as likely to report a suicide attempt than males (Table I).

Sociodemographic characteristics

Across ethnic groups, family structure was significantly associated with previous suicide
attempts. Sami adolescents living in single parent homes were more likely to report suicide
attempts as were majority adolescents living with others (e.g. relatives, foster parents or boarding
school). Among majority adolescents, ethnic specific characteristics for suicide attempts such as
attending vocational studies and reporting primary industry background (Table 2) were found.
Across ethnic groups, age was not significantly associated with suicide attempts.

Emotional/behavioural problems, risk-taking behaviour and parent—child relationship

Across ethnic groups, suicidal ideation was significantly associated with suicide attempts, with
approximately one third of the suicidal adolescents reporting suicidal ideation during the last 6
months. All applied YSR subscales, Anxious/Depressed Problems, Delinquent Behaviour and
Social Problems, were in both ethnic groups significantly associated with suicide attempts. The
strongest association was found for Anxious/Depressed Problems for both ethnic groups.
Significant relationships also occurred between suicide attempts and eating behaviour problems
(Table 3).

Across ethnic groups, smoking, alcohol intoxication, involvement in romantic relationships and
experienced intercourse were significantly associated with suicide attempts (Table 3).

Paternal lack of care and paternal overprotection were significantly associated with suicide
attempts in both ethnic groups (Table 3). Among Sami adolescents, maternal overprotection was
associated with suicide attempts. Among majority adolescents, maternal lack of care was
associated with suicide attempts.

Risk factors associated with suicide attempts

In the logistic regression analyses, suicidal ideation, Anxious/Depressed Problems and having
higher mean scores on eating behaviour problems were common risk factors associated with
suicide attempts in both ethnic groups (Table 4). For indigenous Sami adolescents, being alcohol
intoxicated, living in single parent home and reporting paternal overprotection were all associated
with an increase in reporting suicide attempts (Table 4). Majority adolescents who reported being
current smokers, attending vocational studies, living with others (e.g. relatives, foster parents and
boarding school), and experiencing intercourse had an increased risk for reporting suicide
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Table 2
Sociodemographic characteristics for suicide attempters by ethnicity

Suicide attempters

Indigenous Sami (n = 62) Majority (n = 194)
% (n) e % () e
Age 1.18 0.04
16 9.3 (18) 9.5 (70)
17 12.7 (26) 9.6 (68)
18 11.0 (18) 9.3 (56)
Gender 7.83" 10.11°°
Female 14.4 (44) 11.5 (121
Male 7.0 (18) 74 (73)
Type of education 0.01 18.01°°
General studies 11.4 (38) 7.0 (80)
Vocational studics 10.6 (24) 12.6 (113)
Family structure 11.50°" 27.21°"
Two-parents 7.8 (30) 7.3 (105)
Single parent 18.3 (17 14.0 (44)
Parent/Step-parent 18.2 (10) 11.7 (23)
Others 13.8 4) 273 21
Socioeconomic status 0.79* 16.67"
Higher adm. professionals 74 2) 8.3 9)
Upper middle class 9.9 (12) 57 (32)
Lower middle class 10.6 8) 8.9 (26)
Working class 12.6 (25) 10.6 (82)
Primary industry 11.3 (1) 14.5 (29)
Notes: °p <.05,"p<.01;""p< 001

2Fisher's Exact Test.

attempts (Table 4). Across ethnic groups gender did not have a main effect, but female gender had
an interaction effect with Anxious/Depressed Problems among Sami.

Discussion

The main finding in this study was that there were no ethnic differences in prevalence of suicide
attempts between indigenous Sami adolescents and their majority peers. An important finding in
our study is the cross-cultural differences in patterns of risk factors associated with suicide
attempts. The ethnic specific associations found among Sami adolescents, single parent home,
alcohol intoxication and paternal overprotection, can be characterized as diverging from
traditional cultural norms.

Although great variation in prevalence of suicidal behaviour is found between and within
different indigenous groups (Hunter and Harvey, 2002), our main finding contrasts with other
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Table 3

Factors associated with suicide attempts by cthnicity

Variables Indigenous Sami (n = 62) Majority (n = 194)

% () 'y % () v
Suicidal ideation 72.36™" 227.01°"
No 6.1 (28) 54 93
Yes 36.6 34) 331 (100)
Current smoking 1540 38.38""°
No 7.2 (25) 6.1 (73)
Yes 18.0 37 14.3 arn
Alcohol intoxication 13.29" 19.50"
No 32 (5 3.7 (15)
Yes 14.0 57 10.9 179)
Girl/boyfriend 797 15.99"
No 52 0] 4.9 (24)
Yes 13.6 (54) 11.0 (168)
Experienced intercourse 12.39°"° 38.12°"
No 59 14) 48 (39)
Yes 15.4 (48) 13.1 (153)

Mcan SD t Mean SD t

Anxious/depressed —59™ -84
Non-attempters 5.9 44 59 4.5
Attempters 10.7 6.2 9.3 5.5
Delinquent behaviour —34 —6.8""
Non-attempters 4.9 2.9 4.7 2.7
Attempters 6.2 3.0 6.3 3.1
Social problems -2.0 —4.2""
Non-attempters 2.7 1.9 23 1.8
Attempters 3.2 2.1 3.0 2.0
Eating behaviour problems —4.5™" —5.4""
Non-attempters 0.3 0.3 0.3 0.3
Attempters 0.5 0.3 0.5 0.3
Maternal care 1.8 26
Non-attempters 3.2 0.6 3.2 0.6
Attcmpters 3.0 0.6 3.0 0.7
Maternal overprotection =22 —1.6
Non-attempters 2.0 0.6 2.0 0.6
Attempters 2.2 0.6 2.1 0.7
Paternal care 3.2 40"
Non-attempters 2.8 0.7 2.9 0.6
Attempters 2.5 0.7) 2.7 0.7
Paternal overprotection -3.2" -2.8"
Non-attempters 1.9 (0.6) 1.9 0.5
Attempters 2.2 0.7) 2.1 0.6

Notes: "p<.05;" p<.01;""p< .001.
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Table 4
Risk factors associated with suicide attempts by ethnicity
Variables

OR 95% CI p-value
Indig Sami adolescents (n = 487)
Suicidal ideation (no vs yes) 6.6 3.3-13.0 000
Anxious/depressed problems by female gender 1.1 1.0~-1.2 002
Family status, single parent 32 14-7.4 .006
Alcohol intoxication (no vs yes) 3.6 1.2-10.9 .021
Eating behaviour problems 35 1.1-103 .030
Patcrnal overprotection 1.7 1.0-29 0.044
Majority adolescents (n = 1,687)
Suicidal ideation (no vs yes) 5.7 3.7-8.8 .000
Family status, others 39 1.9-7.8 .000
Vocational studies 20 1.4-2.9 000
Exp. intercourse (no vs yes) 24 1.5-3.8 .000
Current smokers (no vs yes) 2.0 1.4-3.0 .001
Anxious/dcpressed problems 1.0 1.0-1.1 .046
Eating behaviour problems 1.9 1.0-34 .050

Notes: OR: Odds ratio, Cl: Confidence interval.

research that generally indicates a higher prevalence of suicide attempts among indigenous
adolescents than among their majority peers (Kirmayer et al., 2000; Langford et al., 1998). During
the last three decades Sami in Norway have been in an ongoing cultural revitalization process.
Today, the Sami have, to a great extent, achieved cultural equality and are less socially
disadvantaged when compared to other indigenous people. The lack of ethnic differences in
prevalence of suicide attempts found in our study may be explained by these cultural and
socioeconomic circumstances.

This study indicates that the prevalence of suicide attempts among indigenous Sami adolescents
is relatively low compared to other indigenous peers. Moreover, the prevalence of suicide attempts
among ethnic diverse adolescents in Arctic Norway corresponds well with results from a
representative national Norwegian sample (8.2%) (Wichstram, 2000). The percentage found
among Sami females is moderate compared to, for example, American Indian-Alaska native
females (22%) (Blum, Harmon, Harris, Bergeisen, & Remick, 1992). However, compared to a
representative national Norwegian sample for females (10.4%), Sami females’ percentage can be
considered high. There was an interaction effect of female gender with Anxious/Depressed
Problems among Sami suicide attempters. In a study by Kvernmo and Heyerdahl (1998) parents
reported more internalizing problems among Sami adolescents, while Sami adolescents themselves
reported more externalizing problems. However, there is substantial evidence that females dealing
with acculturation may be more at risk for problems than males (Beiser & Edwards, 1994). This
may also be true for Sami females.

The ethnic-specific association found in our study between alcohol intoxication and suicide
attempts may be explained by the strong influence of Laestadianism, “the Sami Christianity”.
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Since the 1840s, Laestadianism has had a historically strong influence in Sami areas of northern
Scandinavia. This pietistic movement has strong anti-alcohol norms (Larsen, 1993), hence making
alcohol intoxication a more culturally divergent behaviour among Sami adolescents than among
their majority peers. Correspondingly, lower intoxication rates have been found among Sami
adolescents when compared to their majority peers (Spein et al., 2004).

Cultural differences between Sami and Norwegian cultures exist regarding family structure and
the significance of relatives (Javo, Renning, & Heyerdahl, 2004). Traditionally, Sami families
consist of an extended family that often includes parents, children and other close relatives such as
grandparents. In a Sami cultural context, single-parent homes are culturally divergent. As a result,
single-parent homes may therefore represent a stronger risk factor among Sami adolescents than
they do in the Norwegian culture where nuclear family structure and single-parent homes are
more common.

Although parental overprotection seems to play a less important role in adolescent
psychopathology than parental care (Burbach, Kashani, & Rosenberg, 1989), it may be
of importance in the present study. Central features in Sami child rearing are the strong emphasis
on individual autonomy and a parenting style characterized by high permissiveness, low
control and high warmth (Javo et al., 2004). According to Javo et al. (2004), paternal
overprotection contrasts with the common child rearing norms in Sami culture, and may therefore
increase the risk for conflicts, especially during adolescence. Conflict with parents is one of the
primary precipitating events for suicidal behaviour in adolescence (Beautrais, Joyce, & Mulder,
1997).

The risk factors diverging from traditional Sami culture may represent a stronger risk among
Sami adolescents due to the ethnic-specific meaning of these risk factors. However, it is important
emphasize that individual risk factors do not exert their effect in isolation. Risk of developing
suicidal behaviour depends on accumulative exposure to series of social, family, personality and
mental health factors (Fergusson, Woodward, & Hornwood, 2000).

In this study, suicide attempt was based on self-reports, and no validation was used. However,
the survey method (self-administration questionnaire), the setting (at school) and the degree of
anonymity are factors that may have increased the validity of self-reported suicide attempts. A
serious limitation with the present study is that the survey did not investigate suicidal method
used, seriousness of injury or whether there was intent to die. The wide confidence interval found
for several variables in this study, are most likely due to small groups and great individual
variance within the groups.

Further investigations are necessary in order to study and enhance knowledge of how
both general living conditions and indigenous-specific processes such as acculturation, ethnic
identity development and culture transference, among others, act as protection against
or influence risk for suicidal behaviour among indigenous adolescents from different groups
and cultural contexts. In the future, it will be of interest to explore for common factors as
well as factors differentiating the risk for suicidal behaviour in adolescence and young adulthood
between indigenous groups. Longitudinal studies with multiple informants will be needed for this
purpose.

Proper treatment and prevention of suicidal behaviour among indigenous adolescents
necessitate both knowledge of general risk and protective factors but also knowledge about
indigenous cultures in order to identify risk factors diverging from traditional culture.
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Abstract

Objectives: To examine variation in risk factors associated with different types of suicide
attempters among ethnic diverse adolescents in a longitudinal perspective. Design: A
longitudinal epidemiological anonymous questionnaire survey based on adolescent self-
reports. The first study wave was in 1994-95 (T1; school-based; full-time 10th — 12th graders;
response rate (RR): 85%, N=85% (N=3,417)) and the second in 1997-98 (T2; combined
school-based and postal questionnaire study; RR: 57% (N=1,678)). The present follow-up
sample, for which both T1 and T2 data were available, included 1,528 adolescents aged 18 to
22 years. The sample consisted of 24 % (n=363) indigenous Sami and 76 % (n=1165)
majority subjects. Results: In the overall sample, 10.4 % (n=155) of the adolescents reported
a previous suicide attempt at T1. Among these attempters at T1, 81.3 % (n=126) did not
report a re-attempt during the study period (Early suicide attempters), whereas 18.7 % (n=29)
reported a re-attempt at T2 (Repeated suicide attempters). On the other hand, 1.7 % (n=24)
reported a first attempt during the study period (T2) (Late suicide attempters). Diverse
patterns of associated risk factors and prognosis were found between the attempters, with
repeating attempters constituting a higher risk group compared to early and late attempters.
Ethnic-specific associations with suicide attempts such as Anxious/depressed Problems, Sami
ethnicity and female gender were found at T1, and being a parent with Sami ethnicity and
female gender were found at follow-up. Cenclusions: Suicide attempters comprise a
heterogeneous group regarding level of emotional/behavioral problems and substance use.

Clinical and prevention implications are discussed.

Keywords: Suicide attempts, risk factors, adolescents, indigenous Sami



Introduction

Adolescence is a transitory period characterized by physiological and psychological changes,
acting-out and risk-taking behavior. Although risk-taking behaviors in many respects have
become normative among westernized adolescents, high-risk behavior tends to cluster in the
same individual (Petridou et al 1997). Adolescent life-style has long-term consequences for
physical and mental health and, for some, may even have fatal consequences. Suicidal
adolescents constitute a group at risk not only for negative psychosocial development but,
unfortunately, also for mortality (Laurent ef a/ 1998). The aim of this study is to examine risk
factors associated with suicide attempters amdng ethnic diverse adolescents in Arctic Norway
from a longitudinal perspective.

Suicidal behavior has an underlining multi-factorial nature, and there has been
increasing research interest in the risk factors and life processes that encourage adolescents to
engage in suicidal behavior (e.g. Brent, 1995; Lewinsohn et al, 1996; Beautrais 2000,
Fergusson et al 2000; Grgholt et al 2000a; Wichstrem 2000). Nevertheless, cohesive models
are relatively scarce. This can be related to the large number of potential variables that can
account for variance in the outcomes of interest (Gutierrez et al 2005). Risk factors for
suicidal behavior have been found in different domains, such as (i) social and family factors;
(ii) individual and personality factors; (iii) mental health factors; (iv) precipitating
circumstances and stressful life events; and (v) environmental and contextual factors
(Beautrais 2000). Affective disorders, disruptive disorders, previous suicide attempts and
substance abuse are well established as suicide risk predictors in adolescence (Marttunen et al
1992; Brent 1995; Greholt et al 1997). Studies of suicide attempters may add important
knowledge to the understanding of the much less frequent occurrence of actual suicide

(Lewinsohn e? al 1996).



Suicide attempters constitute a heterogeneous group, and multiple attempters
constitute a qualitatively different and potentially higher risk group compared to single
attempters. A study by Rudd and colleagues (1996) showed that multiple attempters presented
a more extreme clinical picture (e.g., depressive and anxiety symptoms, suicidal ideation,
hopelessness and negative problem solving), and accordingly, an elevated suicide risk when
compared with single attempters and ideators. Negative problem solving has also been
associated with multiple suicide attempters (Jeglic et al 2005). A past history of suicide
attempt represents the strongest known risk factor for future suicide attempts and completions
(e.g. Marttunen et al 1992). A recent follow-up study by Greholt and colleagues evaluated
predictors for repetition of suicide attempts among adolescents hospitalized in medical wards
after a suicide attempt (2006). In their study four factors had an independent predictive effect
on repeating suicide attempt during the follow-up period: comorbid disorders, hopelessness,
having ever received treatment for mental or behavior problems, and having a father exerting
control without affection (2006). The identification of subtypes of adolescent suicide
attempters may have important implications for the choice of treatment prevention strategies
(Kienhorst et al 1993).

Suicidal behavior varies to some extent by ethnocultural background of the
adolescents (Roberts et al 1997). Especially high rates of suicidal behavior are found among
several indigenous people all around the world, e.g., among Australian Aboriginal people
(Hunter & Harvey 2002), the Maori of Aotearoa/New Zealand (Langford et al 1998), the
Canadian Inuit (Sigurdson et al 1994), the Alaskan natives in the US (Borowsky et al 1999)
and among the Inuit in Greenland (Leineweber et al 2001). Arctic Norway is a region with a
multiethnic population, inhabited with a majority population (Norwegian), indigenous Sami
(hereafter called Sami) and the national minority Kvens (descendents of Finnish-speaking

immigrants from northern Finland and Sweden). The Sami are the indigenous people of



Scandinavia residing in the arctic parts of Norway which, like other arctic areas, is sparsely
populated. The Sami population is estimated to be about 100,000 individuals living in
northern Fenno Scandinavia including the Russian Kola Peninsula. The majority (70%) of
Sami live in Norway, where they are formally considered an indigenous people with their own
culture and native language. During the last three decades, a process of integration and
increased ethnic revival has gradually replaced a history of forced assimilation and
colonization by the Norwegian government.

According to the relatively few studies on the health situation in the Sami population,
there is no evidence of a more disadvantaged health status. Compared to the majority
population, studies have shown less alcohol use among Sami adults and adolescents (Larsen
1993; Kvernmo et al 2003a), and similar rates of mental health problems, smoking and sexual
risk taking behavior for adolescents (Kvernmo ef al 2003a; Heyerdahl e a/ 2004). This
picture differs with that for several other indigenous groups worldwide. In spite of this
similarity in prevalence of mental health problems, significant intragroup variation is found in
emotional and behavioral problems in Sami adolescents. In particular, ethnocultural issues
influenced mental health status significantly in young Sami males (living in Norwegian
dominated areas with low density of same ethnic peers and little support for their native
culture, and favoring assimilation were strongly associated with emotional problems).

In the 1980s, the suicide rate was particularly high in some areas of Arctic Norway
where the majority of the population is Sami. The suicides were assumed to reflect mental
health problems in Sami areas due to ethnic identity issues and cultural change (Hildal 1997).
In a recent study, a significant moderate increased risk for suicide was found among Sami in
Arctic Norway (Silviken ef al 2006). On the other hand, another study from the North
Norwegian Youth Study found no ethnic differences in prevalence of suicide attempts

between Sami adolescents and their non-Sami peers in Arctic Norway (Silviken & Kvernmo



in press). Although no ethnic differences were found in this study, suicidal behavior among
Sami adolescents seemed to be related to cultural factors. Among Sami adolescents, risk
factors diverging from traditional Sami cultural norms were associated with suicide attempts,
such as alcohol intoxication, single-parent home and paternal overprotection.

The aims of this study were (1) to differentiate risk factors associated with three
groups of suicide attempters (early, late and repeated attempts) among ethnic diverse
adolescents in Arctic Norway, (2) to examine developmental outcome in emotional/behavior
problems and substance use among suicide attempters during the study period, and finally (3)
to explore for ethnic differences in prevalence of suicide attempts and associated risk factors

between Sami adolescents and their non-Sami peers.

Methods

Procedure

The data are from The North Norwegian Youth Study, a longitudinal epidemiological
anonymous questionnaire survey based on adolescent self-reports. The study was conducted
in areas inhabited by Sami, Kvens and Norwegians in Arctic Norway. The first study wave
was in 1994-95 (T1; school-based; N=3,186; full-time 10th — 12th graders; response rate
(RR): 85%) and the second in 1997-98 (T2; combined school-based and postal questionnaire
study; N=1,670; RR: 57%). Twenty-one state high schools (10-12" grade students) in the
three counties of Finnmark, Troms and Nordland, were selected for the study. During the
study period, one school had lost its participating list prior to follow-up (excluding N=125
subjects). The twenty-one high schools were located in semi-rural and rural areas and
represented a variety of ethnic contexts. These ethnic contexts encompass different Sami
subgroups, with different proportions of Sami inhabitants in the communities and differences

in assimilation-related experiences. At T1, the students filled out the questionnaires at the



schools. Every student gave his/her written consent based on oral and written information
about the project. The questionnaires were completed during two regular school hours. All
eligible students at each school completed the questionnaire at the same time, and refusers
remained in the same class room as participants. Students who were not present at school
during the testing period completed a questionnaire at a later session. The 3-year follow-up
interval reflects the usual duration of high school education in Norway. At T2, only 31%
(N=440) still attended high school. The remaining 69% received mailed questionnaires, thus
explaining the lower response rate at follow-up. A Sami version of the questionnaire was
available in the main Sami dialect. The North Norwegian Youth Study obtained prior
approval and consent from the Regional Medical Ethical Committee, the Norwegian Data
Inspectorate, the Ministry of Research and Education, the school authorities of the respective
counties, as well as from each school board. Details about the sample and procedure have

been described elsewhere (Kvernmo & Heyerdahl 2003b; 2004; Spein et al 2002; 2004).

Sample Characteristics
At T1, all high school students (15-21 years) in the study schools were invited to participate in
the survey (N=4,019). The overall response rate was 85% (N=3,417). There were 286 (7%)
who refused to participate, 260 (6%) who did not adequately complete the form for a variety
of reasons, and 56 students (1%) who withdrew from the study. Students from other ethnic
groups (N=33) and those who had incomplete identification numbers (N=25) were also
excluded.

At follow-up 2,947 of the students from T1 were invited to participate. Those who
were older than 22 years at T2 were not invited to participate (n=344). Furthermore, one
school did not participate at T2 because it had lost the participant list prior the follow-up

survey (n=126). The follow-up sample from the North Norwegian Youth Study consisted of



1,678 students (T2) with a response rate of 57 % and mean age 19.6 (SD 1.0) years. At
follow-up, only 31 % (440) attended state school, a fact that may have contributed to the low
response rate, as the majority received a mailed questionnaire. The present follow-up sample,
for which both T1 and T2 data were available, included 1,528 adolescents aged 18 to 22 years
(mean age at T2 (T1) was 19.8 (17.1)). Females comprised about 61 % (N= 926) of the
follow-up sample, and there were no differences in the mean age between the genders or
between the ethnic groups. The sample consisted of 363 (24 %) indigenous Sami (225 females
and 138 males; 62 % and 38 %, respectively) and 1,165 (76 %) majority subjects (701
females and 464 males; 60 % and 40 %, respectively). Those adolescents who were lost to
follow-up were at T1 significantly more likely to report non-parental living arrangements (e.g.
relatives, foster parents or boarding school), attend vocational studies, report being current
smokers and use cannabis during last 12 months, report lower mean scores on Somatic
complaints, Anxious/depressed Problems, Hopelessness and loneliness, and report higher
mean scores on Social Problems and Delinquent Behavior.

Table 1 shows the distribution of the overall sample and the variables under
investigation at T1 by gender and ethnicity. This table serves only descriptive purposes. At
T1, more girls reported general studies, suicidal ideation, previous suicide attempt, current
smoking, occasional alcohol intoxication and higher mean scores on Withdrawn, Somatic
Complaints, Anxious/depressed Problems, Thought Problems, Aggressive Behavior,
hopelessness, loneliness, maternal care and paternal overprotection. On the other hand, more
boys reported higher socioeconomic status and higher mean scores on perceived pubertal
timing, Delinquent Behavior and paternal care. More Sami adolescents reported general
studies, not having used cannabis during last 12 months and higher mean scores on age,

perceived pubertal timing, Withdrawn, Social Problems and loneliness, while more majority



adolescents reported frequent intoxication by alcohol and having higher mean scores on

paternal care.

Table 1 about here

Table 2 shows the distribution of sample characteristics in the overall sample at T2 by
gender and ethnicity. More girls reported suicidal ideation and higher mean score on
Withdrawn, Somatic Complaints, Anxious/depressed Problems, Social Problems and
hopelessness, while more boys reported living together with mother and/or father,
unemployment, cannabis use and higher mean score on Alcohol Consumption. More Sami
adolescents reported unemployment, being a parent and higher mean score on age, Withdrawn
and Delinquent Behavior, while majority adolescents reported higher mean score on Alcohol

Consumption.

Table 2 about here

Measures
Sociodemographic variables
Living arrangements At T1,living arrangements were classified as (1) Two-parent home

(biological parents), (2) Single parent home (living in a mother or father headed household),



(3) Parent/step-parent home (one biological parents and one step-parent), and (4) Non-
parental arrangements (e.g. relatives, foster parents or boarding school). At T2, living
arrangements were classified as (1) Living together with mother and/or father, (2) Living
alone or in communal living, (3) Living together with spouse/partner/boy- or girlfriend, (4)
Other arrangements (e.g. own children, military/initial service, extended family or relatives).

Type of education Type of education was classified as vocational and general
(theoretical) studies.

Socio-economic status  Socio-economic status (SES) was classified according to
International Standard Classification of Occupation, ISCO-88 (International Labour Office
1990), based on the profession of the parent with the highest occupation. Occupations were
recorded on a 5-point scale, ranging from upper class / higher administration (I) to primary
industry (V). In the analyses, SES was dichotomized into “High” (1-2) vs “Low” (3-5).

Unemployment Unemployment at T2 was measured with one question: “Have you
ever been unemployed?” (Yes/No).

Being a parent At T2, the following statement was used to measure whether or not
the adolescents had children: “Yes, I have .....(number of) children” or “No”. In the analyses
this variable was dichotomized into “Yes” vs “No”.

Ethnicity Ethnicity was classified as Sami or non-Sami/majority. Adolescents were
classified as Sami if one of the parent’s ethnicity was reported as Sami, if one of the
grandparents’s or if one of the parent’s languages was Sami (Kvernmo and Heyerdahl, 2003b;
2004). Because of fear of discrimination, many Sami avoid reporting their Sami background.
However, reporting language competence is not considered to be as stigmatizing as reporting
ethnic background. Therefore, classification based on self-reported ethnicity is shown to be

misleadingly low. As very few non-Sami speak Sami, language competence and parents’



ethnicity together are considered to be the most reliable measure of Sami ethnicity (Kvernmo

& Heyerdahl 1996).

Perceived pubertal timing

Perceived pubertal timing Pubertal timing was measured with one item (Alsaker 1992):
“When you look at yourself now, do you think that you are more or less physically mature
compared to others at your own age?”. The item was recorded on a 7 point scale ranging from

“much later” to “much earlier”.

Suicide attempts

Suicide attempts The question, “Have you ever tried to commit suicide?” was used to
measure prevalence of suicide attempts at T1 and T2. At T1 the response categories were
“Yes” and “No”, while at T2 the response categories were “No, never”, “Yes, one time”, and
“Yes, several times”. In the analyses the answers were categorized as “Yes” and “No”. Those
adolescents reporting suicide attempts at T1, and not at T2, were categorized as “Early suicide
attempters”, whereas adolescents’ reporting attempts both at T1 and during the study period
(at T2) were categorized as “Repeating suicide attempters”. Those adolescents who reported
their fist suicide attempt during the study period were categorized as “Late suicide
attempters”. The question “If you answered “yes” on C, how long is it since you last time
attempted suicide? ...... year ..... months”, was used to make a distinction between attempts

during the study period vs. attempts before T1.

Emotional/behavioral problems

Suicide ideation Suicidal ideation during the last six months was measured at T1 by item 91

on the Youth Self Report (YSR) (Achenbach 1991) and at T2 by item 91 on the Young Adult
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Self Report (YASR) (Achenbach 1990; 1997) by the statement, “I am thinking of ending my
life”. In the analyses, the item was categorized as “Yes” and “No”.

Emotional/behavioral problems The syndrome scales Withdrawn, Somatic
Complaints, Anxious/depressed Problems, Thought Problems, Delinquent Behavior and
Aggressive Behavior from the YSR and YASR were used in the analyses. The items, “I
deliberately try to hurt or kill myself” (18) and “T am thinking of ending my life” (91) were
removed from the Anxious/depressed YRS and YASR scales.

Loneliness Loneliness was measured at T1 by the question, “I feel lonely”, from the
UCLA Loneliness Scale, with scores ranging on a 4 point scale from “Never” to “Often”.
Loneliness was not measured at T2.

Hopelessness Hopelessness was measured at T1 and T2 with one item from Hopkins
Symptom Checklist: “Felt hopelessness thinking of the future”. The item was recorded on a 4
point scale ranging from “Not bothered at all” to “Bothered a lot”.

Substance use variables

Current smoking Current smokers were categorized as “Yes” (daily smokers and occasional
smokers) and “No”(never, experimenters and former smokers) (Spein ef al 2004) at T1 and
T2.

Alcohol intoxication/consumption Alcohol intoxication was measured at T1 by one
question concerning the preceding 12 months: “Have you had so much to drink that you felt
drunk?”. The question was recorded on a six-point scale ranging from “never” to “more than
50 times”. Adolescents reporting that they had been intoxicated more than 10 times were
categorized in the analyses as “Frequent alcohol intoxication”, “Occasional” (1-10) and “No”.
At T2, Alcohol Consumption during the preceding six months was measured by one question

from the YASR: “In the past 6 months, about how often have you been drinking alcohol?”.
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The question was recorded on a six-point scale ranging from “never” to “more than 21
units/glass per week”.

Cannabis use Cannabis use was measured at T1 by one question concerning the
preceding 12 months; “Used hashish or marihuana?”. The question was recorded on a six-
point scale ranging from “never” to “more than 50 times”. In the analyses the variable was
categorized as “No” and “Yes”. At T2 the question, “Have you ever used hashish or

marihuana?” (Yes/No), was used.

Parent-child relationship
Parental bonding Parental bonding was measured by means of the Parental Bonding
Instrument, a measure assessing the adolescents’ perception of the care and protection

provided by both parents (Parker et al 1979).

Statistical Analysis

Suicide attempters were compared to non-suicide attempters on all independent risk factors
for each group separately (early, late and repeated suicide attempters). Student t-tests were
performed for the continuous risk factors, and chi-square tests were performed for the
categorical risk factors. Fisher’s Exact Test was performed when the expected count was less
than five.

All significant risk factors in the univariate analyses were then included in a binominal
logistic regression analysis using forward conditional approach separately for early, late and
repeated suicide attempts. The interaction of age, gender and ethnicity were controlled for
separately in each suicide attempt group, and the following interactions were examined
among early attempters: SES x age, Anxious/depressed Problems x gender x ethnicity and

loneliness x ethnicity x gender at T1, and being a parent X ethnicity x gender, Withdrawn x
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gender and Delinquent Behavior x gender at T2. Among late attempters, loneliness x age and
maternal protection x age at were examined at T1 and Alcohol Consumption x age, Somatic
Complaints x gender and Anxious/depressed Problems x age at T2. Among repeating
attempters: suicide ideation x age, Withdrawn x age, paternal overprotection and age and
paternal care x gender at were examined at T1, and Alcohol Consumption x age at T2. Data

analyses were performed with the SPSS 14.0 software.

Results

In the overall sample, 10.4 % (n=155) of the adolescents reported previous suicide attempts at
T1. Among these attempters at T1, 81.3 % (n=126) did not report a re-attempt during the
study period (Early suicide attempters), whereas 18.7 % (n=29) reported a re-attempt during
the study period (Repeated suicide attempters). On the other hand, 1.7 % (n=24) reported a
first attempt during the study period (T2) (Late suicide attempters). The prevalence of suicide
attempts was in general higher for girls than for boys. However, significant gender differences
were found only among Early suicide attempters at T1 (Table 1 and Table 2). There were
significant ethnic differences in the prevalence of previous suicide attempts at T1, with a
higher prevalence of attempts among Sami adolescents than among their majority peers (14 %
vs 9.3 %). However, the significant ethnic difference was found only among females,
resulting in 18.7 % for Sami and 10.7% for majority Norwegians (3°=9.14, p. < .01). Among
the males, the differences were only minor (Sami 6.7 %, and for majority Norwegians 7.2 %)
(results not shown). Nevertheless, across all three suicide attempt groups, early, late and
repeaters, no ethnic differences were found in prevalence of suicide attempts between
indigenous Sami adolescents (10.5%, n=38; 1.7%, n=6; 2.8%, n=10) and their majority peers

(7.6%, n=88; 1.5%, n=18; 1.6%, n=19).



Early suicide attempters

Sociodemographic characteristics at T1/T2 and parent-child relationship at T1

Type of education and living arrangements were significantly associated with early
attempters. Early attempters were more likely to pursue vocational studies than general
studies (11.1 %, n=69 vs 6.6 %, n=56) (x*=9.61, p. < .01) and to live in non-parental
arrangements (e.g. relatives, foster parents or boarding school) at T1 (29.5 %, n=13)
(x*=31.98, p. < .001). Conversely, fewer early attempters than expected were living alone or
in communal living arrangements at T2 (5.5 %, n=24) (x*=13.72, p. <.01). On the other hand,
unemployment at T2 was significantly associated with early suicide attempts (42.6 %, n=52)
(x*=6.74, p. < .01), and those with early suicide attempts were also more likely to have low
socieconomic status (9.4 %, n=86) (x*=3.93, p. <.05). At follow-up, early attempters were
more likely to have become parents during the study period than were non-attempters (12.7
%, n=16 vs 4.5 %, n=60) (x>=15.84, p. < .001). At T1, early attempters also had significantly
Jower mean scores on maternal and paternal care and higher mean scores on paternal

overprotection compared to non-attempters (Table 3).

Table 3 about here

Emotional/behavioral problems and substance use at T1 and at T2
Although suicidal ideation was significantly associated with early suicide attempts at both T1
and T2, there was a remarkable decrease of 47% and 16%, respectively, in the prevalence of

suicide ideation during the study period, (Table 3 and 4). Current smoking, Alcohol
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intoxication/Consumption and cannabis use were all significantly associated with early
suicide attempts at T1 and T2 (Table 3 and 4). However, the results indicated only a slight
increase in the frequency of current smoking among early attempters during the study period.
Concerning Alcohol intoxication/Consumption, fewer early attempters (6.3 %, n=8) than
expected had never been intoxicated during the last 12 months at T1, and at T2, they had
higher mean score on consumption. Cannabis use was significant associated with early
attempters both at T1 (last 12 months) and T2 (lifetime prevalence). Although cannabis use
among non-attempters increased during the study period, from approximately 6 % to 15 %,
the increase among early attempters of approximately 17 % at T1 and 33 % at T2, was much
higher. At T1, perceived pubertal timing was significantly associated with early suicide
attemnpts, with suicide attempters reporting earlier pubertal timing compared to non-
attempters.

All applied YSR subscales, Withdrawn, Somatic Complaints, Anxious/Depressed
Problems, Social Problems, Thought Problems, Delinquent Behavior and Aggressive
Behavior, were significantly associated with early suicide attempts at T1, as were
hopelessness and loneliness (Table 3). At T2, only five YSR subscales, Withdrawn, Somatic
Complaints, Thought Problems, Delinquent Behavior and Aggressive Behavior, were
significantly associated with early suicide attempts (Table 4). Furthermore, during the study
period, early attempters decreased their mean scores on almost all continuous
variables/subscales, with the exception of Social Problems. The most striking decreases
among early attempters were seen on subscales Anxious/depressed Problems and Delinquent

Behavior.

Table 4 about here
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Risk factors associated with early suicide attempts at T1 and T2

In the logistic regression analyses, suicidal ideation, vocational studies, non-parental living
arrangements (e.g. relatives, foster parents or boarding school), current smoking, being
frequent intoxicated by alcohol, perceived pubertal timing and Anxious/Depressed Problems
by Sami ethnicity by female gender were all significant risk factors associated cross-
sectionally with early suicide attempts at T1. In addition, paternal care was a significant
protective factor associated with early attempters (Table 5). On the other hand, current
smokers, Alcohol Consumption, cannabis use, living together with spouse or partner,
Withdrawn by female gender and being a parent by Sami ethnicity by female gender were
significant risk factors associated cross-sectionally with early attempters at T2 (Table 5).
About 40 % of the Sami females who were parents at T2 reported a previous suicide attempt

at T1 (results not shown).

Table 5 about here

Late suicide attempters

Sociodemographic characteristics at T1/T2 and parent-child relationship at T1

Age was the only sociodemographic variable significantly associated with late suicide
attempts, with late attempters having lower average age than non-attempters both at T1 (16.6,

SD=0.8 vs 17.1, SD=1.0, t=2.9, p. <.05) and at T2 (19.3, SD=1.0 vs 19.8, SD=1.1, t=2.1, p. <
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.05). At T1, late attempters had significantly higher mean scores on maternal and paternal

overprotection compared to non-attempters. (Table 3).

Emotional/behavioral problems and substance use at T1 and at T2

Suicidal ideation was significantly associated with late suicide attempts at T2. During the
study period, suicide ideation increased from 17 % to approximately 60 % among late
attempters. Cannabis use was the only substance use which was significantly associated with
late suicide attempts at T1 and T2 (Table 3 and 4). Approximately one third of late attempters
reported cannabis use at T1 (last 12 months) compared to about 7 % among non-attempters.
Remarkably, at T2, cannabis use (lifetime prevalence) among late attempters had increased to
approximately 60 %. There was a trend toward higher prevalence of current smoking at T1
among late attempters than among non-attempters (57 % vs 37 %, p. 0.053). However,
corresponding with the trend found among early attempters, current smoking increased
slightly during the study period among late attempters.

At T1, only one YSR subscale, Aggressive Behavior, was significantly associated with
late attempters at T1, whereas at T2 several subscales were significantly associated with late
attempters; specifically, Withdrawn, Somatic Complaints, Anxious/depressed and Aggressive
Behavior, and hopelessness (Table 4). During the study period, late attempters increased their
mean scores on almost all these variables, with the most striking increases occurring for

Anxious/depressed Problems and hopelessness.

Risk factors associated with late suicide attempts at T1 and T2
For late attempters, cannabis use during the last 12 months and maternal overprotection were
the only significant risk predictors for suicide attempts during the study period (Table 5). On

the other hand, at follow up/T2, suicide ideation, lifetime prevalence of cannabis use and
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hopelessness were significantly associated cross-sectionally with late suicide attempts (Table

5).

Repeated suicide attempted

Sociodemographic characteristics at T1/T2 and parent-child relationship at T1
Unemployment was the only sociodemographic variable significantly associated with
repeating suicide attempts at follow-up, with repeating attempters being more likely to have
been unemployd than non-attempters (62.1 %, n=18 vs 31.1 %, n=397) (x*=12.50, p. <.001).
At T1, repeating attempters had a significantly lower mean score on maternal care compared

to non-attempters (Table 3).

Emotional/behavioral problems and substance use at T1 and at T2

Suicide ideation was significantly associated with repeated suicide attempts at both T1 and T2
(Table 3 and 4). The highest prevalence of suicide ideation was found among repeaters at T1,
with approximately 80 % reporting suicide ideation during the last six months. Although the
prevalence decreased to 52 % during the study period, it can still be considered high when
compared to the percentage for non-attempters at T2 (9 %). Current smoking at T2 was the
only substance use which was significantly associated with repeating attempters (Table 4).
The frequency of smoking increased remarkably among repeaters during the study period,
from 48 % to 72 % (Table 3 and 4). Although the repeaters were more likely to have used
cannabis during the last 12 months than non-attempters at T1, the increase in lifetime
prevalence of cannabis use during the study period among repeaters was minor compared to
early and late attempters. Moreover, at T2, repeating attempters had a lower mean score on

Alcohol Consumption than non-attempters.



All applied YSR subscales, with the exception of the Delinquent Behavior subscale,
were significantly associated with repeated suicide attemnpts at T1 (Table 3), while at T2 all
subscales, except from Thought Problems, were significantly associated with repeated suicide
attempts (Table 4). Hopelessness was significantly associated with repeaters both at T1 and
T2 (Table 3 and 4). Although repeaters’ mean scores on several variables/subscales decreased

during the study period, the scores for hopelessness and Aggressive Behavior were stable.

Risk factors associated with repeated suicide attempts at T1 and T2

Suicidal ideation by age (rising age increased the risk for suicide attempts) and Somatic
Complaints at T1 were significant risk predictors for repeated suicide attempts during follow-
up (Table 5). On the other hand, at T2, suicide ideation, unemployment and Delinquent
Behavior were significantly associated cross-sectionally with repeated attempts (Table 5). In
addition, there was a borderline association between hopelessness and repeated suicide

attempts at T2 (OR 1.5; 95 % CI1 0.99, 2.4).

Discussion

This longitudinal study examined variation between different types of suicide attempters
among ethnic diverse adolescents in Artic Norway. The finding that about 10 % of the
adolescents in the total follow-up sample reported a previous suicide attempt at T1 is
consistent with results from a representative national Norwegian sample (8.2%) (Wichstrem
2000), and from international studies which estimate that the lifetime prevalence of suicide
attempts in high-school-aged adolescents is between 3 % and 15 % (Lewinsohn et al 2001).
Consistent with other studies (Canetto & Sakinofsky 1998; Wichstram & Rossow 2002),
there were significant gender differences in lifetime prevalence of suicide attempts in the total

sub-sample at T1, with females more frequently reporting previous suicide attempts. At
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follow-up, 1.7 % of the total sample reported their first attempt (late attempters) during the
study period. The finding that about 19 % of the suicide attempters at T1 made a re-attempt
during the study period is consistent with other research, indicating that approximately 20 %
repeat their suicide attempts (Retterstel ef al 2002). However, the recent study by Greholt and
colleagues reported that almost half of the adolescents (43 %) repeated a suicide attempt
during the follow-up (2006). Compared to our finding the much higher prevalence of
repetition found in this study may be explained by a long follow-up period (8-10 year) and
that the study included adolescents hospitalized in medical wards after a suicide attempts.
The significant ethnic differences found in this sample of a higher prevalence of
suicide attempts among Sami adolescents than their majority peers at T1, is inconsistent with
recent cross-sectional results from The North Norwegian Youth Study (Silviken & Kvernmo
in press). However, the ethnic differences found in this follow-up sample are due to the high
prevalence of suicide attempts among Sami females. Although the prevalence found among
Sami girls was high in the initial total sample (14 %) (Silviken & Kvernmo in press), the
prevalence in this follow-up sample was remarkably higher than among their female
counterpart (about 19 % vs. 11 %, results not shown). One possible explanation for this
finding is that significantly more Sami adolescents reporting suicide attempts at T1
participated at follow-up (results not shown). However, the higher lifetime prevalence of
suicide attempts found among Sami females is consistent with another study among Sami in
Arctic Norway where a significant increase in suicide mortality was found for 15-24 years old
Sami females (Silviken et al 2006). Although the lifetime prevalence of suicide attempts
among Sami adolescents in general is relatively low (10.5 %) (Silviken & Kvernmo, in press)
compared to other indigenous peers (up to about 30 %) (Blum et a/ 1992; Kirmayer ef al
1996), the prevalence found among Sami females can be considered to be moderate when

compared to, for example, Greenlandic females (33 %) (Curtis et al 2006). On the other hand,

21



compared to a representative national Norwegian sample for females (10.4%), the percentage
for Sami females can be considered to be high. However, after controlling for other risk

factors in the multiple logistic analyses, this ethnic difference disappeared.

Suicide ideation

A main finding in our study was that suicidal ideation was one of the strongest risk factors
associated with suicide attempts across attempt groups. Among repeating attempters, long-
term suicidal ideation was revealed during the study period, whereas suicidal ideation was
only associated with early attempters at T1 and among late attempters at follow-up. The
interaction effect of suicidal ideation and age at T1 among the repeaters indicated that rising
age at T1 increased the risk for re-attempt during the study period. Moreover, the descriptive
data indicated that for both early and repeating attempters, suicide ideation decreased during
the study period (though the most pronounced decrease was among early attempters), while
suicide ideation increased remarkably among late attempters. Our findings emphasize the
important influence suicidal ideation has on suicide attempts. Suicidal ideation has been found
to convey uniquely important information for predicting future suicide attempts, even after
controlling for depression (Lewinsohn et a/ 1996). According to Lewinsohn and colleagues
(1996) suicidal ideation acts as a potentiator for suicidal behavior in a way that depression, by
itself, does not. Interestingly, the descriptive data in our study shows the same pattern for
Anxious/depressed Problems as for suicidal ideation; e.g., for early attempters, the mean
scores on Anxious/depressed Problems decreased during the study period, while they
increased among late attempters. Adolescents can be extremely depressed, but it seems that if
they do not exhibit suicidal ideation, then they are unlikely to make a suicide attempt

(Lewinsohn ef al 1996).
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Substance use
Another main finding in our study was the diverse patterns of substance use among the
attempters. While a comprehensive pattern of substance use were associated with early
attempters, especially at T2 (current smoking, Alcohol Consumption and cannabis use),
cannabis use was the only substance associated with late attempters, both prospectively at T1
and cross-sectionally at T2. In contrast to early and late suicide attempters, current smoking
was the only substance use associated with repeating attempters in the multivariate analysis at
follow-up. Our findings are consistent with studies that demonstrate that suicide attempts are
more likely to occur among adolescents who drink frequently or heavily (Shaffer & Pfeffer
2001) and among adolescents who use illicit drugs (Gould et al 1998, Beautrais et al 1999).
An interesting finding in our study was the prospective influence of cannabis use on late
attempters during the study period. Although cannabis use has increased in Norway during the
1990’s (Skretting 1996) and, at least experimental use, has become a normative life-event for
many westernized adolescents (von Sydow ef al 2002), the prevalence of cannabis use among
adolescents in Artic Norway is moderate (about 10 % 1994/95) (Kvernmo et al 2003a).
Therefore, cannabis use in Artic Norway can still be considered as deviant behavior,
suggesting that adolescents using cannabis may represent a marginalized group. Cannabis use
has been found to be more prevalent among individuals characterized by sociodemographic
disadvantage and disadvantageous childhood family circumstances (Beautrais ef a/ 1999).
Pedersen and colleagues (2001) found a strong linkage between early conduct problems and
subsequent cannabis use. According to social-interactional theory, early antisocial and
delinquent behaviors may lead to involvement with deviant peers who model and reinforce
various deviant behaviors, including substance use (e.g. Dishion ef al 1997). Moreover,

cannabis is most frequently used by adolescents as the first illicit use/”gateway drug”
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(Kingery et al 1999), indicating that early and late attempters are more vulnerable for
developing severe substance abuse in the future.

Although substance dependence is a well-documented risk factor for both attempted and
completed suicides among adolescents (Gould et a/ 1998; Beautrais 2000; Fergusson et a/
2000), even high alcohol consumption (binge drinking) without dependence can increase risk
for suicidal behavior (Greholt ef a/ 1997). Heavy alcohol consumption and suicidal behavior
may both serve as an immediate way of escaping an intolerant situation (Rossow ef al 1999).
Substance use has been found to have an effect on unplanned suicide attempts, but not a
significant effect on planned attempts (Borges ef a/ 2000). Since impulsiveness is one of the
main characteristics of adolescent suicide attempts (Williams & Pollock 2002), substance use
is a highly potent risk factor for suicidal behavior in adolescence. On the other hand, the
finding that repeating attempters had lower mean scores on Alcohol Consumption than non-
attempters at T2 is consistent with the pattern that low consumption of alcohol or substance
use may, for some subgroups of attempters, represent a risk indicator. Both Alcohol
Consumption and cannabis use were less prevalent among repeaters than among the other
suicide attempters at follow-up. Adolescents who are abstainers or drink less than their peer
counterparts have been associated with psychological maladjustment (Pape & Hammer 1996)
and characterized by poor sociability, feelings of insecurity, lack of popularity in school,
fewer friends and never having intimate conversations with friends (Leifman ef a/ 1995). In a
study by Graholt and colleagues, suicide attempters who drank less than the average
adolescent were clinically more depressed, and tended to isolate themselves (2000b). Our
findings may confirm the paradox, that both extremes, high and low prevalence of Alcohol
Consumption may represent a risk factor associated with diverse suicide attempters.

The finding that current smoking was significantly associated with early suicide attempts

both at T1, at follow-up, and among repeaters at follow-up, corresponds with findings from
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other studies (Tanskanen et al 2000; Mikikyrd et al 2004). Smoking behavior and regular
smoking, in particular among adolescents in Arctic Norway, are associated with risk-taking or
health compromising behaviors such as substance use, delinquency, and sexual behavior
(Spein et al 2004). Although the prevalence of current smoking was higher among all three
groups of attempters when compared to non-attempters, the prevalence increased noticeably
among the repeaters, with almost 70 % of the repeaters being current smokers at follow-up.
Studies have documented a positive relationship between smoking and suicidality and
between smoking and depression among adolescents (Haarasilta et al 2004) in non-clinical
(Tanskanen et al 2000) and clinical samples (Mikikyré ef al 2004). It is hypothesized that
smoking may function as “self-medication” to obtain relief from feelings of depression,
despair, impulsivity, and suicidality (Mékikyrd et al 2004). On the other hand, this “self-
medication” can lead to further substance abuse, which can thus increase the risk for
depression (Lerman ez al 1998). However, at present, there is no evidence to confirm a causal
relationship between smoking and suicidal behavior. Thus, the relationship could mediate the
presence of other risk factors that may, in turn, increase the risk of suicidality (Mikikyrd et al

2004).

Emotional and behavioral risk factors associated with suicide attempters.

A central finding in our study was the variation in patterns of internalizing problems
associated with the diverse suicide attempters. The only risk factor of internalized character
found among early attempters at T1, except for suicidal ideation, was the interaction of
Anxious/depressed Problems with Sami ethnicity and female gender (discussed below).
However, at T2 we found a cross-sectional interaction effect among early attempters between
Withdrawn and female gender in multivariate analyses. This finding is consistent with the

general impression in suicidological research showing that social isolation is a risk factor for
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suicidal behavior. On the other hand, our finding is inconsistent with a community based
study from Sweden among younger adolescents (7-9 grades) (Ivarsson et al 2002). In the
Swedish study, high score on YSR subscale Withdrawn was negatively associated with
suicide attempts, indicating that withdrawal was a protective factor. However, this finding
does not necessarily imply that withdrawal is a protective factor in late adolescence and
among young adults. A related finding was reported in a community-based study among
American adolescents, where socially isolated females were more likely to have suicidal
thoughts than their male counterparts, but where the social network variables that shaped
suicidal ideation failed to predict suicide attempts (Bearman & Moody 2004).

The finding that suicide ideation and hopelessness were associated with late and
repeating attempters at follow-up (a trend was suggested for hopelessness among repeaters),
may indicate that both groups are characterized by depressive symptoms. The most striking
increases among late attempters during the study period were, in fact, seen on
Anxious/depressed Problems and hopelessness, while repeaters reported high and stable
scores during the study period. Our findings are consistent with the notion that depression and
hopelessness affect adolescents with suicidal ideations more frequently than non-suicidal
peers (de Man & Leduc 1995; Kumar & Steer 1995). Although depression is a major risk
factor for suicidal behavior, hopelessness is a key psychological variable mediating between
depression and suicidal behavior (Dieserud ef a/ 2001) that has been found to be a core issue
in the suicidal adolescent’s wish to die (Greholt ef al 2000b).

In contrast to the early and late attempters, prospective risk factors associated with
repeaters at T1 indicated problems primarily of an internalized nature, specifically, suicide
ideation by age and Somatic Complaints. Somatic complaints, without medical origin, are
considered to be a physical expression of an emotional disturbance (Chapman 2005), and

youth with frequent somatic complaints have higher rates of depressive symptoms (Dopheide
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2006). According to Terre and colleagues (2003), is it unclear whether somatic complaints
represent a component of depression or whether somatic complaints independently increase
the risk of developing depressive symptoms in the future. However, somatic complaints have
been found to predict subsequent symptoms of depression, but only in women (Terre et al
2003). Consistent with this finding, Egger and colleagues (1999) found that somatic
complaints in adolescence were associated with depression and anxiety disorders in females
and disruptive behavior disorders in males. Although females are more likely to report
somatic symptoms than their male counterpart during adolescence (Aarg ef al 2001), we
didn’t find any interaction effect between Somatic Complaints and gender in our study.
Furthermore, the impression from the descriptive data is that suicide attempters in general had
higher mean scores on Somatic Complaints. It could be that attempters have more somatic
symptoms than non-attempter. However, another hypothesis could be that somatization is a
way of experiencing and communicating distress, provided that attempters are less able to
verbalize their emotional problems. Descriptive data in our study showed that repeaters had
high mean scores both on Anxious/depressed Problems and also on Social Problems,
confirming the impression that repeaters lack social competence or have problems regarding
interpersonal relationships.

Since depression is one of the most important risk factor associated with suicidal
behavior among adolescents, is it interesting that Anxious/depressed Problems did not
appeared as a significant risk factor, with the exception of in the interaction effect between
Sami ethnicity and female gender among early attempters at T1. This finding could be
explained by the fact that this scale measures both anxiety and depressed problems, making it
harder to find an association between depression and suicide attempts. However, we don’t
find this argument plausible. First, several studies have showed that anxiety disorder and

depressive disorder in general co-occur in children and adolescents (Verhulst ef a/ 1997;
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Costello et al 2003). A Dutch study, using the YSR in a general population sample of young
adolescents, found that only very small numbers of individuals had mainly anxiety or mainly
depression, and most (99 %) had comorbid symptoms (van Lang et a/ 2006). Next, the role of
depression as related to suicide risk may not be as direct and simple as it seems (Tomori &
Zalar 2000). Woods and colleagues (1997) have hypothesized that suicide attempts among
adolescents may be more closely associated with risk and problem behaviors, than with
depression and psychiatric indicators. In their study, smoking, substance use and sexual
behavior were associated with suicide attempts. The results from our study support these
findings regarding the significance of smoking and substance use. On the other hand, several
studies suggest that externalizing behavior problems and internalizing symptoms often coexist
in adolescence (e.g. Lewinsohn et al 1995; Ivarsson et al 2002). Our descriptive data showed
a similar pattern, with attempters having significantly higher mean scores on several
internalizing and externalizing subscales both at T1 and T2 as compared to non-attempters. In
addition, delinquent behavior was associated cross-sectionally with repeaters at T2, with the

attempters comprising most internalizing association at T1.

Development of emotional/behavior problems and substance use during the study period.

An interesting finding in our study was the different developmental trajectory of risk factors
found among suicide attempters. Early attempters reported high mean scores at T1 on several
risk factors; however, with the exception of Social Problems, they were characterized by a
decrease in mean scores on almost all YSR scales and hopelessness at follow-up. The most
striking decreases among early attempters were seen on subscales Anxious/depressed
Problems and Delinquent Behavior. However, the decrease in emotional/behavior problems
among early attempters at follow-up didn’t reached the level of non-attempters. Although the

results from T2 can give an impression of an enhanced psychological well-being among early
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attempters, past suicide attempt is not an isolated problem (Lewinsohn ef al 1996).
Adolescents who have made a previous suicide attempt show problematic functioning even
though the attempts may have occurred several years earlier. The finding that a
comprehensive pattern of substance use was associated with early suicide attempters at
follow-up, may indicate that this group is at risk for developing future substance abuse and/or
emotional/behavior problems. Additionally, non-parental livings arrangements at both T1
(e.g., relatives, foster parents or boarding school) and at T2 (living with spouse/partner) were
associated with early suicide attempts. The finding that non-parental living arrangements
increased the risk of suicide attempts is in accordance with other studies among adolescents
from non-intact homes (Beautrais 2000; Greholt ef al 2000a; Garnefski & Diekstra 1997). On
the other hand, the finding that paternal care was a protective factor among early suicide
attempters at T1, confirms the significance of adequate parental care during adolescence.
The descriptive data indicated that late attempters primarily had high scores on substance
use and externalizing behavior at T1, and that internalizing problems first started to increase
during the study period, reaching the level found among early attempters at T1. The cross-
sectional association with suicidal ideation and hopelessness at T2 confirmed this pattern of
increased depressive symptoms/internalizing problems. The finding that maternal
overprotection was a significant predictor for late suicide attempts at T1, may indicate that
late attempters’ substance use and externalizing behavior increased parental worries and
overprotection. On the other hand, maternal overprotection may be an indicator of an
authoritarian parenting style, that is characteristic of demanding and controlling parents who
are neither responsive nor warm (Adalbjarnardottir & Hafsteinsson 2001). Studies from
Iceland and Norway, found that an authoritarian parenting style was associated with
adolescent substance use (Adalbjarnardottir & Hafsteinsson 2001; Clausen 1996). In our

study, descriptive data at T1 indicated that late attempters in general reported that their
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perceived pubertal timing was “just like others”, but compared to the other attempters, late
attempters had the lowest mean score (indicating a later perceived pubertal timing). The
finding that early pubertal timing was significantly associated with early suicide attempters at
T1, may confirm the hypothesis that adolescents reporting their first attempt at T2 were “late
starters” due to lower mean age and later pubertal timing at T1. Hence, this may suggest that
late attempters were protected against suicide attempts at T1 and that the risk first started to
increase during the study period. The timing of pubertal maturation has, in general, a strong
influence on mental health and has been found to affect females and males differently, with
early-maturing females and late-maturing males having more psychological problems and
disorders (Graber et al 1997). In a study by Wichstrem, a linear effect of perceived early
pubertal timing was found among girls, whereas both late- and early-developed boys were at
risk for suicide attempts (2000). However, in our study there was no significant interaction
effect between gender and pubertal timing.

Although repeaters’ mean scores on several variables decreased slightly during the
study period, the general impression from the descriptive data was that repeaters had a stable
pattern of high scores at T1 which sustained during the follow-up period. The finding that
unemployment was associated cross-sectionally with repeated attempters at follow-up, may
confirm a negative trajectory with problematic functioning and poor adjustment. According to
findings from a study by Beautrais and colleagues, the association between unemployment
and suicide attempts is non-causal and appears to arise from the correlation that exists
between unemployment and psychiatric disorder (1998). With these findings in mind, the
results found for repeaters in our study may reflect that repeaters had an increased risk of
impaired mental health and socio-economic disadvantage as compared to other attempters. A
possible explanation is that repeaters may already have developed chronic psychiatric

morbidity and psychological dysfunction. Even more distressing, a past history of suicide
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attempts represents the strongest known risk factor for future suicide attempts and

completions (e.g. Marttunen ef al 1992).

Ethnic specific associations
The interaction effect between Anxious/depressed Problems, Sami ethnicity and female
gender found among early suicide attempters at T1, is in accordance with cross-sectional
results from the initial total sample (Silviken & Kvernmo in press). On the other hand, this
finding is inconsistent with results showing that there are no significant ethnic differences in
Anxious/depressed Problems between Sami adolescents and their majority peers (Heyerdahl
et al 2004). However, adolescent females in Arctic-Norway have, in general, higher scores
than males on YSR Total Problems, the Internalizing syndrome scales and Attention
Problems, and Sami females have even higher scores (Heyerdahl ef al 2004). Beiser and
Edwards (1994) claimed that girls dealing with acculturation were at a higher risk for
problems than boys. However, this was not supported in the study by Kvernmo and
colleagues (2003a), as acculturation attitudes and ethnic identity predicted fewer problems in
fernales than in males. The interaction effect of Anxious/depressed Problems, Sami ethnicity
and female gender may be explained by within group variation among Sami females. Sami
females residing in the southern area (areas with low density of Sami) have the highest rate of
problem behavior when compared to Sami adolescents residing in medium and high density
areas (Kvernmo et al 2003a). Moreover, Sami adolescents residing in the southern area have
the highest lifetime prevalence of suicide attempts (Kvernmo et al 2003a), and the rate was
especially high among Sami females (19 % at T1 in the total sample, 30 % in the follow-up
sample, result not shown).

The other ethnic-specific association found in this study was the interaction effect

between being a parent with Sami ethnicity and female gender associated with early

31



attempters at follow-up. There are, in general, many factors associated with adolescent
pregnancy, including early sexual intercourse debut (Scott-Jones & Turner 1998), sexual
abuse (Saewcy et al 2004) and other high-risk behaviors such as substance use (Rome et al
1998). Although teenage pregnancy is in general considered to be obstetrically and socially
undesirable, there exist considerably regional, social and ethnic differences (van Enk et a/
2000). The finding that more Sami adolescents in the total sample were parents at follow-up is
consistent with other findings showing that adolescent pregnancy is more common among
indigenous people and minority groups than among majority groups (Quinlivan & Evans
2002; Rome et al 1998). The underlying causes of adolescent pregnancy may be different in
different countries and cultures, and there is little knowledge of the factors specific to Sami
culture for adolescent pregnancy.

Limitations

There are several limitations in this study. First, suicide attempt was based on self-reports, and
no validation was used. However, the survey method (self-administration questionnaire), the
setting (at school and post-enquete) and the degree of anonymity are factors that may have
increased the validity of self-reported suicide attempts. A serious limitation with the present
study is that the survey did not investigate the method used, seriousness of injury or whether
there was intent to die. Furthermore, a high percentage of suicide attempters at T1 (72 %) did
not report their previous suicide attempt at T2. There may be several possible explanations for
this underreporting of retrospective self-report data, such as reinterpretation, shame, lack of
frankness and the severity of the suicide attempt itself. Due to long the follow-up period in
our study, adolescents may not remember or may minimize the significance of the previous
attempt. Self-report questionnaires are, in general, subject to recall bias, and sensitive
information may be even more vulnerable to this type of bias. Furthermore, adolescents in our

study may have re-defined their previous suicide attempt as a stupid/foolish or non-serious act

32



as they get older. Suicide attempts may also be perceived as a sign of weakness and as a
feminine act, something which could make males more vulnerable to underreporting suicide
attempts (Canetto and Sakinofsky 1998). However, underreporting among males is
considered to be a minor problem in anonymous questionnaires (Wichstrem and Rossow
2002).

The wide confidence intervals found for several variables in this study, are most likely
due to small groups, especially among late and repeating attempters, and great individual
variance within the groups. Furthermore, the small number of subjects in our study evokes
limited statistical power to detect weak but important associations. Several of our measures
were quite brief (e.g., hopelessness and loneliness) and were assessed through single items
which were extracted from larger scales. Therefore, little is known about the reliability of
these single items. Additionally, since cannabis use was dichotomized, it was not possible to
look at the prevalence of cannabis use, nor to look at whether use was experimental or on-
going. However, even experimental use of cannabis at this age may be an important indicator
of maladjustment. Another limitation with our study is that the study is based on univariate
and bivariate methods of analyses, overlooking the effect of combined influence of several
separate risk factors. However, univariate relations may provide valuable information
regarding the role of specific variables, albeit in isolation (Lewinsohn ef a/ 1996).

There were no significant differences between follow-up respondents and non-
respondents regarding lifetime prevalence of suicide attempts at T1. However, since non-
respondents (T2) tend to be characterized with several risk indicators at T1, including non-
parental living arrangements (e.g. relatives, foster parents or boarding school), attending
vocational studies, being current smokers, ever using cannabis, and having higher mean

scores on Social Problems and Delinquent Behavior, the absence of these adolescents in the
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study may have resulted in an underestimation of the number of suicide attempts during the

study period.

Clinical and prevention implication

Assessment of previous and current suicidal behavior (ideation and attempts) should be an
important component of the intake procedure in clinical practice. In addition, health care
providers should have a special focus on key psychological variables mediating between
depression and suicidal behavior, such as suicidal ideation and hopelessness. Since both
substance use and suicidal behavior may serve as inadequate problem solving strategies, an
important objective is to explore negative cognitions concerning attempter’s ability to solve
future problems (Jeglic et a/ 2005). Furthermore, in suicide risk assessments, clinicians should
be responsive to the critical function substance use has for suicidal adolescents.

Increased awareness of warning signs of suicidality and the development of
appropriate ways of responding to adolescents in distress are two important aspects of suicide
prevention. Unfortunately, an important barrier to treatment of suicidality in adolescence may
be the failure of the traditional gatekeepers to child and adolescent mental health care, parents
and teachers, to recognize adolescent suicidality (Thompson et al 2006). Increased
competence among gatekeepers in recognizing suicidality is necessary in order to overcome
this barrier (e.g., Applied suicide intervention skills training, Living Works Education.
www livingworks.net). Help-seeking behavior among adolescents is another important
prevention target. Studies have shown that the majority of suicidal adolescents never contact
mental health services (e.g. Groholt er al 1997), and that adolescents appear to rely upon
informal help-seeking, such as support from family and friends, rather than professional
services (Rickwood & Braithwaite, 1994). Consequently, mental health services have a

special responsibility to make their services more accessible and attractive to young people;
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for example, adolescents should have easy access to the treatment facilities, they should be
able to admit themselves for treatment, and they should be able to receive treatment in their
local communities. Furthermore, health providers working with indigenous and/or other
cultural minorities should emphasize a culturally sensitivity approach. Ideally, professionals
would have either indigenous/minority background or native language competence, or would
have formal education in culture competence, including knowledge about the past- and

present-day history of the culture and life.

Conclusions

This longitudinal study revealed diverse patterns of associated risk factors and prognoses for
suicide attempters. Although an important finding from this study was that repeaters had long-
term emotional and behavioral problems, all types of suicide attempters should be taken
seriously. Appropriate treatment is necessary both to increase psychological well-being and to
prevent future suicidal behavior among attempters. Much attention has been given to the high
suicide rates among young indigenous males, however, clinicians working in Sami areas
should also be aware of the high prevalence of suicidal behavior among young Sami females.
Further research is necessary to examine within group differences in prevalence of suicidal

behavior and associated risk factors among Sami adolescents.
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Table 1

Distribution of sample characteristics by gender at T1

Total sample Females Males Effect of
(n=1,528) (r=926) (n=602) Gender  Ethnicity
Variables at T1 N % n % n %
Ethnicity 0.4
Sami 363 24 225 24 138 23
Non-Sami 1165 76 701 76 464 77
Type of education 314™ 5.2
General studies 880 58 587 64 293 49
Vocational studies 642 42 337 37 305 51
Living arrangements 7.0 4.5
Two-parent 1084 71 638 69 446 75
Single parent 227 15 141 15 86 14
Parent with partner 164 Il 109 12 55 9
Non-parental arrangements 45 3 33 4 12 2
Socioeconomic status 5.1 1.8
High 498 35 284 32 214 38
Low 943 65 595 68 348 62
Suicidal ideation 87" 0.4
No 1267 84 748 82 519 88
Yes 240 16 166 18 74 13
Previous suicide attempts ( T1) s 6.1°
No 1335 90 785 87 550 93
Yes 155 10 13 13 42 7
Early suicide attempts ( T1) 78" 3.1
No 1402 92 835 90 567 94
Yes 126 8 91 10 35 6
Current smoking 7.7° 3.0
No 942 63 544 60 398 67
Yes 552 37 359 40 193 33
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ane

Alcohol intoxication 6.8 20.1

No 310 20 181 20 129 21

Occasional 687 45 441 48 246 41

Frequent 531 35 304 33 227 38
Cannabis 0.2 9.17

No 1417 93 862 93 555 93

Yes 09 7 64 7 45 8

Mean SD Mean SD Mean SD t

Age 17.05 1.0 171 1.0 170 1.0 0.6 2.3¢
Pubertal timing 1.8 07 1.7 0.7 19 08 3.6 2.0°¢
Withdrawn 43 22 46 22 38 22 6.5 4.6
Somatic Complaints 33 3.0 39 31 22 24 1247 0.2
Anxious/depressed Problems 65 4.7 75 5.0 49 39 15" 0.7
Sacial Problems 24 1.8 24 18 24 1.8 04 3.9°¢
Thought Problems 22 23 24 23 20 22 3.9 0.4
Delinquent Behavior 48 2.8 47 27 50 28 24 1.7
Aggressive Behavior 9.0 48 92 44 86 52 2.0° 1.4
Hopelessness 1.8 09 19 09 1.6 08 8.0 0.5
Loneliness 20 09 22 09 18 0.9 9.1 3.2™
Maternal care 32 06 32 06 3.1 0.5 2.1 12
Matemal overprotection 20 06 2.0 0.6 2.0 0.6 -0.1 0.1
Paternal care 29 06 28 07 3.0 0.6 41" 2.0
Paternal overprotection 19 06 20 06 1.9 0.5 3.3 0.1

Notes: * p. <.05;""p. < .01;""p<.001 SD: Standard deviation. * General studies: Sami > majority. ® Frequent intoxication:
Sami < majority. “Never used cannabis: Sami > majority. 9 Higher mean score Sami > majority. “Higher mean score Sami <

majority.
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Table 2

Distribution of sample characteristics by gender at T2

Total sample Females Males Effect of
(n=1,528) (n=926) (n=602) Gender  Ethnicity
Variables at T2 N % n % n % N
Living arrangements 753 3.8
Mother and/or father 520 34 250 27 270 45
Living alone/communal living 452 30 293 32 159 27
Spouse/partner 339 22 260 28 79 13
Other arrangements 204 14 117 13 87 15
Being parent (T2) 8.1" 7.8
No 1437 95 860 93 5717 97
Yes 82 5 62 7 20 3
Unemployment 14.87" 18.457"®
No 972 67 619 71 353 61
Yes 478 33 254 29 224 39
Suicidal ideation 4.56' 0.16
No 1359 90 814 89 545 92
Yes 148 10 102 11 46 8
Late suicide attempts ( T2) 1.1 0.2
No 1504 98 909 98 595 99
Yes 24 2 17 2 7 1
Repeated suicide attempts (T1/T2) 2.9 1.9
No 1499 98 904 98 595 99
Yes 29 2 22 2 7 1
Current smoking 1.22 2.38
No 890 59 531 58 359 61
Yes 621 41 388 42 233 39
Cannabis 6.26" 3.30
No 1246 83 776 85 470 80
Yes 263 17 142 16 121 21
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Mean SD Mean SD Mean SD t

Age 198 1.1 198 1.1 198 1.1 0.3 47"
Alcohol Consumption 28 11 26 1.0 3113 89" 277
Withdrawn 3.7 23 39 23 33 22 5.2 3.7
Somatic Complaints 3.1 28 39 3.0 20 21 1457 0.5
Anxious/depressed Problems 52 45 60 48 40 38 9.0"" 0.3
Social Problems 25 1.8 26 1.9 23 1.8 3.07 1.4
Thought Problems 1.8 1.9 L9 1.9 1.8 19 1.2 -1.1
Delinquent Behavior 24 17 23 1.6 25 1.8 -1.8 247
Aggressive Behavior 75 45 77 44 72 48 1.7 1.1
Hopelessness 1.7 09 1.8 09 15 07 75" 07

Notes: " p. <.05; p. <.01 ;**p <.001 SD: Standard deviation. ® Unemployment: Sami > majority ® Higher mean score:

Sami > majority. ©Higher mean score: Sami < majority.
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Table 3

Cross-sectional and prospective influence of risk factors at T1 on suicide attempters

Early attempters Late attempters Repeating attempters Non-attempters
(T1) (T2) (T1/T2) (TI/T2)
=126 n=24 n=29 n=1349

Variables at T1 % () ¥ % (n) % (m) g % (n)
Suicidal ideation 114.4™ 0.8 1149
Yes 47 (59) 17 4 79 (23) 12 (154)
Current smoking 3517 49 2.5
Yes 61 (76) 57 (12) 48 (14) 34 (450)
Alcohal intoxication 21.57 45 2.4
Never 6 (8 4 (1) 10 (3) 22 (298)
Occasional 45 (57) 54 (13) 48 (14) 45 (603)
Frequent 48 (61) 42 (10) a1 (12 33 (448)
Cannabis 223 226" 3.3
Yes 17 21) 29 (D 14 (4 6 (77

Mean SD t Mean SD t Mean SD t Mean SD
Pubertal timing 33 -0.3 -1.6

47 13 44 1.1 48 14 43 1.2
Withdrawn 5.0 0.3 -4.7°"

53 26 40 1.7 62 24 41 2.1
Somatic Complaints -5.4™ 0.1 4.5

48 3.6 3.0 29 6.1 3.7 30 2.8
Anxious/depressed 6.6™" 0.7 5.5

94 5.6 6.7 3.9 1.4 52 6.1 4.5
Social Problems 3.6 2.1 2.6

30 1.9 19 1.3 33 1.9 24 18
Thought Problems 3.7 0.9 2.2

3.0 25 17 22 33 27 22 22
Delinquent Behavior 6.5 2.3 2.2°

64 3.0 62 3.3 59 3.0 46 27
Aggressive Behavior 4.8 2.6 2.3

11.0 50 109 3.9 11.0 5.4 87 4.7

50



Hopelessness

Loneliness

Matemal care

Matemal overprotect

Paternal care

Paternal overprotect.

2.1

2.4

3.0

2.1

2.6

2.1

1.0

0.7

0.6

0.7

0.6

2.4

-1.8

43

2.0

32

24

28

22

0.9

0.6

0.6

0.7

0.7

0.2

0.1

0.7

2.4

2.9

2.8

23

2.5

2.1

0.9

0.9

0.8

0.9

0.7

2.5

-1.8

20

2.0

3.2

2.0

2.9

0.9

0.9

0.6

0.6

0.6

0.5

Notes: " p.<.05;,"p. <.01;" p <.001
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Table 4

Cross-sectional influences of risk factors at T2 on suicide attempters

Early attempters Late attempters Repeating attempters Non-attempters
(T1) (T2) (TUT2) (T1/T2)
n=126 n=24 n=29 n=1349
Variables at T2 % m ¥ % () x % (n) % (n)
Suicidal ideation 9.9 7927 7.8
Yes 16 (19) 58 (14) 52 (15) 8 (100)
Current smoking 30.1°" 4.1 141"
Yes 63 (78) 58 (14) 72 (21 38 (508)
Cannabis 259" 33.0°" 2.1
Yes 33 (41) 58 (14) 25 (D) 15 (201)
Mean SD t Mean SD t Mean SD t Mean SD
Alcohol Consumption 2.5 -0.6 0.8
31 1.4 29 1.2 26 1.2 28 L1
Withdrawn 2.7 427" 2.7
42 25 52 1.8 47 22 3.6 2.3
Somatic Complaints 33" 3.0" 34"
41 35 47 28 48 3.0 3.0 27
Anxious/depressed -1.9 4.6 4.5
6.5 5.2 108 5.5 100 5.2 55 4.7
Social Problems -1.7 -1.6 2.2
2.8 2.1 30 1.9 317 24 1.8
Thought Problems 2.97 4.4 -1.9
23 20 3.6 2.1 2.5 20 1.7 1.8
Delinquent Behavior 30" 0.8 3.8
29 1.9 26 20 3.6 1.9 23 1.6
Aggressive Behavior 3.5 33" 32"
89 5.0 105 4.9 10.7 5.8 72 4.4
Hopelessness -1.9 4.9 -3.8"
1.8 1.0 27 L1 25 1.2 1.6 08
*p.<.05;,"p. .01, p <.001
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Table 5

Risk factors associated cross-sectional and prospective with suicide attempters at Tl and T2*

Early suicidal attempters (T1)°

Variables at T1 OR  95%CI Variables at T2 OR  95%ClI
Suicidal ideation 47 29,78 Cannabis 2.1 13,34
Anxious/depressed Problems by 12 11,127 Children by Sami ethnicity by 9.1 32,2577
Sami ethnicity by female gender female gender
Current smokers 1.7 10,28 Current smokers 1.8 12,297
Frequent alcohol intoxication 42 151177 Alcohol consumption 13 1.0,15
Living arr., Non-parental arr. 49 18,1327 Living arr., Spouse/partner 1.7 10,29
Vocational studies 1.7 10,27 Withdrawn by female gender 1.1 10,12
Paternal care 0.7 0.4,09
Perceived pubertal timing 12 10,15

Late suicidal attempters (T2)"
Cannabis 7.1 2.6,19.8" | Suicidal ideation 8.0 30,216
Maternal overprotection 2.4 12,49 Cannabis 44 18,1077
Hopelessness 1.9 12,307
Repeated suicidal attempters (T1-T2)°
Suicidal ideation by age 12 1.1, 1.3 | Suicidal ideation 62 25,156
Somatic Complaints 12 1.1,14™ | Current smokers 29 11,75
Unemployment 28 12,63
Delinquent Behavior 13 L1, L7

Notes: OR: Odds ratio. Cl: Confidence interval. " p. <.05;"p. <.01;"" p < .001

* All variables and interaction effects significant in the univariate analyses were included in the logistic

regression analyses.

® Totally, n=1,226 cases were included in the logistic regression analysis at T1 and #=1,286 cases at T2.
“ Totally, n=1,301 cases were included in the logistic regression analysis at T1 and n=1,274 cases at T2.

d Totally, n=1,243 cases were included in the logistic regression analysis at T1 and »=1,219 cases at T2.
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Questions about Sami ancestry
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Semé simegicl-tovetain mubbe beel'de Vedlegg 3

(Skjoma med samiek tokst ph neste side) Appendiz 3
Statistisk Sentralbyrd Tilleggsslkjema
Ovlu-Dop. Konfidensialt

Folke- og boligtelling 1. november 1970

i lota b lso av 12. {sbruar 1970 gitt med hjemmel i: 1) lov or 2 av 28, spril 1807 § 5, jir. Btortingota vodiak sy
14, november 1960 og 3) lov nr. | ar 16. janvar 1970 § 5, jtr. kgl ros. sv semnmo dato.

Hovedpersonen 1 leilighston (sller hoved sted. Oppg vil bli behandlst strengt konfidnasinl
fortrodar) ma sargo for ot maot blir ﬁt Bt for hrer Tolloren tar teuabe .
person | tillegg til personek; . De som enskor dot, lovers utfylt sijema i Yokdost
K mA vawe kiart for avlevering saumasn med de konvolutt.

andro skjomeene mandag 2. november.

Ettomown, {ornavn, msllomnava Fodscledato og -&r Bkriv ilie har

. Persannr.

Gatofvei, ar. ollor bostodets nevn “Kretsnr.

Paststed Kommane Lellighetanr.

1. Var saunisk dot feretc sprik som personsn soly snakiet? 1

{8ntt kryes i ruten fomn riktig svar)

of
For barn sum ennd ikke har lmrt A snakko, skal dot suttes 1w
kryes for Ja darsora samisk antan & bl dot fursie talesprilont.
I motastt fall seites krym for Nel.

1] s
2, Var swuisk dot forate sprik som minst éa sv personens focoldre Py D Nel
snakikot? (Bott kryas)
3 [ Vet ikks
1 0 s
3. Var samisk det forwte sprik som minst &n av porsonens beats- o 1 Nei
foroldro sunkket? (Sett kryma)
3 [T Vet ikke
10 nm
4. ter pursonsn aet selv sam same? (Sett kryus) 2 Nei
{?‘:r“\!ldm oljor Abd::rlomtte avgjer om barn onder 15 Ar akal a
reguso som samo. 3 [[] OUailker
4 [T pnaker ikke & svaro

Mork: Bam éa av uldens akal fyllea ub. Grendahl & Hen, Oslo,






The North Norwegian Youth Study:

Questionnaire in Norwegian 1994-95
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Sperreskjema til urigdom 1 Norge

Dette spprreskjemaet gar ut til 10.000 ungdommer i hele Norge. Hensikten med underspkelsen er d fi bedre
kunnskap om hvordan det er G vokse opp og veere ung i Norge i dag. Vi pnsker d vite mer om unges behov, gnsker
og livssituasjon. Det er ogsd en mdlsetting d fé fram kunnskap som kan bidra il a styrke ungdomspolitikken i
Norge.

Bak underspkelsen stér Program for ungdomsforskning (UNGforsk) og Universitetet i Tromsg. UNGforsk er
opprettet av Norges forskningsrad i samarbeid med Ungdomsseksjonen i Barne- og familiedepartementet.

Vi hdper at du vil fylle ut dette skiemaet. Hvis det er noen spprsmadl du synes er for personlige, eller som du ikke
vil svare pd, sd kan du hoppe over dem. Men vi vil helst at du svarer pa alle sporsmdlene.

Dette er en frivillig underspkelse. Det betyr at du ikke behgpver & vare med. Dersom du gnsker & trekke deg fra
undersokelsen senere, sé gi beskjed til skolen. Skolen vil sé gi oss ditt kodenummer slik at svarene dine kan bii slettet.

Alle svarene vil vare konfidensielle. Det betyr at ingen vil fa vite hva akkurat du har svart.

De fleste stedene setter du et kryss i den ruta som passer for deg. Noen steder stdr det bare prikker. Da ma du skrive
ut svaret selv.

Nar du har fylt ut skjemaet, legger du det i den konvolutten du har fitt utlevert og limer den igjen selv.

I neste time fér du et skjema til. Det skal fylles ut pd samme mdten, og skal ogsa legges inn i en konvolutt i slutten
av timen.

Takk for hjelpen!
Vennlig hilsen

Lars Wichstrgm Siv Kvernimo

goodon

UNGFORSK ABUP

Program for Ungdomsforskning Avd. for barne- og undgomspsykiatri Program for Utdnnningsforsknin_g

Gaustadalléen 21, 0371 Oslo 3 Fagomradet medisin Gaustadalléen 21, 0371 Oslo 3
TIf.: 22 95 84 01 - Fax: 22 60 44 27 UiTe Tif.: 2295 84 11 - Fax: 22 60 44 27

TIf.: 77 64 59 30 - Fax: 77 64 59 40



Er du jente eller gutt? O Jente

O Gutt
Hvor gammel er du? Jeg er . AT
Er du pé skole eller i jobb 0 Jobb [ Skole O Annet, hva ..o
Dersom du gar pa skole, hvilket . O Grunnkurs
klassetrinn gar du pa? O Videregaende kurs I

[0 Videregaende kurs II
O Delkurselev

Hvilken studieretning gir du pa? O Allmenne fag
[0 Handels- og kontorfag
[0 Handverks- og industrifag
O Husflids- og estetiske fag, duoddji
[J Husholdningsfag
O Idrettsfag
[0 Helse- og miljefag
O Fiskerifag
O Sjofartsfag
O Landbruksfag og naturbruk, reindrift
O Tekniske fag
O Annet (SKIiv hva): ..o

Hvilken sprakklasse gikk du i pd ungdomskolen? [0 Norsk
O Samisk
[0 Annen, hvilken, .

Hva er 1. sprak pa skole na? O Norsk
[ Samisk
O Annet, hvilket,

Er du fedt i Norge? 0O Ja
O Nei
Hvor lenge har du bodd i Troms/Nordland? [ Hele livet
(stryk det som ikke passer)
.ar
Hvor kommer foreldrene dine fra? Mor
[J Norge

O Annet land, nemlig

Far
[J Norge
O Annet land, nemlig......

Er du adoptert fra et annet land? 0O Ja
[ Nei



Hvem bor du sammen med hjemme?

O Mor og far
O Mor
] Far

O Mor/far og hennes/hans nye samboer eller
ektefelle

O Omtrent like mye hos mor og far
(3J Fosterforeldre

[J Besteforeldre, andre slektninger
O Annet (skriv hva): ... ..

Hvor bor du under skolegang eller arbeide?

0O Hjemme
O Besteforeldre, andre slektninger
O Bor pa hybel, internat el.

O Annet (skriv hva):

Hva er din hjemkommune?

Hvilken ungdomskole gikk du pa?

Hvor mange sasken har du?

Jeg har s e e, (@NEAID) s@sken

Hyvilke yrker har foreldrene dine?

Skriv tittelen pa yrket, kort hva de driver med,
og om de er i arbeid for tiden, om de jobber
heltid eller deltid. Er far eller mor hjemme-
veerende eller trygdet, sa skriv det ogsa. Er noen
av foreldrene dine dode, vil vi gjerne at du
nevner det ogsa.

Er far i arbeid na?

O Ja, heltid

O Ja, deltid

O Arbeidsles

OO0 Hjemmevaerende

O Trygdet

0 Géar pa skole, kurs, el
O Far er dod

Yrket til far:

Skriv kort hva han gjor pa jobben: ...

Er mor i arbeid na?

O Ja, heltid

O Ja, deltid

O Arbeidsles

O Hjemmevarende

O Trygdet

O Gar pa skole, kurs, e.l.
0 Mor er ded

Yrket til mor:

Skriv kort hva hun gjer pa jobben: ...



Hvis du bor eller har bodd sammen med bare en
av foreldrene dine, hvor mange ar har dette vart
tilsammen? Antall ar

Hva slags utdanning har faren og moren din? Sett s mange kryss som passer:

Far Mor
7-arig grunnskole (eller kortere) P Od Od
Ungdomsskole/realskole ... . ... ... O 0O
Videregdende almenfaglig (gymnas). .. . ... O O
Videregdende yrkesfaglig (yrkeskole).. ... ...... 0O O
Fagopplaring innen handverk, industri, landbruk
el s 5 RSO O 0O
3-arig hayskole (lzerer, sykepleier, distriktshog-
skole, €L) oo O O
Universitet eller annen langvarig utdanning ... .. O O
Annen utdarining ................................................ Od Od
Usikker/vet ikke......................... . R O 0O
Hvor hgy tror du at du er? cm
Hvor mye tror du at du veier? kg

Hvis du tenker tilbake pa den siste uka — de siste 7 dagene — hvor mye har du veert sammen med andre
voksne enn foreldrene dine? Med «voksne» mener vi folk over 25 ar. Ikke regn med leerere som du er sammen
med i skoletida. Regn heller ikke med voksne som du bor sammen med, selv om de ikke er foreldrene dine.
Prov & huske omtrent hvor mange timer du har veert sammen med voksne den siste uka.

Ingen- Under 1—2 2—3 4—6 Mer enn

ting 1 time  timer timer timer 6 timer

Idrettsledere, trenere. .. . RRUUR O O O 0O [ O
Fritidsklubbledere, utekontakt ... ... ... . 0O ] Od d O Od
Naboer . .. . . ; A O O 0O 0O O 0O
Voksne som leder fritidsaktiviteter (utenom fri-

tidsklubb og ikke lerere) . e 0 O O O O O
Lzerere utenom skoletid A O O O O [} 0O
Slektninger .. N R O O O O O
Andre voksne TSRO o+ v ereee e etres . O O [ O a 0

Hvor ofte pleier du 4 dra ut av lokalmiljeet i fri- ([ 4 ganger pr. uke eller oftere
tida for a treffe andre ungdommer, eller gjore O 2—3 ganger pr. uke

ting p4 egen hind? [J Ca. en gang pr. uke
O Ca. en gang hver 14. dag
0 Ca. en gang pr. maned eller sjcldnere



Nedenfor er endel spersmal omkring hvor forneyd du er med kroppen din og utseendet ditt.

Hvor forneyd eller misforneyd er du med:

Sveert Ganske lkke

mis- mis- helt Sveert
forneyd forneyd forneyd Forneyd forneyd
ANSIKE e O O O O O
Hoftene og baken 0 O O O O
Magen O O O O O
Bryst . O O O O O
Musklene O O O O ]
Vekten ..........ccooieene O O O O O
Hoayden ...........oocoooeeiioiie i O O O O O
Hvor pen eller kjekk tror du klassekameratene O Sveert pen/kjekk
synes du er? O Ganske pen/kjekk
O Vanlig
O Litt lite pen/kjekk
O Sveert lite pen/kjekk
Vil du si om deg selv at du er: O Sveert tykk
O Ganske tykk
O Omtrent som andre
O Ganske tynn
O Sveert tynn
Nedenfor er en del utsagn om mat og spisevaner. Kryss av for hva som passer deg.
Alltid Ofte Sjelden Aldri
Jeg er opptatt av & bli tynnere............. oo O O O 0O
Jeg prover d holde diett ... O O O O
Jeg foler ubehag etter at jeg har spist satsaker ’ O O O O
Jeg trimmer for & g4 ned i vekt..................... O O O O
Jeg kaster opp etter at jeg har spist ... O O O O
Nar jeg forst har begynt a spise, kan det vaere
. vanskelig & StOpPPe ... O O 0 O
Jeg bruker for mye tid til & tenke pAd mat........... O O O O
Jeg foler at maten kontrollerer livet mitt.............. O O 0 O
Nar jeg spiser, skjeerer jeg maten opp i sma biter O O O O
Jeg bruker lengre tid enn andre pa et maltid........ O O 0 O
Andre menncsker synes at jeg er for tynn......... O O O O
Jeg foler at andre presser meg til & spise O O O O



Har du planer om 4 ga pa skole eller studere O Vet ikke om jeg vil ga videre

etter at du er ferdig med videregdende skole? 3 Nei, jeg vil ikke ga videre
(] Ja, men jeg vet ikke pa hvilken skole
O Ja, jeg har planer om 4 ga pa

e (v slags skole)

Hvor mange timer bruker du gjennomsnittlig pr. ~ [J Gjer ikke eller nesten aldri lekser
dag pa lekser? O Mindre enn Y2 time

O 1 time

O 1—2 timer

0O 2—3 timer

O 3—4 timer

(0 Mer enn 4 timer

Hvis du hadde fatt deg en jobb na, ville du 0O Ja
heller jobbe enn 4 ga pa skolen? O Nei
Hvilke to jobber cller yrker tror du det er mest Farste plass:

sannsynlig at du har nar du er 40 4r? Selv om du
slett ikke er sikker, s& skriv det du tror eller gjet-

ter pa. Annen plass: ...
Hvor sikker er du pa det du har satt opp pa [0 Sveert sikker
forste plass? O Ganske sikker

O Ikke sikker

Her er det beskrevet en del handlinger som har 4 gjere med brudd pa regler i skole og samfunn. Andre spers-
mal gjelder ting som er ulovlig eller pa grensen til det ulovlige, men som mange allikevel gjer.

Har du veaert med pa/gjort noe av dette det siste dret — de siste 12 minedenc?

1 2—5 6—I10 10—50 Mer cnn
Aldri gang ganger pganger ganger 50 ganger

Hatt en voldsom krangel med en leerer? ...... ... O ] Od (] O Od

Blitt sendt ut av klasserommet? ......... ... .. 0O O O O O (]
Stjalet penger eller ting fra noen i familien din?.. O O 0O 0O O O

Tatt saker til en verdi av mindre enn 500 kr. fra

butikk eller kiosk uten 4 betale? ... .. .. .. O O Od ] O Od
Bannet til en leerer? . . .. O O O (] | O

Med vilje adelagt eller knust vindusruter, buss-

ruter, telefonkiosker, postkasser eller lignende?. . O Od d Od d 0

Blitt innkalt til rektor for noe galt du har gjort? O 0O 0O 0O O (]

Lurt deg fra a betale pa kino, buss, tog eller

lignende? . e ... O (] O O O (]
Skulket skolen? . 0O (] (] (] O O



Vert borte en hel dag uten at foreldrene dine
visste hvor du var, eller hvor du sa at du var et
annet sted enn du var i virkeligheten? ...................

Kjort bil eller motorsykkel uten fererkort?
Stjalet bil cller motorsykkel? ...
Stjalet noe til en verdi av mer enn tusen kroner?

Gjort heaerverk eller skade for mer enn tusen
Kroner? ..o

Brutt deg inn for & stjele noe? ..

Veert i slasskamp hvor du har brukt vapen (f.eks.
Kniv)? o e,

Slatt eller truet med a sla noen? . .

Veert i kontakt med politiet pa grunn av noe
ulovlig du har gjort? .. :

Drukket s& mye at du har felt deg tydehg berus-
€7 i

Brukt hasj eller marihuana? . .

Sniffet?

Brukt andre narkotiske stoffer som kokain, LSD,
morfin, amfetamin, heroin eller noe annet?

Hvis du svarte ja, hvilke stoffer var det?

O O O ] O O
O O O O O O
O O O O O O
O O O O O O
O O a O a
O O O O O O

Hvis du skulker skolen noen gang, hva er den vanligste grunnen til at du gjer det? Sctt bare ett kryss for den

viktigste grunnen.

O Jeg skulker aldri

O Lererne behandler meg urettferdig

O Jeg blir mobbet av andre elever

(O Det er bortkastet tid & veere pa skolen
O Jeg greier ikke & henge med i timene

O Av og til har jeg mer lyst til & gjore noe annet
enn 4 ga pa skolen

O Jeg forbereder meg til praver eller gjer annet
skolearbeide

O Andre grunner, nemlig........

Sist du skulket skolen, hvordan tilbrakte du tida? Sett kryss for det som passer best.

O Har aldri skulket
O Alene
OO Sammen med andre som ogsa skulket

O Sammen med andre ungdommer som ikke gir pa
skolen

O Annet, skriv hva:




Nedenfor kommer en del utsagn om hvordan en kan forholde seg til sin egen og andres kultur. I hvilken grad
er du enig med de folgende utsagn?

(Sett ring rund!t det tallet som passer best) Helt enig Helt uenig
Jeg foretrekker bare 4 ha norske venner . 1 2 3 4 5

Jeg foretrekker bare vestlig (norsk, engelsk,

amerikansk) musikk 1 2 3 4 5

Jeg bryr meg ikke om hvilken mat jeg spiser 1 2 3 4 5

Jeg foretrekker ikke &4 ha venner 1 2 3 4 5

Jeg foretrekker 4 ha bade samiske/kvenske/finske
(strek under alternativet som passer deg) og

norske venner : 1 2 3 4 5
Jeg onsker a tilhere bade norske og samiske/

kvenske/finske lag og foreninger 1 2 3 4 ]
Jeg vil helst spise norsk mat 1 2 3 4 5
Jeg onsker bare & tilhere norske lag og foreninger 1 2 3 4 5
Jeg vil helst spise bade norsk og samisk/finsk/

kvensk mat ...........ooooiiiiiiii 1 2 3 4 5
Jeg foretrekker bade vestlig og samisk/finsk/

kvensk musikk ... L 2 3 4 5

Etter min mening ber vi leere bade norsk-/
verdenshistorie og samisk/kvensk/finsk historie

Pa skolen ..o 1 2 3 4 5
Jeg foretrekker bare samisk/kvensk/finsk musikk 1 2 3 4 5
Jeg foretrekker 4 ha bare samiske/kvenske/finske

venner U 1 2 3 4 5
Jeg foretrekker ikke noen form for musikk ........ o1 2 3 4 5
Jeg onsker ikke A tilhere noen forening eller lag i

det hele tatt ; et aeeeeenneeanranens 1 2 3 4 5
Etter min mening ber vi lere bare norsk-/

verdenshistorie pd skolen . ... 1 2 3 4 5

Selv om jeg lever i Norge, synes jeg at jeg bar
leve som same/finlender/kven ... ... 1 2 3 4 5

Etter min mening ber vi ikke lzere hverken norsk-/
verdenshistorie eller samisk/finsk/ kvensk historie

pd SKolen ... 1 2 3 4 5
Siden jeg bor i Norge, er det best jeg lever som

norsk ... T, 1 2 3 4 5
Jeg ensker a tilhere bare samiske/kvenske/finske

lag og foreninger ST 1 2 3 4 5

Jeg setter like stor pris pa 4 leve som norsk og
same/kven/finlender AR 1 2 3 4 5

Jeg har vanskeligheter med 4 bestemme meg for
om jeg vil leve som same/finlender/kven eller
som norsk . . e 1 2 3 4 5

Etter min mening ber vi leere bare samisk/ '
kvensk/finsk historie pa skolen .................... 1 2 3 4 5



Hvor ofte gjor do falgende?

Nesten Nesten
aldri alltid
Jeg spiser i hovedsak vestlig mat 1 2 3 4 5
Jeg lytter helst til vestlig musikk I 2 3 4 5
Det spiller ingen rolle hvilken musikk jeg lytter til 1 2 3 4 5
Jeg vil si at jeg for det meste lever som norsk 1 2 3 4 5
Det spiller ingen rolle for meg hvilken mat jeg
spiser . . 1 2 3 4 5
Jeg vil si at jeg for det meste lever bade som
norsk og same/finlender/kven, . 1 2 3 4 5
Jeg lytter bade til vestlig og til samisk/kvensk/
finsk musikk . : ; ! 1 2 3 4 5

Jeg vil si at jeg for det meste lever som same/
finlender/kven ... . . L R 1 2 3 4 5

Mesteparten av tiden vet jeg ikke hvordan jeg
lever (cller hva jeg lever som)

Jeg spiser i hovedsak samisk/finsk/kvensk mat
Jeg lytter helst til samisk/finsk/kvensk musikk

—_ e e -
NN NN
W W W oW
LR
[ R IRV

Jeg spiser bade norsk og samisk/kvensk/finsk mat

Nedenfor kommer en del spersmal om sprék og kulturell tilharighet. Kryss av det som passer for deg sa godt
du kan.

Stemmer  Stemmer Stemmer  Stemmer
sveert ganske Ikke ganske sveert
godt godt sikker darlig darlig
Jeg oppfatter meg som:
Norsk 0O a [} 0O O
Samisk . ] 0 0 O (]
Kvensk .. s O O O a a
Finsk 0 O O O 0O
Annet, beskriv hva. ... ... O (I 0 a 0O

Jeg tror andre (venner, naboer el) oppfatter meg som:

Norsk . | 0O O 0 0O
Samisk . O (I 0 O ]
Kvensk [} ] ] | [
Finsk W] O | a O
" Annet, beskriv hva . O d (] O O
Hvilket sprak snakkes mest hjemme? . .. 0 O O O g
Norsk 0 [ ] O (]
Samisk 0 0O 0 () O
Kvensk . O O 0 (I} a
Finsk O a O O O
Annet, beskriv hva. .. ... ] 0 (] 0 0



Med vennene mine vil jeg helst snakke:
Norsk .
Samisk
Kvensk
Finsk

Annet, beskriv hva

O a O O a
a a O a O
a O O a a
O ] a 0 O
O a O a a

Kryss av for ett eller flere alternativ etter som det passer.

Bestcforeldrene mine pa farsiden snakker:

Bestemor Bestefar

O Norsk O Norsk

O Samisk [0 Samisk

O Kvensk O Kvensk

O Finsk O Finsk

O Annet, hva............ 0 Annet, hva ___.

Mor snakker:

J Norsk

(O Samisk

O Kvensk

O Finsk

O Annet, beskriv hva

Hjemme har jeg leert folgende sprak:
O Norsk

O Samisk

O Kvensk

[J Finsk

O Annet, beskriv hva......

Besteforeldrene mine pa morsiden snakker:

Bestemor Bestefar

[0 Norsk O Norsk

[d Samisk O Samisk

O Kvensk O Kvensk

O Finsk (O Finsk

O Annet, hva ... e O Annet, hva ..o

Far snakker:

(O Norsk

O Samisk

O Kvensk

O Finsk

O Annet, beskriv hva .. ...

P4 skolen har jeg leert:

O Norsk

O Samisk

O Kvensk

OO Finsk

O Annet, beskriv hva............

Hvor viktig mener du de nedenfornevnte momentene vil veere for deg for 4 oppfylle ditt eget idealbilde?

Sveert Noe Lite Ikke

viktig Viktig viktig viktig viktig
Fysisk styrke ... O O O O O
Ro i kritiske situasjoner ... ... .................... O (] (] O O
Spenst/hurtighet ......................... ... .. a O O 0O 0O O
Vaere et positivt forbilde for andre ... . .. O O 0 O O
Fysisk utholdenhet .......................... ... . a a O O (]
‘Klare sEg selv/veere uavhengig ... ... | O (] 0O O
Orienteringssans, finne fram (feks. ute i naturen) O ] a O O
Vare «SLJerney ...................ccociiiii L O l O O O
Ha egenskaper som andre onsker seg.................... O (] O O O



Nedenfor er en del beskrivelser som ungdommer har gitt av seg selv. Les hvert utsagn, og angi i hvor stor
grad det passer pa dinc cgne tanker og felelser. Dersom et utsagn har flere ledd, angi din reaksjon pa utsagnet
som helhet. Skriv den bokstaven som best beskriver deg i ruten (il venstre for spersmalet.

A = Helt enig B = Ganske enig C = Enig D = Litt enig E = Ganske uenig F = Helt uenig

- Det finnes mange slags mennesker. Jeg utforsker fremdeles alle muligheter for 4 finne de vennenc jeg

onsker & ha.
Av og til deltar jeg i fritidsaktiviteter nar jeg blir spurt, men det er sjelden jeg prover noe pa egen hand.

Jeg foler meg ikke helt sikker pa politikk fordi alt forandrer seg sa fort. Men jeg mener det er viktig &
ta stilling i politiske saker.

Jeg prover fremdeles 4 finne ut hva jeg duger til som menneske, og hvilke yrker som passer for meg.

- Det kan veere s& mange grunner til at man blir venner, men jeg velger mine venner pa grunnlag av

bestemte verdier og likheter som jeg mener er viktig.

Det finnes ikke en bestemt fritidsaktivitet jeg foretrekker — jeg prever forskjellige for 4 finne en jeg
virkelig kan like.

Jeg tenker ikke mye pd politikk. Synes ikke det er sarlig interessant.

.. Jeg har nok tenkt p4 mange forskjellige yrker, men jeg har aldri egentlig vaert i tvil etter at foreldrene

mine sa hva de @nsket.

.. Mine foreldre vet hva som er best for meg nar det gjelder hvem jeg bar ha som venner,

.. Jeg har bestemt meg for en eller for flere fritidsaktiviteter etter & ha vurdert flere, og jeg er godt forngyd

med dem.

Jeg er ikke sa veldig opptatt av 4 finne det rette yrket — en hvilken som helst jobb er OK. Jeg flyter liksom
med stremmen.

.. Jeg har ikke noen virkelig nzere venner, og er heller ikke pa jakt etter noen akkurat na.

.. Av og til deltar jeg i fritidsaktiviteter, men foler ikke behov for noe 4 holde pA med regelmessig.

.. Det finnes s& mange forskjellige politiske partier og meninger. Det er vanskelig a slutte seg til noe for

jeg har tenkt grundig igjennom sakene.

Jeg har tenkt fram og tilbake, og na vet jeg hva slags jobb jeg vil satse pa.

.. Jeg velger bare venner som mine foreldre ville kunne godta.

... Jeg har alltid forettrukket de samme fritidsaktiviteter som mine foreldre og har egentlig aldri vurdert noe

annet.

.. Jeg har gransket mine politiske holdninger og funnet ut at jeg er enig med mine foreldre pé enkelte

punkter og uenig pa andre.



. Mine foreldre bestemte for lenge siden hvilket yrke som passer best for meg, og jeg retter meg etter det.
Jeg har hatt en god del forskjellige venner, og ni vet jeg hva jeg ansker a legge vekt pa hos mine venner.

Jeg har provd mange forskjellige fritidsaktiviteter, og har funnet en eller flere jeg virkelig liker & holde
pa med.

.. Jeg er ikke helt sikker pa hvor jeg star politisk, men jeg forseker & finne en plattform som passer for meg.
.. Det tok tid & finne ut av det, men na vet jeg hvilket yrke jeg ensker a satse pa.
....... Jeg har ingen nzre venner. Foretrekker 4 gli inn i mengden.

.. Jeg har forsekt meg pa forskjellige fritidsaktiviteter og haper pA den maten a finne en eller flere jeg vil
fortsette med.

.. Jeg har aldri hatt et sterkt nok politisk engasjement til 4 ta ordentlig stilling.
Jeg synes det er vanskelig 4 bestemme seg for et yrke. Det finnes s& mange spennende muligheter.

....... Jeg vet ikke hva slags venner jeg foretrekker. Jeg praver i gjere meg opp en mening om hva vennskap
betyr for meg.

.. Jeg har fatt de fleste fritidsinteressene fra mine foreldre, og har vel egentlig ikke forsekt meg p noe annet.

.. Jeg har ikke funnet ut hvilket yrke jeg vil ha i fremtiden, og jeg bare tar det som tilbys inntil jeg finner
noe bedre.

.. Mine foreldre har alltid hatt sine politiske og moralske holdninger om abort, barmhjertighetsdrap og slike
saker, og jeg har bestandig veert enig.

Hvor mange poeng hadde du da du gikk ut av
ungdomsskolen? Antall poeng:

12
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Na kommer en del spersmal om deg og loreldrene dine. Hvis du bare eller nesten bare er sammen med den
ene av dem, si ta bare hensyn til den av foreldrene du er sammen med. Noen av dere vil ogsa bo sammen
med en voksen som ikke er en av foreldrene. Du kan da avgjee selv om du vil regne han eller henne som en
av foreldrene.

Nedenfor er endel utsagn ungdommer kan gi om seg selv og sine foreldre (voksne de bor sammen med.) Vi
vil be deg om 4 krysse av i den ruten som passer best pa situasjonen hjemme hos deg.

Stemmer Stemmer

Stemmer ikke ikke
Stemmer Stemmer ganske Stemmer seerlig i det
helt godt godt omtrent godt hele tatt
Foreldrene mine pleier & vite hvor jeg er og hva
jeg gjor i helgene . . .. O O O O O O
Foreldrene mine vet ganske godt hvem jeg er
sammen med i fritida . .. . . ... g - O O O O O
Foreldrene mine kjenner de fleste av de vennene/
venninnene jeg er sammen med i fritida...... ....... O C O O O O
Foreldrene mine pleier & vite hvor jeg er og hva
jeg gjor pa hverdagene ... ... ... ..o O O O O O O
Foreldrene mine liker de fleste av de vennene/
venninnene jeg er sammen med i fritida .. ... ...... O O O O O O
Det er viktig for foreldrene mine 4 vite hvor jeg
er og hva jeg gjor i fritida .. ... O O ] O O O

Nedenfor er det beskrevet forskjellige mater ungdommer kan ha opplevd sine foreldre pa i oppveksten. Kryss
av for hva som stemmer for deg.

Stemmer Stemmer Stemmer Stemmer
svaert ganske ganske sveert
godt godt darlig  darlig

Far har likt at jeg har tatt mine egne beslut-

MHNEET .o O O 0 [
Far har latt meg bestemme ting selv............ . .... ] O ] O
Far har forsekt & kontrollere alt jeg har gjort . .... a O 0O (]

Far har behandlet meg som om jeg var yngre enn

Far har vaert overbeskyitende
Far har ikke snakket noe seerlig med meg. .........

Far har veert kjaerlig mot meg...............................

OoO0o00aonD
0 0O0DaO
00000
O0O0O0OoOog

Far har forstatt mine problemer og bekymringer ..

Far har ikke hjulpet meg sd mye som jeg har

EPIIBE ..ot e . O O (] (]
Far har ikke forstatt mine behov og ensker .......... O O O O
Mor har likt at jeg har tatt mine egne beslut-

BIMBET .o [ O [} N
Mér har latt meg bestemme ting selv............ O O O O
Mor har forsekt 4 kontrollere alt jeg har gjort O O O O



Mor har behandlet meg som om jeg var yngre

ENN JEE € e e O O O (]
Mor har veert overbeskyttende . ... O O O O
Mor har ikke snakket noe szrlig med meg........... O O O O
Mor har veert kjeerlig mot meg..................coooee. O O O O
Mor har forstitt mine problemer og bekymringer O O O O
Mor har ikke hjulpet meg sa mye som jeg hér
trengl ..o . O O O O
Mor har ikke forstatt mine behov og ensker O O O O
Har du en fast kjeereste? O Ja, jeg har en kjeereste na

[J Nei, men jeg har hatt kjeereste tidligere

O Nei, jeg har aldri hatt fast kjsereste
Har du noen gang hatt samleie? 0O Ja O Nei

Hvis du svarte ja, hvor gammel var du da du
hadde samleic forste gang? Jeg VAr s ar

Hvor mange har du hatt samleie med til sammen
(antall partnere)?

1. Omtrent hvor mange neere venner har du?
0O Ingen a1 O 2 eller 3

2. Omtrent hvor mange ganger i uken er du sammen med dem?
O Mindreenn I (O 1 eller 2 O 3 eller mer

O 4 eller flere

Sammenliknet med jevnaldrende, hvor bra synes du at du:

Darligere Omtrent likt Bedre
a. Kommer overens med dine sesken? O O a
b. Kommer overens med andre barn/unge? O O (]
¢. Kommer overens med foreldrene dine? O O (|
d. Gjer ting pa egen hand? O O O
Aktuelle skoleprestasjoner
O Jeg gér ikke pa skolen Langt under Under Over
gj.snittet/ gjennom- Gjennom- gjennom-
si stryk snittet snittlig snittet
a. Norsk O (] O O
b. Matematikk (] O O (]
c. Engelsk O [ O O
d. Samisk a (] O O
Andre fag (TeKS. €. ooeveooooeeoees oo snens oo O (| O O
i‘;:“;‘:“f‘;gﬁ f. 0O 0O O O
fransk, tysk) g. O 0 0 O

w



Her er en liste over egenskaper som barn og ungdom kan ha i sterre cller mindre grad. For hver egenskap som passer
pd deg nd cller siste 6 maneder, ber vi deg sette en ring rundt 2 hvis beskrivelsen passer bra eller ofte. Sett en ring rundt
1 hvis beskrivelsen passer til en viss grad eller iblant. Hvis beskrivelsen ikke passer pi deg, sett en ring rundt 0. Vennligst
svar sa godt du kan pa alle spersmalene selv om noen ikke passer pa deg.

0 = Passer ikke

1 = Passer til en viss grad eller iblant

2 = Passer bra cller ofte

0
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1. Jeg oppforer meg som yngre enn det jeg er

2. Jeg er allergisk (notér mot hva og hvordan
det arter seg):

3. Jeg krangler mye

4. Jeg har astma

5. Jeg oppferer meg som det motsatte kjonn
6. Jeg liker dyr

7. Jeg skryter

8. Jeg har vanskelig for 4 konsentrere meg eller
veere oppmerksom

9. Jeg har tvangstanker, fikse idéer (beskriv):

10. Jeg har vanskelig for & sitte stille

11. Jeg er for avhengig av voksne

12. Jeg foler meg ensom

13. Jeg foler meg forvirret, eller som i en take
14, Jeg grater mye

15. Jeg er ganske erlig

16. Jeg er slem mot andre

17. Jeg dagdremmer mye

18. Jeg prover 4 skade meg selv med vilje eller
har forsekt a bega selvmord

19, Jeg prever & fd mye oppmerksomhet

20. Jeg edelegger mine egne ting

21. Jeg edelegger ting som tilhorer andre

22. Jeg er ulydig overfor foreldrene mine

23. Jeg er ulydig pa skolen

24, Jeg spiser ikke s godt som jeg burde

25. Jeg kommer ikke overens med andre unge

26. Jeg har ikke skyldfoelelse etter 4 ha gjort noe
jeg ikke burde

27. Jeg blir lett sjalu og misunnelig pd andre

28. Jeg er villig til 4 hjelpe andre nar de trenger
hjelp

29. Jeg er redd for visse dyr, situasjoner eller ste-
der utenom skolen (beskriv): ......ooenee.

30. Jeg er redd for a ga pa skolen

3L Jeg er redd for 4 tenke eller gjere noc galt
32. Jeg foler jeg ma veaere perfekt

33. Jeg foler at ingen er glade i meg

0 1 2 34 Jeg foler at andre er ute etter meg
0 1 2 35.Jeg kjenner meg mindreverdig eller under-
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legen
36. Jeg slar meg mye, ulykkesfugl
37. Jeg kommer ofte i slagsmal
38. Jeg blir ofte ertet

39.Jeg henger sammen med kamerater som
kommer opp i brak

40. Jeg herer ting som ingen andre er i stand til
4 hore (beskriv): .

41. Jeg handler uten 4 tenke

42, Jeg liker & veere alene

43. Jeg lyver eller jukser

44, Jeg biter negler

45. Jeg er nerves eller anspent

46. Jeg har nervese bevegelser eller rykninger
(beskriv):

47. Jeg har mareritt om natten

48. Jeg blir ikke likt av andre unge

49, Jeg kan gjere enkelte ting bedre enn de fleste
unge

50. Jeg er for redd eller engstelig

51. Jeg foler meg svimmel

52.Jeg har for mye skyldfolelse

53. Jeg spiser for mye

54. Jeg foler meg oversett

55. Jeg er overvektig

56.Kroppslige plager uten kjent medisinsk
drsak:

a. Smerter eller vondt

b. Hodepine

c. Kvalm, foler meg uvel

d. Plager med eynene (beskriv): ...

e. Utslett eller andre hudplager
f. Magesmerter

g. Brekninger, kaster opp

h. Annet (beskriv): ...

57.Jeg kan g4 lgs pa andre med lugging, slag
eller spark.



= Passer ikke

1 = Passer til en viss grad eller iblant

2 = Passer bra eller ofte
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kroppen min (beskriv): ...

59.Jeg kan vaere ganske hyggelig
60. Jeg liker & gjore nye ting
6. Jeg gjor det darlig pa skolen

62. Jeg er klosset og har darlig samordning av
bevegelsene mine

63. Jeg vil heller vaere sammen med unge som er
cldre enn meg enn dem pa min egen alder

64. Jeg vil heller veere sammen med unge som
er yngre enn meg enn med dem pa min
egen alder

65. Jeg nekter & snakke
66. Jeg gjentar visse handlinger om og om igjen,
tvangshandlinger (beskriv):

67. Jeg remmer hjemmefra
68. Jeg skriker mye

69. Jeg er hemmclighetsfull og holder ting for
meg selv

70. Jeg ser ting som ingen andre synes i stand til
4 se (beskriv): ... ...

71. Jeg blir lett flau eller forlegen

72. Jeg tenner pA — lager brann

73.Jeg er flink med hendene mine

74. Jeg gjor meg til eller spiller bajas

75.Jeg er sjenert

76. Jeg sover mindre enn de flest unge

77. Jeg sover mer enn andre unge om dagen
og/eller om natten (beskriv): ...

78. Jeg har god fanatsi
79. Jeg har talevansker (beskriv): ...

80. Jeg star pa rettighetene mine

81. Jeg stjeler hjemme

82. Jeg stjeler borte, utenfor hjemmet

83. Jeg samler pa ting som jeg ikke har bruk flor
(beskriv): ... e,

0 1 2 84.Jeg gjer ting som andre synes er underlige
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(beskriv): .. . ..

85.Jeg har tanker som andre ville synes var
underlige (beskriv): ..

86.Jeg er sta

87.Humgret etter folelsene minc forandrer seg
plutselig

88.Jeg liker 4 veere sammen med andre

89. Jeg er mistenksom

90. Jeg banner cllcr bruker stygge ord

91. Jeg har tanker om & ta livet av meg

92, Jeg liker a fa andre til & le

93. Jeg prater for mye

94. Jeg erter andre mye

95.Jeg har et heftig sinne

96. Jeg tenker for mye pa sex

97.Jeg truer andre med & skade dem

98. Jeg liker A hjclpe andre

99.Jeg er altfor opptatt av & vere ren og
ordentlig

100.Jeg har sevnproblemer (beskriv): .......

101.Jeg skulker skolen eller timer pa skolen

102.Jeg har darlig med energi

103.Jeg er ulykkelig, trist eller deprimert

104.Jeg braker mer enn andre ungdommer

105.Jeg bruker alkohol eller vanedannende stoff
(beskIiV): Gt o e it \

107.Jeg liker en god spek

108.Jeg liker 4 ta livet lettvint

109.Jeg prover & hjelpe andre ndr jeg kan

110. Jeg skulle enske jeg var av motsatt kjenn
111. Jeg passer meg for & engasjere meg i andre
112.Jeg er mye bekymret



Sett et kryss ved det svaret som beskriver deg:

JA
Spiser du ctter et bestemt menster hver dag? d
Driver du av og til med hard slanking? ; O
Foler du deg mislykket hvis du bryter med
slankeprogrammet? O
Teller du kaloriene i alt du spiser, selv nar du
ikke slanker deg? . . . O
Faster du en hel dag av og til? .. . . . . O
Hvis du svarte ja pa forrige spersmal, hvor ofte? {1 Hver annen dag
[0 2—3 ganger pr. uke
O 1 gang i uken
O Av og til
O Har gjort det en gang
Bruker du noen av felgende til & hjelpe deg 4 g& ned i vekt?
¥
o
¥
>y & &
; ) v %
S >
v ¢ Wb r\./ qu
Slanketabletter ...........cccoiviviiiiivimienn i O O O O O
Slankepulver ...................... . SR o o e s B O O O O O
Avferingsmidler .. ... . T e e O O O O O
Vanndrivende medikamenter ; - [} O O ] O
Tvinger meg til 4 kaste opp. e e [ O O O 0
JA
Odelegger ditt spisemonster livet ditt? .. ... . O
Ville du si at maten styrer ditt liv? . O
Spiser du noen ganger si mye at du ma stoppe
p.g.a ubehag? ... e |
Er det perioder hvor du bare tenker pA mat? . O
Spiser du fornuftig i andres nzerveaer for 4 fa «ta
igjen» nir du er alene? . i B e see e O
Kan du slutte 4 spise nar du vil? .. ... . O
Foler du noen ganger en overveldende trang til 4
SPISE? oo e O
Spiser du mye nar du er engstelig? ... ... . . O
Er du veldig redd for 4 bli fet?....... . S 0
Spiser du store mengder mat veldig fort (mellom
maltider)? ... it : O

NEI



Skammer du deg over dine spiscvaner?

Er du bekymret over & ikke kunne styre spis-
ingen?

Trestespiser du? . . ... ... ...

Kan du la noe av maten ligge igjen pa tallerkenen
etter et maltid?

Lurer du andre mennesker m.h.t. hvor mye du
spiser?

Er det sultfelelse som bestemmer hvor mye du
spiser?

Fratser du i store mengder mat noen ganger?
Hvis du svarte ja, feler du deg elendig etterpa?

Hyvis du fratser, er det bare nar du er alene?

Hvis du fratser, hvor ofte skjer dette?

[ Nesten aldri O En gang i maneden
[} En gang i uken 0O 2—3 ganger pr. uke
{J Daglig 3 2—3 ganger pr. dag

Ville du anstrenge deg veldig for a tilfredstille
trangen til & fratse? ...

Hvis du forspiser deg, fair du mye skyldfelelse? ...
Spiser du i smug noen ganger? ...
Er dine spisevaner normale, slik du ser dem? .......
Er du en «tvangsspiser»? ...

Varierer din vekt med mer cnn 2—3 kg i lepet av
€N UKE? ... e

JA

]

[ 0 I R

O 0 0O0~D

O

NEI

O

0O 0 oo

O 0o 0on0o

O

Hva er det meste du har veid?

Hvor lenge hadde du denne vekten?

Hva er det minste du har veid de siste arene?

Hvor lenge hadde du denne vekten?

Hva er det sterste vekttapet du har hatt?

Skjedde dette vekttapet med vilje?

Hva ansker du a veie?

kg

..................................... méaneder

kg

... maneder

.. kg
0 Ja [ Nei



N4 folger en liste over forskjellige plager og problemer som man av og til kan ha. Har du i lapet av den siste
uka ikke veert plaget i det hele tatt, litt plaget, ganske mye plaget eller veldig mye plaget av noe av dette? Sett

kryss i den ruta som passer for deg.

Ikke plaget Ganske Veldig
i det Litt mye mye
hele tatt plaget plaget plaget
Plutselig redd uten grunn..... ... .. ... .. O O
Stadig redd eller engstelig..... ... ................... O O O O
Matthet eller svimmelhet. ... .......... ... O O O O
Nervasitet, indre uro ..o, O a O ]
Lett for & grate .. O ] O O
Lett for & klandre deg selv ... ... .. ... O O O O
Folt at alt er et slit......................... ... . O O O O
Hatt sevnproblemer....................ccoocv voeiiiiins e, O O O O
Folt deg ulykkelig, trist eller deprimert...... ... ..... O O ] ]
Folt hapleshet med tanke pa framtida......... ........ O O O O
Folt deg stiv eller anspent................c.ooooee e ] O O O
Bekymret deg for mye om ting ................. ....... O O O O
Tenkt pa & gjore slutt pa livet ditt............... ........ O O O O
Har du noen gang forsekt A ta livet ditt? [0 Nei O Ja
Hvis ja, hvor mange ganger har du forsokt? . ganger
Har du noen ganger i denne forbindelse vert i
kontakt med lege, helsesgster, sykehus e.l.? 0 Nei 0O Ja
I lopet av de siste 12 manedene — har du noen
gang forsekt a ta livet ditt? [0 Nei 0O Ja
Har du noen gang i lapet av de siste 12 mined-
ene i denne forbindelse vzert i kontakt med lege,
helsesester, sykehus e.l.? O Nei O Ja

Rayker du?

O Har aldri reykt
[J Har aldri reykt fast og reyker ikke i det hele tatt
nd

O Har raykt fast, men har sluttet helt na
[0 Rayker, men ikke daglig
O Reoyker daglig, omtrent ..., sigaretter

Hvor mange ganger har du i lopet av de fire siste
ukene drukket mer enn et par slurker alkohol

[J Ingen ganger

(antall ganger)

Sist gang du drakk alkohol, hvor mange «drin-
ker» drakk du da? Som en «drink» regnes % fla-
ske pils, 1 stort glass svakvin, 1 glass sterkvin,

1 drink brennevin (ca. 4 cl).

Jeg drakk ca. .., iRk ET»



Tenk tilbake pa siste gang du drakk alkohol...

A. Hvor gjorde du det

B. Hvem var du sammen med?

C. Var det ungdom av begge kjonn til stede?

D. Var dct fest?

O Jeg har aldri drukket alkohol

O Hjemme

O P& tur/reise

O I fritidsklubb

0O Ute

O PA diskotek cller restaurant

O Forsamlingslokale, dansetilstelning
O Hjemme hos venner

O Alene

O En venn

{0 Flere andre ungdommer
O Foreldrene

O Andre voksne

0JJa O Nei

O Ja O Nei

Drikker faren din alkohol?

O Nei

O En sjelden gang

[J Vanligvis omtrent en gang i uka
O Vanligvis flere ganger i uka

O Daglig

Drikker moren din alkohol?

O Nei

[J En sjelden gang

O Vanligvis omtrent en gang i uka
O Vanligvis flere ganger i uka

O Daglig

Har du noen gang sett at dine foreldre har veert
beruset?

O Aldri

O Noen f4 ganger

O Noen ganger i aret

[J Noen ganger i maneden
O Noen ganger i uka

Er du noen gang blitt tilbudt hasj eller marihuana?

Har du noen gang brukt hasj eller marihuana?

O Ja 0 Nei

0 Ja O Nei



Her kommer noen beskrivelser av folelser folk kan ha. Kryss av for hvordan du selv feler deg.

Aldri Sjelden Av og til  Ofte
Jeg foler meg péa belgelengde med folk rundt
meg ... IS 8 SRR, 12 a e 1ereeeeenaneenns O O ad O
Jeg kan finne noen 4 vaerc sammen med hvis jeg
ensker det o . B SRR O O O 0
Jeg har folelsen av at ingen kjenner meg searlig
godt Bitierseennreserensnnserses O O O O
Jeg synes at folk er rundt meg, men ikke sam-
men med MEeZ ..ottt e (] (] ] (]
Jeg foler meg ensom ...............ccoooiie s e (] ad O O
Driver du aktivt med sport eller idrett? O Nei

O Nei, men jeg var aktiv for

O Ja, men jeg driver ikke med organisert trening og
konkurranser

[ Ja, jeg driver aktivt og deltar i konkurranser

Dersom du driver med flere idretter, s skriv nav-  Hvilke idrett(er): ...
net pa disse under hverandre.

Hvilket yrke onsker du deg som voksen? ...

Nedenfor er en del pastander om hvordan det er 4 gi p4 skolen, og hvordan skolen burde vare,

Kryss av i den ruten som passer best for deg:

Helt enig  Litt enig Litt uenig  Helt uenig

Det er kjedelig pa skolen e, O ad O O
Mye av tida pa skolen er bortkastet . a (] O O
Jeg trives pa skolen . .. . e O O O O
Jeg gruer meg ofte til 4 gd pa skolen.............. [ O (W} ]
Leererne vare er {linke til 4 leere bort ... . O a O a



Ogsa i Finnmark har folk forskjellige kulturer og bakgrunner. Det finnes ulike ord for & beskrive de kulturelle
bakgrunnene eller etniske tilherigheter som folk har.
Noen eksempler pa etnisk tilhorighet eller etnisk gruppe er feks. norsk, samisk, finsk, kvensk og tamilsk.

Alle mennesker blir fedt inn i en etnisk eller kulturell tilhorighet, eller av og til to, men det er store forskjeller
hvor mye etnisitet betyr, hvilke falelser den enkelte har overfor sin etnisitet og hvor mye deres varemate er
pavirket av denne.

Spersmilene nedenfor handler om etnisitet eller etnisk tilhgrighet og hvordan du feler og handler i forhold
til den. De er laget for flerkulturelle samfunn. Fyll ut s& godt du kan.

Nar det gjelder etnisk tilharighet, regner jeg meg selv som ...

Kryss av i den ruten som passer for deg:

Helt enig  Litt enig Litt uenig  Helt uenig

Jeg har brukt tid til 4 preve & finne ut mer om
min etniske gruppe, slik som historie, tradisjoner
og skikker - . . . g ] ) O

Jeg deltar aktivt i organisasjoner eller sosiale
sammenhenger som hovedsaklig har medlemmer

fra min egen etniske gruppe. .... v O O O O

Jeg har ¢n klar oppfatning av min etniske bak-
grunn og hva den betyr for meg.. O O O O

Jeg liker & mote og bli kjent med folk fra andre
etniske grupper enn min egen. . . A O O O O

Jeg tenker mye pa hvordan min etniske tilhorig-
het pévirker livet mitt ... O O

]
a

Jeg er glad for a tilhere den gruppen jeg tilherer O O O O

Av og il feler jeg at ting ville veere bedre om
de forskjellige etniske gruppene ikke provde a
blande Seg...............oociviiii e O O O O

Jeg vet egentlig ikke hvilken rolle min etnisitet
spiller i livet mitt .. ... D O D O

Jeg er ofte sammen med folk fra andre etniske
Erupper enn min €gen .....................cocooovervvevrene.. O O O 0

Jeg har egentlig ikke brukt noe serlig tid pa 4
prove & finne ut noe om min etniske gruppes
kultur og historie..... ... . O O O O

Jeg har en sterk foelelse av & hore til i min etniske
BIUDDE ...ttt ] O O O

" Jeg har en ganske god forstielse av hva min etni-

ske tilhorighet betyr for meg, med tanke p& hvor-

dan jeg skal forholde meg til bade min egen og

andre etniske grupper ... O O O O

For 4 kunne lzere mer om min bakgrunn, har jeg
ofte snakket med andre om min etniske titherig-
Ret o, O O 0 O

Jeg er veldig stolt av min bakgrunn og hva den
har oppnadd ... .. . ... O O O O
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Jeg foler egentlig ikke at jeg tilharer noen etnisk

gruppe . ... QO a (] O

Jeg prover ikke a bli venner med ungdom fra

andre etniske grupper................ccccccocveeiee e, 0 [} O O

Jeg deltar i kulturelle aktiviteter og tradisjoner

innen min etniske gruppe, slik som f.eks. tradi-

jonell matlaging, musikk eller andre skikker...... O ad O ad

Jeg deltar i aktiviteter sammen med folk fra

andre grupper............ccoooiiii e | ad ad O

Jeg foler en sterk tilknytning til min egen etniske

gruppe ; SRR e v v viesesseesesinsens O ad 0 0

Jeg skulle onske at jeg tilhgrte en annen etnisk

gruppe enn jeg gjor . e - S a a a a

Jeg liker & veere sammen med folk fra andre etni-

ske grupper enn min egen ... ... [} a O (]

Jeg er fornoyd med min kulturelle eller etniske

bakgrunn ... O a (] ad

Jeg foler at jeg tilherer flere etniske grupper ........ O a ad (]

Min etnisitet er (skriv et eller flere av NUMIENE NEAEITIOT) ...t sssresemss oo e

1. Norsk

2. Samisk

3. Finsk

4, Kvensk

5. Annet (skriv hvilken):

Fars etnisitet €r (Bruk NUMTIENE OVEIFOT): ... et sesssseees e sees oo oseeseseesee s seses e +eeeesee e seeeeees e

Mors etnisitet er (bruk numrene ovenfor):

Nedenfor er en del spersméal om foreldrene dine og skolearbeidet.
Stemmer  Stemmer Stemmer Stemmer
svaert ganske 1kke ganske svaert
darlig darlig sikker godt godt

Foreldrene mine er svaert interessert i skole-

arbeidet mitt ... O ad O O O

Foreldrene mine hjelper meg ofte med skole-

arbeidet ... | O a O (]

Foreldrene mine synes det er bortkastet 4 ta en

lang utdannelse ... O O O O O

Foreldrene mine roser meg ofte for skolearbeidet

TOHEE oo e e O ad O O O

Foreldrene mine snakker sjelden med meg om

SKOIEM ..o O O ad 0 [

Foreldrene mine oppmuntrer meg til a fortsette

skolegangen ... O O a | (]



Vi er interessert i hvem du vil ha snakket med eller vaert sammen med i forskjellige situasjoner. Nedenfor er
en del personer som du kanskje ville ha vaert sammen med eller snakket med. Du setter et ett-tall i ruta foran
den du aller helst ville vaert sammen med eller snakket med (1. plass), et to-tall foran den du nest helst ville
veert sammen med (2. plass) og et tre-tall foran den du tredje helst ville veert sammen med (3. plass).

Hvem vil du helst tilbringe en sendag ettermid-
dag sammen med (1. plass, 2. plass, 3. plass)?

Tenk deg at du i morgen métte velge hva slags
skole/utdanning du skulle ha i framtida. Du er
sveert usikker p4 hva du skal velge. Hvem ville du
gd til for 4 fA rad og hjelp (1. plass, 2. plass,

3. plass)?

Tenk deg at du hadde et personlig problem og
folte deg utafor og trist. Hvem ville du snakke
med, seke hjelp hos (1. plass, 2. plass, 3. plass)?

Tenk deg at du er tatt i 4 gjere noe ulovlig. Du
kan bli anmeldt til politiet. Du trenger hjelp og
rdd. Hvem ville du gatt til (1. plass, 2. plass,

3. plass)?

O Gjere noe alene
O Mor

{0 Far

O Mor og far

O Saster/bror

J En god venn

O Ville ikke gatt til noen
J Mor

O Far

(J Mor og far

{0 Sester/bror

O En god venn

O Ville ikke gatt til noen
{0 Mor

O Far

O Mor og far

O Sester/bror

O En god venn

O Kamerater/gjengen

O Ville ikke gatt til noen
O Mor

O Far

O Mor og far

[J Sester/bror

O En god venn

0O Kamerater/gjengen
O Kjeeresten

O Besteforeldre

O Andre slektninger
O Andre voksne

O Kamerater/gjengen
OO Kjeeresten

O Leerer

O Yrkesveileder

O Andre slektninger
O Andre voksne

O Kjeeresten

O Leerer

O Skolepsykolog

O Andre slektninger
O Helsesaster, lege etc.
O Andre voksne

O Kamerater/gjengen
O Kjeeresten

O Politiet

(3 Andre slektninger
O Andre voksne

Onsker du A bosette deg pa hjemstedet ditt nar
du er ferdig med utdanningen din?

O Ja, svaert gjerne

O Ja, dersom det faller seg slik

O Usikker

[J Nei, jeg onsker & bosette meg et annet sted

Hvis du tror du kommer til 4 flytte etter at du er
ferdig med utdanningen din, hvor vil du helst
flytte?

O Til en storre by
O Til en mindre by

O Til et sted like utenfor en by

{0 Til ei bygd

O Til et annet land

O Tilbake til hjemstedet
O Usikker
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Nedenfor er nocn spersmél om hvordan du synes du selv er. Kryss av for det som passer best pa deg.

Jeg synes jeg er like smart som andre pa min
alder ..

Jeg synes det er ganske vanskelig 4 fa venner .......
Jeg er flink i all slags sport .. . ...

En dag har jeg ett syn pa meg selv, en annen
dag et annet syn................................ . e

Jeg har «10 tommeltotter» ............cc..cooverven ...
Jeg er ikke fornsyd med utsecende mitt .......... ...

Jeg foler at nar jeg er interessert i en av motsatt
kjonn, sa er det gode muligheter for at den andre
vil vaere interessert i meg ogsa................ ... .. ...

Jeg klarer & fa virkelige naere venner....... ...
Jeg er ofte skuffet over meg selv..........................

Jeg er ganske sein med A bli ferdig med skole-
arbeidet ... ... ...

Jeg har mange venner.....................ccoeeieiii,

Jeg tror jeg kan gjere det bra i nesten hvilken
Som helst ny sport ................. oo

Jeg trives godt pd hjemstedet mitt ........................
Jeg onsker at kroppen min var annerledes ............

Min oppfatning av meg selv pleier 4 forandre seg
engoddel ...

Jeg er flink med praktiske ting ........ T,

Jeg prover 4 sjekke opp de som jeg er virkelig
INEEIESSEIT 1 ..eooieiiiiicee e

Jeg har en nzer venn som jeg kan dele hemmelig-
heter med ...

Jeg liker ikke den maten jeg lever livet mitt pa
Jeg gjor det sveert godt pa skolen......
Andre ungdommer har vanskelig for & like meg ...

Jeg synes at jeg er bedre i sport enn andre p3
min alder....................o

Jeg onsker at jeg sd annerledes ut.......

Jeg har merket at mitt syn pa meg selv kan for-
andre Seg ...

Jeg er flink til 4 sette sammen eller reparere ting .

Stemmer
svaert
godt

(]

a

a
a
a
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Stemmer
noksa
godt

a
a

O

O

o Oooo o

]

O

Stemmer
noksa
darlig

O

O

]

O

]

o ooog o

O o

Stemmer
svaert
darlig

O
O

c Qa

O G

o oOoo0o o o

]

a



Jeg feler at andre unge (av motsatt kjenn) vil

kunne bli interessert i meg..................c.c..oo.oevee.. O O (] [
Jeg har en venn som jeg kan dele ting med .. O O O
Jeg er stort sett forneyd med meg selv ................. O O O O
Jeg har vansker med & svare riktig pa skolen..... 0[O [ [ 0O
Jeg er popular blant jevnaldrende ........................ Od ] O O
Jeg gjor det ikke sd godt i nye gvelser i gym;

timene k(U amagis < me o452 ee 5ttt b s 2 e e ee s s smnenn O O O O
Jeg synes jeg serbraut ... ... ... O O O ]
Jeg er ikke seerlig flink med hendenc................... O O 0 a
Jeg tror at jeg er spennende og interessant for de

av motsatt Kjenn ... ..., O (] O 0
Jeg synes det er vanskelig 4 fA venner som jeg

virkelig kan stole pAd. ... i O 0 (] W]
Jeg liker meg selv slik jeg er..... ... O [} 0 0
Jeg tror jeg cr ganske intelligent ............................ O ] O O
Jeg foler at jevnaldrende godtar meg ................. O O i (]
Jeg synes ikke at jeg har si sterk kropp som

andre pA min alder. ... O ] O 1
Jeg liker utseende mitt veldig godt......... .............. O (] O (]
Av og til har jeg et positivt syn pad meg selv, av

og til et sveert negativt SYm.............c.cocoeivis O a O O
Jeg har ganske god praktisk sans....................... O O 0 O
Jeg forseker vanligvis ikke & fi den jeg er interes-

sert i til 4 bli interessert imeg ...................c.ocoenn O 0 O O
Jeg har ikke noen god venn som jeg kan dele

virkelig personlige ting med..... ......................... O O O O
Jeg er sveert fornoyd med hvordan jeg er............ O [ O 1
Hvordan stiller du deg til kristendommen? O Jeg er personlig kristen

[J Jeg tror det finnes en Gud, men religion betyr
ikke sa mye for meg i det daglige

O Usikker
{J Jeg tror ikke det finnes noen Gud

O Jeg tilherer en annen religion, nemlig; ...




Har du og dine foreldre/foresatte tilhorighet til noe spesielt trossamfunn?
Kryss av for det som passer for deg og dine foreldre/foresatte.

Meg sclv Mor Far
Statskirken : . a1 O a O
Leastadianismen ... ... .o O O O
Pinsemenigheten O O a
Jehovas vitne..... .. ... . O O a
ADNEE suzimiwisamishvarsts st s S e e v eeveerrrearsereeans O a a
Hvor mange boker tror du det er hjemme hos O Ingen
dere? O Mindre enn 20

0 20—s0

4 50—100

O 100—500

(3 500—1000

O Mer enn 1000

Nar du ser pa deg selv na, mener du at du er tid-
ligere eller senere fysisk moden enn andre pa din
alder?

O Mye tidligere

O Noe tidligere

O Lite grann tidligere
O Akkurat som andre
O Lite grann senere
O Noe senere

O Mye senere

Da du begynte 4 bli fysisk moden, mener du at
dette startet tidligere eller senere enn hos andre
pa din alder?

O Mye tidligere

O Noe tidligere

0 Lite grana tidligere
O Akkurat som andre
O Lite grann senere
O Noe secnere

O Mye senere

Gér foreldrene dine pa foreldremater og andre
mgter som har med skolen 4 gjore?

O De gar som regel pa slike meter

[J De gir av og til
[J De gar aldri
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Norges Qassi 1

Al h. forskningsrad

NUORRAN
NORGGAS

Gazadanskovvi nuoraid varas Norggas

Ddt gazadanskovvi mannd 10.000 nuorra olbmui Norggas. Iskkadeami digumus lea fidnet buoret dieduid das
mo Norggas lea odne $addat ja leat nuorra. Mii sdvvat eambbo diehtit nuoraid ddrbbuid, sdvaldagaid ja eal-
lindildlasvuodaid. Ulbmilin lea maid joksat dieduid mat sdhttet leat veahkkin buoridit nuoraidpolitihka
Norggas.

_ Iskkadeami duohken lea Program for ungdomsforskning (UNGforsk). Norgga dutkanrdddi ja Mdnna- ja bea-
rafdepartementta Nuoraidossodat dat ovttasrddiid vuoddudedje UNGforsk.

Min doaivu lea ahte don deavdddt ddn skovi. Jos leiZet gaZaldatgat mat du mielas orrot menddo persovnna-
ladéat, dahje maid it ddhto vdstidit, de sdhtdt daid diktit orrut vdstitkeahttd. Muhto mii gale déhtoSeimmet
ahte vdstidat buot gaZaldagaide.

Du ieZat déhtu duohken lea searvvatgo oskkadeapmdi. Dat mearkka$a ahte dus ii leat bdggu leat mielde. Jos
mannd hdliidat geassddit iskkadeamis, de diedit skuvlii. Skuvia de diediha midjiide du kodanummira, vai mii
sdhttit sihkkut du vdstddusaid.

Buot vdstddusat leat luohtehahtti rdjus. Dat mearkka$a ahte ii oktage oacco diehtit maid jure justa don vd-
stidit.

Eana$ bdikkiid sdrggastat russolas sdrgd dan gaZaldaga ruktdi mii dutnje buoremusat heive. Muhtun sajiid
leat dusSe fuoggdt. Dakko don ie$ fertet &dllit vdstddusa.

Go leat geargan deavdimis skovi, de ie$ bija skovi dan reivegokéasii maid ozZot ja liibme gitta.

Boahtte diimmus oac¢ut odda skovi. Dan gdlggaSit deavdit seamma ldhkai, ja bidjat reivegokéasii ovdalas
go diibmu nohkd.

Giitu veahki ovddas!

Ustitla§ dearvvuodat

Lars Wichstrom Siv Kvernmo
OoOoood
UNGFORSK
Program for Ungdomsforskning Program fos Utdanningsforskning
Gaustadslléen 21, 0371 Oslo 3 Gaustadailéen 21, 0371 Osio 3

Tif.: 22 95 84 01 - Fax: 22 60 44 27 Tif.: 22 95 84 11 - Fax: 22 60 44 27



Leatgo nieida vai ganda?

O Nieida
O Géanda

Man boaris don leat?

Mun lean ..., jahkésag

Man skuvlaluohka don vaccat?

O Vuoddokurssa
O Joatkkakurssa I
O Joatkkakurssa II
O Oassekurssa

Man oahpposuorggi don viccat?

O Oppalas fagaid

O Gévpe- ja kantuvrafagaid

O Giehtaduoji ja industriijafagaid

O Ruoktoduoji ja estehtala$ fagaid duoji
0O Déllodoallofigaid

(1 Valastallanfigaid

O Dearvvaivuoda ja birasfagdid

O Guolastusfigaid

O Mearrajohtolatfagaid

O Eanandoalu ja luonddu geavaheami figaid,
boazodoallu

O Teknihkala¥ fagaid
O Ear4 (Zdle mii dat lea):

Man giellaluohkad don vdzzet nuoraidskuvllas?

Mii dél lea 1. giellan skuvllas?

[0 Darogiel
O Sdmegiel

0 Eard, mii dat lea

0O Ddrogiella
O Samegiella
O Ear4, mii dat lea.........

Leatgo riecgddan Norggas?

Man guhkd don leat dssan Finnmarkkus?

Gos du vanhemat leat eret?

Leatgo biebmomannédn boathtdn eara riikkas?

O Lean
O In leat

O Oppa eallima
jagi

Eadni
0O Norggas
[3J Ear4 riikkas, nammalassii

Ahg#
0O Norggas
O Ear4 rikkas, nammalassii

O Lean [ In leat



Geainna don orut ovttas ruovttus?

(] Etniin ja dh&iin

O Etniin

O Ahgiin

O Etniin/ahé&iin ja odda guimmiin dahje beallalag-
ain

O Sullii ovtta made ollu eatni luhtte go ah¢i
luhtte

O Biebmovanhemiiguin

O Ahkuin ja adjéin, eard fulkkiiguin

O Eara (¢ale mii dat lea): ... ...

Gos don orut go vaccat skuvlla?

O Ruovitus
O Ahku ja adja luhtte, eard fulkkiid luhtte
O Orun laigolanjas, internahtas d.s.

[J Mudui (¥4le mii dat lea):

Mii du ruovttugielda lea? gielda
Man nuoraidskuvlla don vadzzet? e Skuvlla
Galle viclja/oappd dus leat? Mus lea(t) ..., (lohku) vielja/oappd

Makkér fitnut du vanhemiin leat?

Céle fitnu nama, oanehatat maid soai bargaba,
ja leabago barggus dil, bargabago dievas beaivvi
vai oassediggi. Jos juogo 4h&¢i dahje eadni lea
ruovttus dahje oaZZu oaju, de ¢dle dange. Jos
nubbi du vanhemiin lea jdpman, de mii haliidat
ahte muitalat dange.

Leago 4hééi, barggus dal

O Lea, dievas beaivvi

O Lea, oassediggi

O Barggu haga

O Ruovttus

O Oaizu oaju

O Viazza skuvlla, kurssa, d.s.

Ahd fidnu: ..

Céle oanehadat maid son bargd: ... oo

Leago eadni dal barggus?

O Lea, dievas beaivvi

O Lea, oassedggi

[J barggu haga

O Ruovttus

[0 OaZ#u oaju

O Vazza skuvlla, kurssa, d.s.

Eatni fidnu:

Cile oanehadé¢at maid son barga:




Jos don orut dahje leat orron dusie nuppi vanhe-
ma lubtte, de galle jagi lea nu leama$ buohka-
nassii?

Jagiid lohku

Makkdr oahppu lea ahéistat ja eatnistat? Sarggo nu galle russolas sdrgd go heive:

Ahgi Eadni
7-jahkdsa¥ vuoddoskuvlla (dahje unnit). ... ... O |
Nuoraidskuvlla/Realskuvlla ................ . ... ... 0 O
Joatkkaskuvlla oppala§ fagaid (gymnasa) ............. O O
Joatkkaskuvlla fidnofdgaid (fidnoskuvla)............ (] (]
Fidnooahppu giehtaduojis, industriijas,
eanandoalus d.s. ................ccocooiiiiiine e O O
3-jahkdsa$ allaskuvla (oahpaheaddji,
buohcciiddik$u, guovloallaskuvla d.s.)... ............ O O
Universitehta dahje eard guhkes oahppu............. O O
Eara oahppu O !
Eahpesihkkar/in diede. ... (] O
Man guhkki don leat ieZat jahku mielde? cm
Man lossat don leat ieZat jdhku mielde? kg

Jos don smiehtat vassdn vahku — manimu 7 beaivvi — man ollu de leat leamas ovttas eard ravis olbmuiguin
go vanhemiiddatguin? «Rdvis olbmuiguin» mii oaivvildat olbmuid gudet leat badjel 25 jagi boarrasat. Ale
rehkenastte farrui oahpaheaddjiid geaiguin don leat ovttas skuvladggi. Alege rehkenastte rdvis olbmuid geai-
guin don orut ovttas, vaikko sii eai leatge du vanhemat. Geahétal muitat sullii galle diimmu don leat leama$

ovttas ravis olbmuiguin ddn vahku.

Val4stallanjodiheadd;ji, ld&8mmudeaddji..................
Astodigesearvvi jodiheaddjit, $illjovazzi veahke-

headdjit ...,
RANDJAL .

Ravis olbmot gudet jodihit astodigedoaimmaid
(eaige gula astodigesearvdi eaige leat oahpaheadd

JIE) e,
Oahpaheaddjit cara aiggi go skuvladiggi............. .

CFuolkKit .o

In Vuollil 1-2 213 4—6
veahdge 1diimmu diimmu  diimmu  dilmmu

ad a a ad a

O a O O a

a O O a a
ad 0 ] a a
O a O a a
O O ] O a
a ] a O a

Eambbo go
6 diimmu

a

0O g

000D

Man dévjd don lavet guoddit baikkala§ birrasa
astodiggistat deaivvadit eard nuoraiguin, dahje ie-
hé&anassii dahkat juoida?

O 4 geardde vahkkui dahje d4vijit
O 2—3 geardde juohke vahku

O Sullii oktii juohke vahku

O Sullii juohke 14. beaivvi

O Sullii oktii mannui dahje hdrvvit



D4 vulobealde leat muhtun gaZaldagat das man duhtava¥ don leat ieZat rupmasii ja dasa mo don leat olggul-
dasat oaidnit.

Man duhtava$ dahje duhtameahttun don leat: Hui Viehka in

duhta- duhta- dibbas Hui

meahttun meahttun duhtava§ Duhtavad duhtava$
Amadadjui ..o O O O O O
Spirraliidda ja bahtii ... ... [ O O O
COAVIAL ...t e et e e O O O O O
Raddai .........o. vt e e O O O O O
Dehkiide .....ccooooe i e . O (] O O O
Saddui 0O a O O 0O
Guhkkodahkii .. ...... — o O | O O O

Man &appisin dahje fivdnddin don navddat ieZat leat skuvlaskihpdriiddat mielas?
O Hui &ppisin/favdnddin
O Viehka &appisin/favdnadin
O Dé4bdlazian
O In nu &ppisin/favdnadin
O Uhccdn &ppisin/fiavdnidin

Dajagitgo ieZat harrdi ahte leat: O Hui gassat
O Viehka gassat

O Sullii nugo earatge
O Viehka seaggi
O Hui seaggi

D4 vulobealde leat muhtun cealkagat biepmu ja boradanddbiid birra. Sarggo dakko gokko dat dutnje heivejit.

Alo Davijd Hérve In goassege
Mun 4ggiru$an seaggut ... O O O O
Mun geahé&Zalan borrat dusSe buoidutkeahtes
BEPIILL ..o, O (] O O
Mun dovddan unohisvuoda go lean borran
BJAIZAI ... O O O O
Mun Ia¥mmohalan vai geahpun ....................occoc.. 4 a O O
Mun vuovssan go lean boradan ........................... (] 0 (] O
Go vuos boradigoadan, de lea vattis heaitit. . ... O O O d
Mun menddo ollu smiehtadan bicpmuid ............... O O O O
Mu mielas biebmu orru stivremin mu eallima ...... O (] O O
Go mun boradan, de ¢uchpadan biepmu unna
BIREAZIN ..o e . Qg O O O
Mun geavahan eambbo diggi boradeapmii go
earat e O O O O
Earaid mielas mun lean seaggi . . ... ... O 4 a O
Mus lea dat dovdu ahte eardt baggejit munnje
biepmu . B R SURURUPPRITN O O O |



Leatgo jurdda¥an vazzit skuvlla dahje oahpa-
hallat go leat geargan joatkkaskuvllas?

O In diede jotkkeZango

O In, in mun joatkke

O Juo, muhto in diede makkar skuvlla
0O Juo, mun lean jurdda3an vézzit

(makkdr skuvlla)

Galle diimmu don gaskamearalaéfat geavahat.
skuvlabargguide beaivai?

O 1n bargga bihtdid dahje in baljo goassege
O Unnit go diibmobeale

O Diimmu

] 1—2 diimmu

0 2—3 diimmu

O 3—4 diimmu

O Eambbo go 4 diimmu

Jos don dal fidnesit barggu, de barggasitgo
go baicce go skuvlla vazzit?

0 Juo
O In

Goapp4 andt eanemus jahkehahtti bargun dahje
fidnun alddistat go leat 40-jahkdsag? Vaikko it
leat sihkkar, de ¢4le dan maid don jdhkdn dahje
navddat.

Man sihkkar don leat dan hdrrdi maid bidjet
ovddimussii?

Ovddimusas:

Nubbin:

0O Hui sihkkar
O Viehka sihkkar
O In nu sihkkar

Dékko leat namahuvvon muhtun dagut mat ribkkot skuvlla ja servodaga njuolggadusaid. Nuppit gazaldagat
valdet ovdan lobihisvuodaid dahje daguid mat leat rijaid alde, ja maid ollugat dattetge dahket.

Leatgo searvan ddsa/dahkan na ddn jagi — manimu$ 12 mdnu?

Riidalan issorat oahpaheaddjiin?

Bijahallan olggos skuvlalanjas?
Suolddan rudaid dahje juoida ieZat olbmuin?......

valdan mavssekeahttd gavppis dahje kioskkas
dakkariid maid ruhtadrvu lea vuollil 500 ruvnnu?

Garrudan oahpaheaddjai? .........................

Te¥d4htolacEat billistan dahje cuvken lassaruvt-
tuid, bussestuoluid, telefuvdnakioskkaid, poasta-
késsaid dahje sullasaéa? ... veinnins

"Gohéohallan rektora lusa dannego dahket juoida
mii lei boastut? ...

Njahkan massekeahttd kinoi, bussii, togii dahje
sullasazzii?

Javkan skuvllas?

6—10
geardde

10—50
geardde

In 2—5
goassege  Oktii geardde

O O O ad a a
O a a O ] O
a O a O a ad

Eambbo go
50 geardde

O a a a O a

a ] ad ad a a



Leamas$ ija eret vainhemiiddat diedikeahttd gos
don leat, dahje sin jahkedettiin ahte don leat dan
baikkis maid muitalit, vaikko ii leange nu? ..........

Vuodjdn biilla dahje mohtorsihkkeliid vuodjinko-
artta haga? . D

Suolddan biilla dahje mohtorsihkkeliid? ..............

Suoladan juoidd man ruhtadrvu lea eambbo go
duhdt ruvnno? ;

Billistan dahje dahkan vahdga eambbo go duhét
ruvnno ovdii?

Gaikon vistti suolddan nammii?

Leama3 doarus vearjjuin (omd. niibbiin)?.............
Corbmadan dahje &itin Eorbmadit olbmo? ... ......

OZzon bolesiiguin dahkamu¥a man nu lobihisvu-
oda geazil, maid dahket?. ... ... ... .

Juhkan nu ollu ahte leat eahpitkeahttd dovdan
ieZat lea garremin? ...

Atnan hasSa dahje marihuana? ...
Mirkkuid susttasan (havssaZan)? ............c..ccc........

Atnan eara gérreheaddji avdnasiid, nugo kokaina,
LSD, morfina, amfetamina, heroina, dahje juoidd
eara?

O a ] O ] a
O a a O a O
O a O ] a O
O a a O O a
a O O O O O

O
a
O
O
[
O

Jos ieSdahtolactat goasge javkkat skuvllas, de mii lea ddbdleamos sivva dasa? Sarggo dusie ovtta russolas

sdarga dehdleamos siva nammii.

O Mun in skuvllas javkka goassege

O Oahpahcaddjit meannudit muinna eahperehs-
lagcat

0O Mu hidjidit nuppit oahppit
(O Dui3ai manna aigi go olmmo3 skuvlla vazzi
O Mun in nagat diimmuin &uovvut firus

(J Muhtumin mus lea cambbo miella card dahkat
go skuvlla vazzit?

3 Mun rdhkkanan mahttoiskkademiide dahje barg-
gan makkdr nu skuvlabargguid?

O Earé sivat, nammalassii ..........

Mapimus havi go jévket skuvllas, mo de geavahit diggi? Sdrggo russolas sarga dikko gokko heive buo-

remusat.

O In leat goassege ie§dahtolacéat javkan

O Okto

O Eardiguin ovttas geat maid javke skuvllas
O Nuoraiguin ovttas geat eai vacce skuvlla
O Ear4, ¢dle mii dat lea:




Dés vulobealde leat moadde cealkimusa das mo olmmo§ sahttd meannudit ieZas ja nuppiid kultuvrra ektui.

(Sdrggo rieggd logu birra mii dutnje heive)

Mun haliidan alccesan dusSe norgala$ ustibiid ...

Mun ovdal guldalan oarjemusihka (norgalas,
engelas, amerihkdlag) .. ................... . ...

Munnje ii leat dehala§ makkédr biepmu mun
DOTAN ..ot

Munnje lea buoret leat ustibiid haga

Mun hdliidan leat sihke norgala$ ja sapmelas/
kvenala$/suopmela$§ jovkkuin ja servviin mielde ..

Mun hdliidan alccesan sihke sapmela$/kvenala$/
suopmela¥ (sdargul sdni vuolldi mii heive) ja nor-
gala§ wustibiid......................

Mun millosepmosit boran norgala¥ biepmu..........

Mun millosepmosit lean mielde dusfe norgala§
joavkkuin ja servviin ...

Mun millosepmosit boran sihke norgalas ja
sapmelad/suopmela$/kvenala§ biepmu...................

Mun liikon sihke oarjemdilmmi ja sdpmela/
suopmelas/kvenala¥ musihkkii ..............................

Mun oaivvildan ahte mii berret oahppat sihke
Norgga/mdilmmi historjjd ja sdmiid/kvenaid/
suopmelat€aid historjja skuvllas ...

Mun millosepmosit guldalan dug$e sami/
kvenala$/suopmela§ musihka ................................

Mus leat millosepmosit dus$e sdmi/kvenalas/
suopmela$ ustibat ...

Mun boran sihke norgala$ ja sami/kvenalad/
suopmela$ biepmu ... ...

Munnje ii leat makkdrge musihkka nuppi buoret .

Mun in hdliit leat mielde mapge joavkkus dahje
searvvis Oppnassiige............ccc..cococoeiiiiiiiiiineiinnnn.n.

Mun oaivvildan ahte mii berret oahppat dusse
Norgga/mdilmmi historjja skuvllas....................

Vaikko mun dsange Norggas, de oaivvildan ahte
mun berren eallit sdpmin/suopmelaZ?an/kvenan ..

Mun oaivvildan ahte mii eat berre oahppat eat
Norgga, cat mailmmi eatge samiid/kvenaid/
suopmelacééaid historjja skuvllas ............................

Go juo asan Norggas, de lea buoremus ahte
Tealdn dAZan ...,

Mun mielastan gulan du3fe sdmi/kvenala3/suop-
mela$ joavkkuide ja servviide..............................

Mun liikon eallit sibke norgalaZ?an ja sépmin/
kvenan/suopmelaZZan ...,

Aibbas
ovttamielas

1

Aibbas eard
mielas

5



Mu lea vattis gdvnnahit dahtungo eallit

sapmin/suopmelaZian/kvenan vai norgalaZZan ..... I 2 3 4 5
Mun oaivvildan ahte mii berret oahppat duiie

samiid historjjd skuvllas ... | 2 3 4 5
Man divja don barggat ¢uovvovacééa? In baljo goassege Mealgadii alo
Mun boran eana$§ norgala$ biepmu 1 2 3 4 5
Mun guldalan millosepmosit norgala§ musihka 1 2 3 4 5
1i leat dehalad makkar musihka mun guldalan 1 2 3 4 5
Mun dajasin ahte cana$ ealdn notgalaZZan .. 1 2 3 4 5
li daga munnje maidige makkar biepmu mun

DOFAN ...t 1 2 3 4 5
Mun dajagin ahte eana$ ealdn no'rgalaZZan ja

sapmin/suopmelazZzan/kvenan ............................. 1 2 3 4 5
Mun guldalan sihke norgala$ ja sami/kvenala$/

suopmelad musihka ... 1 2 3 4 5
Mun dajagin ahte eana$ ealdn sdpmin/suopmelaz-

ZAN/KVENADN ... 1 2 3 4 5
Eana$ diggi in diede mo mun ealdn (dahje mak-

kdra¥?an mun ealdn) ... 1 2 3 4 5
Mun eana$§ boran sami/suopmelas/kvenala$

biepmu . TP PR PR 1 2 3 4 5
Mun millosepmosit guldalan sdmi/suopmela¥/

kvenala§ musihka ... 1 2 3 4 5

D4 vulobealde leat muhtun gaZaldagat giela ja kultuvrrala¥ gullevaivuoda birra. Sarggo russolas sdrga nu
bures go sdhtat dakko gokko dutnje heive.

Heive Heive In Heive Heive
hui viehka leat vichka hui
bures bures sihkkar hejot hejot
Mun lean icZan mielas:
Norgala¥ ........................ O O O O O
Sapmelad ... O O O O O
Kvenalas ............................ O 4 (] (] O
Suopmela§ ....................... O O O O O
Eard, ¢ile mii dat lea O O (] Od ]
Mun navdddn earaid (ustibiid, rdnnjdid d.s.) mu atnit:
NorgalaZ?an ....... ...... . N O O O O
SapmelaZZan ................... 4 O O 0O a
Kvenalazzan ..................... O a (] (] O
SuopmelaZZan .................. O O O O (|
Eard, Cilge dan a a 0O 0O O
Mii gielaid adnojuvvo ruovttus eanemusat?
Dérogiella .......................... a O (] O [
Sdmegiella ......................... O 4 a (] O
Kvenagiella .................... O O O O O
Suomagiella .................... O O O O 0
Eara, &ilge dan ... e e O O O O a



Ustibiiguin halidan geavahit:
Darvgida
Sdmegiela
Kvenagiela
Suomagiela

Eard, dilge dan......

g0oo0ooo
gooag
goooa
0O00a0o

a
O
a
a
ad

Sdrggo russolas sarga ovtta dahje eanet vejola§vuodaid nammii, nu mo buoremusat heive.

Ruovttus ohppen ¢uovvovas$ giela:
O Darogiela

O Samegiela

O Kvenagiela

O Suomagiella
O Ear4, tilge dan

Mu dhkku ja addjd eatni bealde geavahit:
O Dérogiela

O Samegiela

[J Kvenagiela

O Suomagiela

O Earg, ¢&ilge dan

Mu 4dhkku ja 4ddja 4h&i bealde geavahit:
0 Darogiela

O Samegiela

1 Kvenagiela

0O Suommageila
O Ear4, &ilge dan

Eatni giella lea:
0O Darogiella

O Samegiella

O Kvenagiella

[0 Suomagiella
O Eara, ¢ilge dan

Ahti giella lea:

O Dérogiella

0O Samegiclla

O Kvenagiella

O Suomagiella

O Eara, &ilge dan....

Skuvllas mun ohppen:
O Daérogiela

O Sédmegiela

O Kvenagiela

O Suomagiela

0O Ear4, ¢ilge dan

Man dehélaétat leat du mielas vulobealde momeanttat iefat eapmogova (idedlagova) ollafuvvamii?

. LaSmatvuohta/johtilvuohta ................................
Leat buorre ovdamearkan eardide. ................. .....
Ruma3la sévrivuohta ... ...
Ie3birgejupmi/sorjdkeahttaivuohtta .......................
Deaividandaidu/deaivilvuohta (omd. meahcis) ......

Leat «nastinm ........... ..o

Hui Viehka Eai nu Eai leat
dehdlitat  Dehdlattat dehdlatat dehdlat¥ac dehalattat
0 a O O O

a 0 0 a O

O O a a a

0 O a O O

O 0 a a (]

0 a O a a

0 a 0 0 a

O O O O a

O O O O O



D4 vulobealde leat muhtun vuogit mo nuorat leat ieZaset govahallen. Loga juohke vealkaga darkilit, ja muital
man muddui dat heivejit du ieZat jurdagiidda ja dovdduide. Jos cealkagis leat mdnga oasi, de muital ieZat
dovdduid oppa cealkaga hérrdi. Céle gaZaldaga gurutbeal ruktdi dan bustdva mii buoremusat govvida du.

A = Aijbbas ovttamielala§
B = Viehka ovttamielala§
C = Ovttamielala$
D
E
F

= Veaha sierremielala$
Viehka sierremielala$
= Aibbas eara oaivilis

. Leat manggaldgan olbmot. Mun ain iskkadan buot vejola§vuodaid vai gdvnnan dakkar ustibiid maid

sdvan alccesan.

. Muhtumin mun searvvan astodigedoaimmaide go jerret, muhto hdrve mun ie§ feah&Zalan juoida.

Mun in leat dibbas oadjebas politihkas, go visot rievd4 nu johtilit. Muhto mun oaivvildan ahte lea dehéla$
valdit beali politihkala¥ 488iin.

.. Mun ain geah&talan gavnnahit masa mun dohkken olmmoZin, ja mat fitnuid munnje heivejit.

.. Sahttet leat ollu sivat manne ustitvuohta éuoZ%ila, muhto mun valljen ieZan ustibiid dihto drvvuid vuodul

ja oktasa§vuodaid geaZil mat mu mielas leat dehdlaccat.

.. 1i leat dihto astodigedoaibma maid mun ovddemusat vallje§in — mun iskkan jeSgudetldganiid vai gavn-

nan ovita mas duodai sdhtdn berostit.
In smiehta nu ollu politihka. Ii dat mu mielas leat miellagiddevas.

Mun lean gale smiehtadan iegudetldgan fitnuid, muhto in leat dan rdjis eahpidan go mu vdnhemat dajai-
ga maid soai sdvvaba.

Mu vianhemat buoremusat diehtiba mu avkki ustibiid ddfus ja geiguin mun berren leat ovttas.

Mun lean mearridan alccean ovtta dahje eanet astodigedoaimmaid drvvostalladettiinan mdnga dakkara,
ja mun leat hui duhtava$ daidda.

Mun in nu ollu angiruga gavdnat rivttes fitnu — juohke bargu lea dohkdlal. Mun dego golggan ravanji
mielde.

Mus eai leat duodai laga$ ustibat, inge leat ohcamin dakkdriid justa dal.

Muhtumin mun searvvan astodigedoammaide, muhto in dovdda darbbu doaibmat juoida jeavddala&¥at.

.. Leat nu catnat ie3gudetldgan politihkalag bellodagat ja oaivilat. Mu lea vattis searvat man nu bellodahkii

ovdalgo lean darkileappot smiehtadan as§iid.

Mun lean smiehtadan ovdan ruoktot, ja ddl mun dieddn makkar bargui mun diggun geavahit ndvccaidan.

.. Mun valljen ustibin dusSe dakkariid geaid mu vanhemat sahttet dohkkehit.

Mun' lean dlo valljen daid astodigedoaimmaid maid mu vdnhematge inge leat goassege drvvostallan eard.

.. Mun lean suokkardan ieZan politihkala§ oaiviliid ja gavnnahan ahte muhtun sajiid Jean oavttamielala§

ieZan vanhemiiguin ja nuppiid sajiid fas sierramiclala¥.

Mu vdnhemat mearridedje juo digd makkdr fidnu munnje heive buoremusat, ja mun ¢uovun dan.

1



Mus leat leama$ jeSgudetldgan ustibat, ja ddl mun dieddn makkar drvvuid mun haliidan gavdnat ie?an
ustibiin.

Mun lean geah&falan mdnga ieSgudetlégan astodigedoaimmaid, ja lean gdvdnan ovtta dahje moadde
maidda duodai liikon.

. Mun in dibbas sihkkarit diede gosa gulan politihkala&at, muhto mun geah&falan gavdnat vuodu mii
munnje heive,

Adjénin gavnnahit, muhto d4l mun dieddn makkar fidnui mun haliidan rahat.
Mus eai leat laga$ ustibat. Haliidan buoret jivkat earaid gaskii.

.. Lean geahtalan ie§gudetldgan astodigedoaimmaid ja doaivvun dainna lagiin gdvdnat ovtta dahje moad-
de maiguin hdliidan joatkit.

Mun in leat goassege nu garrasit searvan politihkkii ahte lean duodas valdan beali.

Mu mielas lea vattis mearridit alccesan fitnu. Leat nu eatnat miellagiddeva$ vejola¥vuodat.

- Mun in diede makkar ustibiid sdvan. Lean geah&¥alan gdvnnahit maid ustitvuohta mearkka$a munnje.

Mun lean eana¥ astodigeberoStumiidan oZfon vanhemiinndn, inge vdrra leat geah&alan maidege eard.

Mun in leat gdvnnahan makkdr fitnus mun haliidan leat boahttediggis, ja mun valddan dan mii fallojuv-
vo dassdago juoga buoret ihtd.

.. Mu vdnhemiin leat 4lo leamas ieZaska politihkala¥ ja moralala$ miellaguottut abortta, arkkdlmastingod-
dima ja dakkdrac¢aid harrdi, ja mun lean 4lo leama$ ovtta mielas sudnuin.

Galle drvoduogga dus ledje go heitet skuvlla? Arvotuoggdid lohku: ... ... ...

12
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D4 leat muhtun gaaldagat du ja du vanhemiid birra. Jos leat du3e du nuppiin vinhemiin dahje eana$ suinna
ovttas, de valdde aivvefal su vuhtii dds. Muhtumat orrot ovttas ravis olbmuin gii ii leat vanhen. Don oaccut

ie¥ mearridit leago son du ieZat mielas vanhen.

Da vulobealdc leat muhtun cealkagat maid nuorat sahttet dadjat ieZaset ja vdnhemiiddiset birra (ravis olbmu-
id birra geaiguin ovttas orrot). Mii ddhttut du sargut russolas sargd dan ruktdi mii buoremusat govvida dili

ruovttustat:

Mu vénhemat ldvejit diehtit gos mun lean ja
maid mun barggan basiid (vahkkoloahpaid) .........

Mu vanhemat dihtet viehka bures geaiguin mun
servvostalan astodiggistan .

Mu vdnhemat dovdet eana¥§ mu ustibiid geaiguin
lean ovttas astodiggistan

Mu vanhemat ldvejit diehtit gos mun lean ja
maid mun barggan argabeivviid ... ...

Mu vdnhemat liikojit eana§ mu ustibiidda geaigu-
in lean ovttas astodiggistan....................ccc.cccoee...

Mu vanhemiidda lea dehala§ diehtit gos mun lean
ja maid mun barggan astodiggistan.......................

Heive
ollasit

O

Heive
bures

O

Heive

viehka Heive

burcs

O

O

sullii

O

a

Ii heive
nu bures

O

O

Ii heive
oppan-
assiige

O

O

D4 vulobealde leat govviduvvon ie§gudetldgan vuogit mo nuorat bajasiattadettiineaset sdhttet leat vasihan

ieZaset vdnhemiid.

Heive Heive Heive Heive
hui viehka  vichka hui
bures bures hejot hejot
Ah&ii lea liikon dasa go ie§ lean mearridan .......... O O O O
Ahgd lea diktdan mu mearridit ie¥ ................. .. O O | O
Ah&&i lea geah&talan geahéu vuolde atnit buot
maid barggan ..o O O O O
Ah&¥ lea meannudan muinna dego liviégen ollu
nuorat go oppa leange......................ce e O (] O O
Ah¥i lea menddo ollu suodjalan ....................... .. O O O O
Ah&i ii leat olus héle$tan muinna...................... O O O O
Ah&¥ lea leamas ladis munnje..........cccocoovveii.. a O O a
Ahgéi lea ipmirdan mu vattisvuodaid ja
vuorjaSuvvamiid ... O | O O
Ah&ti lea veahkehan mu no ollu go lean .
darbbaSan ..., (I} O O O
Ah¢d ii leat ipmirdan mu ddrbbuid ja
savaldagaid .................ccocoo o O O 0 O
Eadni lea liikkon dasa go ie§ lean mearridan . ... . . | O O O
Eadni lea diktdn mu mearridit i€ ......................... O | O O
Eadni lea geah&&alan geahtu vuolde atnit buot
maid barggan ... O O | O



Eadni lea meannudan muinna dego livééen ollu

nuorat go oppa leange .......................... ... O O O O
Eadni lea menddo ollu suodjalan .......................... O Od Od (]
Eadni ii leat olus haledtan muinna...................... Od O O O
Eadni lea leama¥ lddis munnje .................. ......... O O O O
Eadni lea ipmirdan mu véttisvuodaid ja
vuorjasuvvamiid ... R O | Od Od
Eadni lea veahkehan mu no ollu go lean
darbbasan . LT S T e e A : O [} O O
Eadni ii leat ipmirdan mu darbbuid ja
sdvaldagaid ................ R : O [} O O
Leago dus bissoval irgi dahje moarsi? 0O Juo, mus lea ddl

O Ii leat, muhto lea leama$ ovdal

O Ii leat, mus ii Icat goassege leama$

Leago dus goassege leama$ sohkabealoktavuohta
geainnage? O Juo, de leama$

Jos vastidit juo, de man boaris ledjet go dakkar

oktavuohta lei vuosttamu§ geardde? Mun ledjen ... j

Galldsiin dus lea leama§ sohkabealoktavuohta
buohkanassii (gallis sii leat)?

O 1, ii leamas

1. Sullii galle ustiba leat dus?
O Ii oktage Ol O 2 dahje 3

2. Sula mielde gallii vahkus leat singuin ovttas?
O Hérvvit go 1 1 1 dahje 2 O 3 dahje eanet

O 4 dahje eanct

IeZat ahkdsa&aid ektui, man bures orut ieZat mielas:

Heajubut ’ Sullii seamma Buorebut
a. Soabadeamen ie#at oarbinadZaiguin bures
(oappdiguin ja vieljaiguin) Od Od ]
b. Soabadeamen eard mandiguin? Od O Od
¢. Soabadeamen ieZat vdnhemiiguin? O O O
d. Sahttimin okto bargat &88iid? Od O Od
Doalleva$ skuvlaolahusat Hui ollu
[0 Mun in vécce skuvlla heajut go Heajut Buoret
gaskamearri/ go Gaska- g0 gaska-
sihkka$upmi gaskamearri  meardla¥ mearri
a. Dirogiella O [} O O
b. Matematihkka O [} O O
c. Epgelasgiella O O O O
d. Sdmegiella O O O O
Eara figat (omd. €. : O Od O O
L g, fo o8 2rmesr O | a o
réngka, duiska) g, a a a a

w



D4 lea listu mas mii geardut dakkdr olmmoglas ie§vuodat mat davja Icat ménain ja nuorain unnit eanet. Mii dahttut
du sarggastit rieggd guvtteza (2) birra juohke olmmogla§ ie§vuoda nammii mii heive dutnje d4l dahje lea heiven dutnje
manimu$ 6 msnu, jos dat bures heive dahje davjd. Sdrggas rieggd ovtteZa (1) birra jos govvadus heive muhtun maddui
dahje muhtumin. Jos govvadus ii heive dutnje, de bija rieggd nulla (0) birra. Leage nu buorre ahte véstidat buoremus
l4gi mielde buot gazaldagaide, vaikko muhtumat dain eai ddiddege heivet dutnje.

0 = Ii heive 1 = heive muhtun muddui dahje muhtumin 2 = heive bures dahje davja
© 1 2 I Mun lahtten dego livé¢en nuorat go oppa {0 1 2 31.Mun balan jurddaSeamcs boastut dahje
leange meaddadecames
0 1 2 2. Munlean allergiala (merkes masa jamodat {0 1 2 32.Mu dovdu lea ahte berren leat dievaslad
boahtd oidnosii):..... . ... ccoeiviveee . |0 12 33, Mu dovdu lea ahte ii oktage ane mu drvvus
0 1 2 34.Mu dovdu lea ahte nuppit bivdalit mu
e 0 1 2 35Mun dovddan ieh&an heajubun dahje
0 1 2 3.Mun iidalan ollu unnitdrvosazZan
0 1 2 4 Mun lea 4stma 0 1 2 36.Mun bavitagan davjd, lean hui bartdi
0 1 2 5.Mun lihtten dego guladin nuppi sohka- |0 1 2 37.Mun ddvji 3attan doarrut
bealldi 0 1 2 38 Mu davjd hardet
0 1 2 6.Mun liikon ealliide 0 1 2 39.Mun servvoStalan ustibiiguin gcat $addet
¢ 1 2 7.Mun ribmon moivviid sisa
0 1 2 8 Mu lea véttis ohkket jurdagiidddn dahje [0 1 2 40.Mun gulan dakkériid maid earat eai sdhte
leat gozuid alde gullat (Cilge):
0 1 2 9.Mus leat biggojurdagat, erenomds hutkagat | e oo
(Bilge AATKIICAPPOLY: ..o | eeeesesseseseessessees oo mamseoeeeesesossesen serenee
0 1 2 41 Mun barggan asiid jurdilkeahttd
.......... 0 1 2 42 Mun liikon leat okto
0 1 2 10.Mu lea vattis ¢ohkohallat jaska 0 1 2 43, Mun gielistan dahje verrosan
0 1 2 11. Mun lean menddo gitta rdvis olbmuin 0 1 2 44,Mun gaskkan gaccaid
0 1 2 12.Mus lea oktovuoda dovdu 0 1 2 45 Mun balastalan dahje lean ¢carggos mielaid
0 1 2 13.0run leamen oaivejorgdsis, dahje dego |0 1 2 46.Mus leat balesis lihkadeamit dahje muohto-
suova siste ilmmit (&ilge): ..........
0 1 2 [4Mungrodanole
0 1 2 15.Mun lean viehka vuoiggala¥
0 1 2 16.Mun lean ilgat nuppiid vuostd 0 1 2 47.Mus leat deattdmat ihkku
0 1 2 17.Mun goheci dilis niegadan 0 1 2 48 Munnje eai litko card mndt
0 1 2 I8 Mun geahtfalan dintodéhtolacCat vahdgaht- | g | 3 49 Mun mahtdn muhtun &%iid buorebut go
tit ieh&an, lean geahitalan goddit ieh¢an eanad mAnat
012 19 Mll'l? ollu geah¢talan fuomdSuhttit iehcan 0 1 2 50.Mun lean menddo baled dahje argi
cardide 0 1 2 51.Mus jorra oaivi
0 1 2 20.Mun billistan ieZan biergasiid 0 1 2 52 Mu moaittin iehtan menddo ollu
0 1 2 21 Mun billistan eardid biergasiid 0 1 2 53.Mun boran menddo ollu
0 1 2 22 Mun in jeagat ieZan vanhemiid 0 1 2 54.Mun orun leamen jémas véiban
0 1 2 23.Mun lea jeagoheapme skuvllas 0 1 2 55 Mun deattdn menddo ollu
0 1 2 24.Mun in borat nu bures go berrelin 0 1 2 56.Mus leat rumadla vdivvit almm4 doavtter-
0 1 2 25 Mun in soabat eard méndiguin dicdalas sivaid haga:
0 1 2 26.Mun in dovdda siva jos vel dagange boast- |9 1 2 a. Bdkdasat dahje seargumat
tuvuoda . lo12 b Oaivebakiasat
012 27 rhl/llll:; iidé.lklt balahi§goaddn ja gadastan 01 2 ¢. Mdlttas, illveaje
0 1 2 28 Mun miclas veahkehan nuppiid go darbbasit 01 2 d. Calbmevaivvit (Elge): ..o,
veahki
0 1 2 29.Mun balan dihto calliin, dialdlasvuodain
dahje bdikkiin mat leat olggobealde skuvlla [0 1 2 e. Ihttomat
(1715 F— 012 f. CoavjebakZasat
012 g. Vaibmogdkkahat, vuovssan
et e e e e s 012 h. Eard (Gilge):
0 1 2 30.Mun balan vuolgimis skuvlii




= li heive

= Heive muhtun muddui dahje muhtumin

= Heive bures dahje davja
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1 2 57.Mun sdhtdn nuppiid fallehit, gaikut vuovt-
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taid, Cieh&at dahje Corbmadit
58.Mun ¢uvddastalan &drvvodan iefan liikki
dahje eard ruma3osiid (Zlge): ....coorriverccornns

59. Mun sahtdn leat viehka uatitla§

60. Mun litkon odda assiid bargat

61. Mun hejot birgen skuvllas

62. Mun lean dongi ja lihkadan Curbbet

63. Mun ovdal servvostalan dakkdr mdndiguin
geat leat boarrdseappot go mun, go ieZan
ahkasa¢¢aiguin

64. Mun ovdal servvoitalan dakkdr mdndiguin
geat leat nuorat go mun, go iefan ahkdsaé-
Caiguin

65. Mun biehttalan jienddeames

66. Mun gearddun dihto daguid oddasis odda-

sis, bdggodaguid (ilge): .ovmrvvvvocoeererivrrivn

67. Mun lovpedan ruovttus
68. Mun rieZun ollu

69. Mun lean Ciegustalli ja doaladan asiid ieZan
duohken

70. Mun oainndn dakkdriid maid ii oktage oro
sahttimin oaidnit (Cilge): ....oovvvvvcorsnerscreerrencrrions

71. Mun heahpanan alkit dahje skimaskuttan
72.Mun cahkkehan dolaid — biolldhan
73.Mun lean giehta¢ahppi

74.Mun almmastalan/gdban doalan dahje
dagan ieZan jallan

75.Mun lean hudju
76.Mun addn unnibut go eana$ mdanat

77.Mun oadédn eambbo go eard mandt beaivet
ja/dahje ihkku (gelge): ...

78.Mun lean buorre hutkat
79.Mun leat dadjanvattisvuodat (Eilge): ...

80. Mun doaladan ieZan vuoigatvuodain

81. Mun suolddattan ruovttus

82. Mun suoladattan olgun, olggobealde ruovitu

83.Mun ¢oakkdn biergasiid maid in darbbaj
(cilge):

0 1 2 84.
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Mun dagan as8iid maid eardt imastallet
(Cilge):

85. Mus leat jurdagat maid carat anaSedje
ovddolazZan (Cilge): ..oovoveceoe e

86. Mun lean eaggai

87. Mokta ja dovddut rivdet mus fihkka
88. Mun liikon leat nuppiiguin ovttas
89. Mun lean vihkolas (navdalas)

90. Mun garrudan ja dajan fastes sdniid
91. Mun lean smiehtadan goddit ieh¢an
92. Mun litkon nuppiid &¢dimmahit

93. Mun solZidan menddo ollu

94. Mun ollu givssidan nuppiid

95. Mun lean hui hohppui

96. Mun smiehtan sohkabealas¥iid menddo ollu
97. Mun 4ittdn nuppid Idbmet

98. Mun liikon nuppiid veahkehit

99. Mun ddrkiluttan menddo ollu icZan buhtis-
vuodain ja forgatvuodain

100.Mus leat oadehisvuoda vaivvit (&ilge): ........

101. Mun jdvkkan skuvllas dahje skuvla-
diimmuin
102.Mus lea unnan alsa

103.Mun lean lihkoheapme, Slundi dahje deddo-
juvvon

104.Mun riejan cambbo go eard nuorat
105.Mun geavahan alkohola dahje 4vdnasiid
maidda olmmo3 4lkit ddrvdnna (ilge): ...

106.Mun geah&falan leat vuoiggala3 ja buorre-
ddhtola¥ nuppiid vuosta

107.Mun liikon buori leaikkastallamii
108.Mun liikon dlkkdstallat

109.Mun geahécalan nuppiid veahkehit go
sdhtan

110.Savaiin ahte gulan nuppi sohkabealldi

111. Mun varuhan vuodjudeames ieh¢an nuppiid
438iide

112.Mun vuotjasuvvan hui ollu




Sérggo russolas sarga dan vastddusa buohta mii govvida du:

Boradatgo dihto minstara mielde juohke beaivvi?
Seaggudatgo ieZat garrasit gaskkohagaid?

Orutgo ieZat miclas eahpelihkostuvvan jos heait-
tat seaggudanprogramma? ...............

Logadatgo kaloriijaid buot das maid borat, vaik-
ko it seaggutge iezat? ........................

Anatgo borakeahttaivuoda muhtumin olles beaiv-
vi?

Jos vastidit juo vidat gaZaldahkii, de man davja?

[0 Juohke nuppi beaivvi
O 2—3 vahkus
O oktii vahkus
O Muhtumin
[0 Lean dahkan nu oktii

Geavahatgo ¢uovvova$ dvdnasiid dahje vugiid veahkkin vai gehpogit?

Seaggudantableahtaid .

Seaggudanbulvoriid ...............................,
Luh¢udandvdnasiid ..................cocoooi i .
Gultahandvdnasiid . S e eee e B

Vuovssihan ieh¢an .. o : ST oo

Billistitgo du borranvierut eallimat? ...
DajaSitgo ahte biebmu stivre eallimat?

Boradatgo goassege nu eatnat ahte fertet heaitit
lusttuhisvuoda dovddu geazil? .......... ... .. .

Lea go aiggit gos jurddasat du¥3efal bilpmuid? ...

Boradatgo jierpmadlac¢at earaid oaidnut ja badjel-
meardstalat dasto go leat oktot? ............................

Nagadatgo heaiti boradeames goas ie¥ dahtut? ....
Dovddatgo goassege mearehis borranmiela? ..........
Boradatgo ollu go leat drgi? .................................
Balatgo issorasat buoidumis? ..............

Boradatgo stuorra meriid hirbmat johtilit (bora-
danbottuid gaskkas)? ...
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Heahpanattatgo iezat borranvieruid geazil? ..........

VuorjaSuvatgo dainnago it haldda$ ieZat liiggala$
borademiin? = e

Boradatgo jedden dihtii iezat? .........................

S4htatgo guoddit bicpmus veahage dallerkii
nannd boradeami? . ... ..o

Filletgo eara olbmuid vai eai diede man ollu
borat?

Nealgedovdu go mearrida man ollu don borat? .
Boratgo muhtumin badjelmeari ollu biepmu?
Jos vastidit juo, de muital veajitgo hejot mannd.

Jos badjelmeardstalat borrat, dagatgo nu dusle
dalle go leat okto? i R e

Jos badjclmeardstalat borrat, man dévja de geavva nu?

O Ii béljo goassege O Oktii manus
O Oktii vahkus O 2—3 vahkus
O Juohke beaivvi 0O 2—3 beaivai

RaZajitgo duhtadit ieZat hdliidusa badjelmearé—
stallat borramiin? SR

Jos borat menddo ollu, boahlago dalle dutn]c
heajos oamedovdu? -

Boradatgo suoli muhtumin? ...

Leatgo du boradanvierut ddbalatcat, ieZat mie-
las? STEORI T .
Leatgo «borastuvvalasy?

Rievddgo du deaddu cambbo go 2—3 kilo vah-
4 TLY, SR . [ .

Juo

0

O oo o a4d

a
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Ooooo 4d

0

Man ollu leat deaddan eanemusat?

Man guhkd dus lei dat deaddu? e

Mii lea leama du unnimus deaddu ddid

magimud jagiid? 000 e

Man guhki dus lei dat deaddu? 0 .

Man ollu deattu leat eanemusat massdn? e e

Geavaigo nu du ieZat ddhtu mielde? L] Juo On

Man ollu hdliidat deaddit?

.. kg



D4 &uovvu listu mas leat ieSgudetldgan vdivvit ja vattisvuodat mat sdhttet leat olbmos muhtumin. Leatgo
manimu§ vahku vdiva§uvvan daiguin ollenge, veahds, viehka ollu dahje hui ollu? Sdrggo russolas sdargd dan
ruktdi mii dutnje heive.

In leat Viehka Hui
vdiva§uvvan Veahdd ollu ollu
ollenge vdivaSuvvan vdivasuvvan vdivasuvvan
Féhkka ballan siva haga o ] (I O O
Ohpit lean balus dahje vuorjaSuvan. .. .......... . 0O O O O
Veajuheapme dahje oaivejorgasis. .. .. ........ L O O O O
Hearkkas, siskkdldas rafehisvuohta..... ......... ... . O O O O
Alkit &errugoadan ... ST O O O O
Alkit sivahan ieh&an ......................... ... . . O O O O
Buot orru leamen rahamu¥............................. O O O O
Leat leama$ oaddinvattisvuodat ............................. O O | O
Dovddan ieh&an lihkoheapmin, ¥lundin dahje los-
sesmielalaZZan ... O O (] O
Lean hearddohuvvan smiehttat boahttediggi....... O O O O
Dovddan ieZan sojakehttdivuoda ja earggos
miela ..., O O 0 O
Lean 4sSiiguin vuorja$uvvan menddo ollu............. O O 0 O
Lean smiehttan loahpahit ieZan heakka.............. O O O O
Leatgo goassege geah&talan ieZat goddit? 0O In leat O Juo, de lean
Jos juo, de man gallii leat geah&falan? . geardde
Leatgo goassege dan oktavuodas leama¥ oktavuo-
das doaktarii, buohccidivs$arii, buohccivissui d.s.? [ In leat O Juo, de lean
Mapimu§ 12 ménu — leatgo goassege geahétalan
ieZat goddit? O In leat O Juo, de lean
Leatgo mapgimu$ 12 manu goassege leamas okta-
vuodas doaktdrii, buohccidivi§atii, buohccivissui
d.s.? O In leat 1 Juo
Duhpastalatgo? O In leat goassege duhpdstallan

O In leat goassege duhpastallan bissova&tat
inge dal oppa duhpastalage
O Duhpéstalan, muhto in juohke beaivvi
O Duhpastalan beaivvalaééat, sulli. . . . sigareahta

Gallii magimu$ njealji vahkus leat juhkan O In oktiige
eambbo go moadde jugdstaga alkohola?
............................................. (lohku) geardde

Manimu$ hévi go juhket alkohola, galle «drink-

ka» de juhket? «Drinkan» rehkenastojuvvo li-

htterbeale pilsa, 1 stuorra lassa geahnohis viidni,

1 ldssa garra viidni, 1 jugdstat buolli viidna (sullii

4 cl) Mon juhken sulli «drinkka»




Smiehta mat manimu§ havi go juhket alkohola. ..

A. Gos juhket

B. Geaiguin ledjet ovttas?

O In leat goassege juhkan

O Ruovttus

O Tuvrras/matkkis

O Astodigesearvvis

{3 Olgun

O Diskotehkas dahje restauranttas
O Coahkkinlanjas, dansundoaluin
O Ustibiid geah&en

O Okto

O Ustibiin

O Ollu eara nuoraiguin
O Véanhemiiguin

[0 Eara ravis olbmuiguin

C. Ledjego goappaSiid sohkabeliid nuorat das? O Juo, de ledje [ Eai lean
D. Leigo feasta? O Juo, de lei O Ii lean
Juhkago ah&&at? O Ii juga

O Harve

[0 Suliii oktii vahkus
[ Sullii mdggii vahkus
O BeaivvalaZéat

Juhkégo eadnat?

0O Ii juga

O Harve

O Sullii oktii vahkus
O Sullii mangii vahkus
O Beaivvala&éat

Leatgo goassege oaidndn ieZat vdnhemiid
garrenoaivvis?

O In goassege

{0 Aiddo moatte hadrvves geardde
[ Moddii jagis

O Moddii madnus

O Moddii vahkus

Leatgo goasscge oZ%on fallojupmai hd3$a dahje marihudna? O Juo

Leatgo goassege atndn ha§sa dahje marihudna?

O Juo

O In

O In



D4 vulobealde govahallat makkar dovddut olbmuin sahttet leat. Sarggo dakko gokko heive du dovdduide.

Ii goassege Harve Muhtumin Davjd
Mun orun ieZzan mielas leamen dovddadandésis
olbmuiguin gudet leat mu birra ... 0O O O (]
Mun gavnnan olbmo geaiina servvostallat jos nu
haliidan . .......... . e TR SO a O O O
Mus lea dat dovdu ahte eardt eai baljo dovdda
TR oo et et O 0 O O
Mu mielas olbmot leat mu birra, muhto cai
muinna ovttas ... B UP RO [ O a O
Mun lean ieZan mielas okto ... ... ... O 0 a O
Val4¥talatgo aktiivvalaggat dahje [45m- O In
?
mohalatgo? O In, muhto mun lavejin ovdal
O Juo, muhto in mun leat organiserejuvvon l43m-
mohallamis farus inge gilvvohallamiin
O Juo, mun lean aktiivvala$ ja searvvan gilvvohal-
lamiidda
Jos dus leat manga valdstallansuorggi, de Makkér valdstallansuorgi dahje -suorggit: ... ...

&ale daid vuolldlagaid

Makkar fitnu sdvat rdvis olmmozin? 000 s reomcseeessemsnearmsermn e RS R

D4 vulobealde leat muhtun éuodtuhusat skuvlavdzzimis ja das makkér skuvla berreSii leat.

Sarggo dan ruktai mii dutnje buoremusat heive:
Aibbas Veaha Veahas Aibbas

seamma- seamma- earaldgan earaldgan
ldgan lagan oaivilis oaivilis
Skuvllas ii gola digi. . .. SSRGS . O O O a
Skuvladiggis lea ollu dugsalas B d0 ] O a
Mun bures loavitan skuvllas. ... .. ... O O O O
Mu mielas davj lea soaiggus vuolgit skuvlii........ O O O O
Min oahpaheaddjit leat eahpit oahpahit ... . . 0 O O O
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Finnmdrkkusge leat olbmuin ie§gudetligan kultuvrralad duogaZat. Leat ie$gudetldgan sdnit maiguin valdda-
hit olbmuid kultuvrrala§ duoga?Ziid dahje ¥earddala$ gullevasvuoda. Moadde ovdamearkka &earddalas gulle-
va$vuodas dahje Eearddala$ joavkkus leat dakkdr sanit go omd. darru, sipmela$, suopmelas, kvenala$ ja 1a-
milalas.

Buot olbmot riegddit ovtta Cerdii dahje kultuvrii gullevaz?an, dahje muhtumin guovtti Zerdii dahje kulturii,
muhto leat stuorra erohusat das man ollu &earddaladvuohta mearkkasa, makkar dovddut olbmuin leat ei¥aset
¢eardda harrdi ja man muddui sin ¢earddalaivuohta vaikkuha sin ldhttenvuohkai.

Gazaldagat das vulobealde guoskkahit éearddala§vuoda dahje &earddala§ gullevaivuoda ja mo du dovddut
leat ja mo don doaimmat dan ektui. Dat leat hibmejuvvon manggakultuvrrala¥ servodaga vards. Deavdde
nu bures go sahtit.

leZzan tearddala$ gullevasvuoda dafus andn 1€h&an ..o e

Sarggo dan ruktdi mii heive dutnje: Aibbas Veah§ Veah4¥ Aibbas
scammaldgan scammaligan earaldgan caraldgan
oaivilis oaivilis oaivilis oaivilis

Mun lean geavahan aiggi gdvnnahit eambbo iefan
feardda, nugo historjja, arbevieruid ja dabiid ... O O Od O

Mun searvvan aktiivala¢éat organisasuvnnaide
dahje sosidlala§ ddhpahusaide main eatnasat leat

mu ieZan fearddala®at ... O O O O
Mus lea ielga oaidnu ieZan &earddalas duogaZis

ja das makkdr drvu das lea munnje.. .. .. .. . Od O O O
Mun litkon deaivvadit caradarddat joavkkuid olb-

muiguin ja oahpdsmuvvat singuin ... O 0O O O
Mun smiehtadan ollu mo mu ieZan &earddala$vu-

ohta vdikkuha mu eallimii................................ O O O O
Lean ilus go gulan dan &erdii masa juo gulan...... 0 O O O

Muhtumin mu mielas orru buoret jos éearddalas
joavkkut geah&éalivéte bissot sierra vai eai sea-

hkan guhtet guimmiidasaet .......................... O O a O
In vuigestaga diede man ollu mu &earddaladvuo-

hta vdikkvha mu eallimii.............................. O 0O O 0O
Mun lean davja eard ¢eardda olbmuiguin ovttas.. [ O | O

Mun in leat vuoiga geavahan ollus diggi gdvnna-
hit 438jid ieZan Ceardda kultuvrras ja historjjas... O O O O

Mun garrasit dovddan ieZan gulleva§vuoda
Ceardasan ....................o.ooooiii e 0O 0O 0O O

Mun viehka bures ipmirdan ieZan Zearddala¥ gul-
leva§vuoda, mo mun galggan meannudit iehéan
sihke ieZan Ceardda ja eard earddaid ektui.......... O O O O

Vai oahpa$in eambbo ieZan duogiZa birra, de
lean ddvj4 héleStan eardiguin ieZan cearddala¥
gullevadvuoda birra......... ... ... Arenn 0 O O (]

Mun lean rdmis iezan Cearddalavuoda geaZil ja
dan geaZil maid dat lea nagadan buktit digdi . 0O 0O O O
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Mus ii leat vuoiga dat dovdu ahte gula$in man
nu learddala¥ jovkui . ... .. ... e O O O O

Mun in geah¢éal Saddat ustibin eard Ceardda
nuoraiguin . .. . . TR | O O O

Mun searvvan kultuvrrala§ doaimmaide ja arbe-
vieruide ieZan ceardda siskkobealde, omd. arbevi-
rola¥ biebmodhkadeapmai, musihkkii dahje eard

vieruide . ......... ... .. 3 B EE et ere g e O O O [

Mun lean eara joavkkuid olbmuiguin servilagaid

doaimmain ... O O 1 O

Mu latnet nana dovddut ieZan &earddalas jovkui. O O O a

Vare gulasin eara fearddala$ jovkui ..................... ] d0 d0 O

Mun liikon servvostallat eard ¢earddala¥ jovkkuid

olbmuiguin goiezan .. .. .. . . . ] O a d0

Mun lean duhtava$ ieZan kultuvrrala§ dahje

tearddala¥ duogdZi. e O O a O

Mun orun dovdduidan dafus gullamin méngga

Cearddala¥ JovKui ...........oocooiii ] O d0 a

Mu éearddalasvuohta lea

(¢ale ovtta dahje eanetge loguid dain loguin mat leat dds vulobealde) ...

1. Norgala$

2. Sapmelas

3. Suopmela¥

4. Kvenala$

5. Eara (€dle makkar):

Ahgi éearddalagvuohta lea (geavat bajbeal loguid):

Eatni ¢earddala§vuohta lea (geavat bajabeal loguid):

D4 vulobealde leat muhtun gazaldagat vanhemiiddat ja skuvlabargguidat birra.
Doalla Doalla Doalld Doalla
hui viehka In viehka hui
bures unnan leat bures bures

deaivdsa deaivdasa  sihkkar deaivasa  deajvasa

Mu vianhemat bero§teaba hui ollu mu skuvla-

bargguin ... . ... e O O O O O
Mu vianhemat ddvja mu veahkeheaba skuvla-

bargguinan . . ... ... a O 0O 0 O
Mu vinhemiid mielas lea dud¥i vézzit guhkes

oahpu NSRS AR v en vnee oo dbhen s O O O O O
Mu vdnhemat ddvja mu rabmoba skuvlabarggui-

dan geazi. .. ... BT R O O O O O
Mu vdnhemat harve hdle§teaba muinna skuvlla

birra.......... e, O a O O O
Mu vanhemat movttiidahttiba mu joatkit skuvla-

vazzima .. Sy SRS e e ev e evevrrvenens O O a O [



Mii dahtoSeimmet diehtit geainna don haliidivéget servvostallat ieSgudetldgan dildlasvuodain. D4 vulobealde
leat muhtun olbmot geaiguin don varra dahtosit leat ovttas dahje halestit. Don &alistat ovtteza dan ruktai

mii lea ovddabealde su geainna don ovddimusat haliidivéce! leat ovtta
dakko gokko son lea geainna nuppédassii haliidivéget leat ovitas

geainna goalmmadassii haliidivéet leat ovttas (3. sadji).

Geainna ovddimusat déhtogit leat ovttas sotnabe-
aivvi eahkeda (1. sadji, 2. sadji, 3. sadji)?

Smiehta mat ahte ihttin fertet valljet makkar
skuvlla/oahpu galggat vdzzit boahttediggis. Don
leat ecahpesihkkar das maid villjet. Gean lusa
manasit radi jearrat ja veahki (1. sadji, 2. sadji,
3. sadji)?

Smiehta mat ahte dus lea persovnnala$ véttisvuo-
hta ja leat $lundi ja ldittas. Gean lusa manasit
halestit, ohcat veahki (1. dasji, 2. sadji, 3. sadji)?

Smiehta mat ahte don leat lobihis dagus gavnna-
hallan. Lea vejola§ ahte vdidet du bolesii. Don
darbbadat veahki ja rddi. Gean lusa managit

(1. sadji, 2. sadji, 3. sadji)?

O Dahkat juoidd okto

O Etniin

O Ahgiin

O Etniin ja 4h&iin
O Oappdin/vieljain
O Buriin ustibiin

O In geange lusa

[ Eatni lusa

O Ahéi lusa

O Eatni ja 4hé&i lusa
O Oappé/vielja lusa
O Buori ustiba lusa

O In geange lusa

O Eatni lusa

O Ahéi lusa

O Eatni ja 4h¢i lusa

00 Oappd/vielja lusa

O Buori ustiba lusa

O Skihpdriid/joavkku
lusa

O In geange lusa

O Eatni lusa

O Ahgi lusa

O Eatni ja 4hé&i lusa
O Oappa/vielja lusa
O Buori ustiba lusa

s dahje hdlestit (1. sadji), guvtteza
(2. sadji) ja golmmeZa dakko gokko son lea

O Skihpériiguin/joavkkuin
O Moarsiin/irggiin

O Ahkuin ja 4djdin

O Eard fulkkiiguin

O Eard rédvis olbmuiguin

O Skihpériid/joavkku lusa
O Moarsi/irggi lusa

O Oahpahcaddji lusa

O Fidnobagadeaddji lusa
O Ear4 fulkkiid lusa

O Eard ravis olbmuid lusa

O Moarsi/irggi lusa

O Oahpaheaddji lusa

O Skuvlla psykologa lusa
O Earé fulkkiid Tusa

O Buohccidivi$ara lusa,
doaktara lusa jna.
O Eara rdvis olbmuid lusa

O Skihpdriid/joavkku lusa
O Moarsi/irggi lusa

O Bolesiid lusa

O Eara fulkkiid lusa

O Ear4 ravis olbmuid lusa

Haliidatgo 4sat ruovitubdikai go geargan skuvl-
laid vadzzimis?

O Juo, hui mielas
O Juo, jos nu heive
O Eahpesihkkar

O In, mun hdliidan eard baikdi assat

Jos don 3attat farret go leat geargan skuvllain,
gosa de millosepmosit farresit?

O Stuorit gdvpogii
O Unnit gavpogii

U Bdikdi mii lea olggobealde gavpoga

O Gillai
O Eard riikii

[J Ruovttoluotta ruovttubdikdi

O Eahpesihkkar
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Dé vuolobealde leat moadde ga¥aldaga das mo don ieZat mielas leat. Sarggo russolas sirgd ddkko gokko heive
dutje buoremusat.

Heive Heive Heive Heive
hui vichka viehka hui
bures bures hejot hejot
Mun lean ieZzan mielas scamma jierbmai go eardt
mu ahkasad@ain ............ccoccoeeiiiiiiiis e R a O O O
Mu mielas lea vattis fidnet ustibiid ...... ................ O O O O
Mun lean &eahppi buotldgan valdstallamiin .......... O a C] 0
Muhtun beaivvi mus lea duot oaivil aldddn,
nuppi beaivvi fas dibbas nuppelagan oaivil.. . . . [ O O O
Mus leat «logi bealggi» ................c..cccoiiieirs e O 0 0 O
Mun in leat duhtava$ dasa mo lean olgguldasat
0aldNIt ...oooiiii i O O O O
Mun orun vidvjimin ahte go bero§tan geas nu gii
gulld nuppi sohkabealldi, de lea hui vejola$ ahte
duot nubbi maid berodta mus............... ..o O O O O
Mun lihkostuvan gévdnat hui laga$ ustibiid .......... O O O (]
Mun dévja beahtahalan alccesan ................c...cc..... O O O O
Mun lean nu njoahci gearggahit skuvlabargguid.. O O O ]
Mus leat ollu ustibat ... . ... .. O O a 0
Mun jadhkdn ahte mun sihtdn buresge lihkostuv-
vat vaikko makkdr odda valastallamis................ . g O O O
Mun bures loavttan diggi ruovttubdikkistan...... .. O O 0 O
Mun séva¥in ahte mus livE¢ii earaldgan rumas...... a O 0 O
Mus l4ve oaivil ieZan harrai rievdat vichka ollu.... (O O 0 O
Mun lean Ceahppi giedala¥ bargguide... ............... O O O O
Mun geah&Zalan morrdnahttit sin dovdduid geain
mun duodai beroftan ..o a 0 O O
Mus lea laga$ ustit geainna sdhtdn juogadit
Giegusvuodaid ..o 0 O O O
Mun in liiko dan vuohkdi mo ealdn iefan eallima (] 0 a O
Mun birgen hui bures skuvllas ... ... a a O O
Eard nuoraid mielas lea vattis liikot munnje......... a O O O
Mun orun ieZan mielas eahpit valastallat go
earat mu ahkdsaddain ... ... . O O O
Mun s4vasin ahte livéCen earaldgan olgguldasat.. [ O O O
Mun lean fuomdsan ahte mus sdhtta oaidnu
rievdat ieh&an harrdl.................ccooooeeiiniie O O O O
Mun lean ¢eahppi ¢oahkkai bidjat ja divvut
biergasiid ... O O O [



Mun orun vévjimin ahte nuorat (nuppi sohkabea-

lis) sahttet berosti§goahtit mus = . ... 0 O (| O
Mus lea ustit geainna juogadit 488iid = ... O O O O
Mun lean eana§ duhtava§ alccesan ... O [} 0 (]
Mu lea vittis riekta vastidit skuvllas . 0O 0 0 O
Munnje bures liikojit sii gudet leat mu agis . .. 0 (] ) O
Mun in birge nu bures go ld§mmohallamis leat

odda hdrjehallamat . . ... ... L ... QOd O 0 O
leZan mielas mus lea 4ppa olgguldas . O O O ()}
In leat miige giehtatehpiid . .. 0O 0 O O
Mun jdhkin mun lean nuppi sohkabeali mielas

geasuheaddji ja miellagiddevas. ... . 0 O O O
Mu mielas lea véttis gavdnat ustibiid geaidda lea

vejola§ Iuohttit.......................... ... . D ] a O
Mu liikon alccesan nu mo lean .. R 0 O O a
Mun jdhkdn ahte mun iean viehka jierbmai a O O D
Mun orun dovdamin ahte mu ahkdsa&¥at dohkke-

hit mu ... e, (] O [ 0
Mus ii leat ieZan mielas nu nana ruma¥ go eardin O O O O
Mun liikon ieZan olgguldassii hui bures . . . 0O O O O
Muhtumin mus lea positiivala§ oaidnu alddan,

muhtumin fas hui negatiivvala% oaidnu... ... ... O 0 O (]
Mus lea viehka buorre praktihkala$ daidu............ O O O O
Mun in dabélaééat geah&lal geasuhit su geas lean

berosti¥goahtdn ... O 0 0 O
Mus ii leat oktage buorre ustit geainna sdht4sin

juogadit 48§iid mat duodai leat persovnnalatéat... O (] 0 O
Mun dudan hui bures dasa mo lean................... Od 0 O Od
Makkar miella dus lea kristtala¥vuoda harrai? O Mun lean kristtala¥

{0 Mun jahkan ahte Ipmil lea, muhto religiuvdnan
osku ii mearkka§ munnje nu ollu juohkebeaiv-
vala§ dilistan

O Eahpesihkkar
0O Mun in jahke ahte Ipmil lea

0 Mun gulan eard religiuvdnii nammalassii; ..............
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Leago dus ja du vdnhemiin gullevasvuohta dihto oskku sierrasearvai?
Sarggo russolas sarga dakko heive du ja du vinhemiidat hérrai.

Mun ie§ Eadni A&
Stahtagirku — se. O O O
Lestadialas ; Z LT O a a
Hellodatoskkola§ . ... Qo d O
Jehovala$ . ; e .. 0O d0 d0
Eard O d0 d0
Galle girjji navddat leat ruovttustat? O Ii oktage

O Unnit go 20

O 20—s0

O 50—100

0O 100—500

0O 500—1000

O Eanet go 1000

Go dal geah¢adat iezat d4l, oaivvildatgo de ahte O Ollu ovdalis
don leat rumasla§ ldddama dafus ovdaleappos vai O Veahas ovdaleappos

manyileappos go duot nuppit du ahkésa¢Zain? X .
O Hui veaha§ ovdaleappos

[0 Nugo earat

(O Hui veahd§ mangeleappos
(0 Veahd$ mannelcappos

0 Ollu magnelis

Go don ldddagohtet ruma3laZ¥at, de geavai go J Ollu ovdalis
dat du oaivila mielde drabut vai manneleappot

[0 Veahd§ ovdaleappos
go duoin nuppiin du ahkadsaééain? PP

O Hui veahas ovdaleappos
(0 Nugo earain

(O Hui veaha§ mangeleappos
(O Veaha§ manneleappos

O Ollu mangnelis

Fitnabago du vdnhemat skuvlagoahkkimiim ja (0 Soai fitnaba dabdlageat dakkar ¢oahkkimiin
eard foahkkimiin mat gusket skuvlii? J Soai fitnaba muhtumin

O Soai eaba fina eaba goassege
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PREMIE:
Kr. 10.000,— til
valgfri ferie. Alle
som fyller ut
skjemaet er med i
lotteriet.

- UNGI1
NORGE

Spgrreskjema til ungdom i Nord-Norge

Dette er andre gangs underspkelse i UNG | NORGE. Takk for at du var med forrige gang!

Over 90% av de forespurte deltok i forste runde, og det synes vi er sveert bra. Vi pnsker d se om livssituasjonen
til deg og annen ungdom har endret seg i lppet av de to drene siden sist. Derfor ber vi deg om & vaere med i denne
oppfelgingsrunden.

Vi hdper at du vil fylle ut dette skjemaet. Hvis det er noen spprsmdl du synes er for personlige, eller som du ikke
vil svare pé, s kan du hoppe over dem. Men vi vil helst at du svarer pé alle spprsmélene.

Alle svarene vil vaere konfidensielle. Kodenummeret vil bli oppbevart slik at ingen vil f& vite hva akkurat du har
svart.

De fleste stedene setter du et kryss i den ruta som passer for deg. Noen steder stér det bare prikker Da md du
skrive ut svaret selv.

Nér du har fylt ut skjemaes, legger du det i den svar-konvolutten som folger med og poster det til oss. Adresse
stdr pd og porto er allerede betalt.

Takk for hjelpen!
Vennlig hilsen
Siv Kvernmo Lars Wichstrom
RSIP,
=t
§=:
o)
TRow®
NTNU UiTg
Norges Teknisk-Naturvitenskapelige Universitet FAGOMRADET MEDISIN
Det samfunnsvitenskapelige fakultet Avd. for barne- og ungdomspsykialiri

Psykologisk institutt




Er du jente eller gutt? [J Jente

[J Gutt
Hvor gammel er du? Jeger ar
Dersom du gir pé videregiende skole, [ Allmenne fag

[J Handels- og kontorfag

{TJ Handverks- og industrifag

[ Husflids- og estetiske fag, duoddji
[J Husholdningsfag

[ Idrettsfag

[ Helse- og miljpfag

[J Fiskerifag

[ Sjefartsfag

[J Landbruksfag og naturbruk, reindrifi
[J Tekniske fag

[ Annet (skriv hva):

Hvilket klassctrinn gér du pa? [J Gér ikke pd skole
[ Grunnkurs
O VK1
d vkl
SKOLEGANG

Vi vil gjerne vite hvilke skoler du har gatt pa , hva slags utdanning du har fullfgrt (fitt avgangsvitnemal fra), hva slags
utdanning du planlegger i ta seinere og eventuelt hva slags skole du gér pé nd. Sett s& mange kryss som passer.

Gér pd nd Péibegynt, men Fullfgrt Planlegger &
sluttet fgr ende- begynne pa
lig eksamen

Ungdomsskole ...........c.cocovveiviennnnn, O 0 O O
Videregdende skole, AF/HK ............... ([l O O |
Videreglende skole, YF ................... O ] ] O
1-2 irs utdannelse etter videregdende ..... (] 4 (] (]
3-8rig hpgskole ...oovvvireeee e, O O dJ O
4-8rig hpgskole ............ccooiiiiiiil, O O O O
Grunnfag eller mellomfag pd universitet .. 4 ([ O O
Candmag. grad ................ccoeeeeen... O O d O
Hovedfag, embedsstudium pi universitet,

diplomstudium p hggskole ............... J O O
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HOVEDBESKIJEFTIGELSE
Vi vil gjeme vite hvilke noe om hvilke arbeidserfaringer du har hatt de siste to irene. Vennligst kryss av [or hvert & om
du i mars mined og september méned var:

September Mars September Mars
1995 1996 1996 1997
1 heltidsstilling (35 t eller mer pr. uke) ...........eeevnn. O O a a
1 deltidsstilling (mellom 15 tog 35 tpr. uke) ........... O O O O
I mindre deltidsstilling (mellom 5 og 15 t pr. uke) ...... 1 Ol O O
ATBEIASIES ....vvv e J a ad O
P4 sysselsettingstiltak ...........coooiiiiiiiiinnens O O O O
Hjemmevarende .........ocooviiiiiiiiioniniiiaen O OJ OJ O
I militeeret (verneplikt) ..., OJ O Ol O
Underutdanning ...........ccoiiiiiiiiiiiiiiiinennen. O a a O
Har du noen gang veert arbeidslgs?...............o.oee [(J Nei
[ Ja, tilsammen mineder
Dersom du er i arbeid na (1 time eller mer pr. uke),
hvilket yrke hardu? ...
Fortell hvadu gjgr pdjobben ................coooiiis
Hvem bor du sammen med na? [J Mor og/eller far

[] Alene/For meg selv eller i bokollektiv
[J Ektefelle/samboer
[J Annet, hva

Har du barn? [J Nei
[(JJa,jeghar  (antall) bam

Har de voksne du bodde sammen med fdr, flyttet fra hverandre? [1Ja [ Nei

Huis ja, hvor lenge siden? ar mdneder
For to 4r siden, bodde du da i tettbygd cller [J 1 eller like utenfor en mellomstor eller liten by
spredtbygd strek? (] Stgrre tettsted (ikke by)
[ Lite tettsted/bygdesamfunn
(] Spredtbygd strgk
Bor du et annet sted nd enn véren -95? (] Nei

[ Ja, jeg er flyttet til en bygd/tettsted

(] Ja, jeg er fiyttet til en by

[] Ja, jeg er fiyttet til en annen bygd/tettsted
[] Ja, jeg er fiyttet til en annen by

[] Annet, hva
Det stedet du bor pa nd, hvilket sprik [J Norsk
snakkes det mest der? [] Samisk
(] Omtrent like mye av begge
DI AMCLhVE e e
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Bodde du p internat da du gikk pa barmme- og/cller ungdomsskolen? ......... JIa ] Nei
Huvis ja, i hvilke(n) Klasse? . ...

HVOE IENZET - e et e anr mnd.

Har noen av dine foreldre bodd p8 internat da de gikk pd barne- og/eller ungdomsskolen?
[ Nei, ingen

{1 Ja, mor
[ Ja, far
[ Ia, begge
[ Vet ikke
Hvis ja, hvorlenge . .....ocovviiini i L . ar
Hvormye trorduatdu veler? ... S <
Hvorhgy trorduatduer? ........ooooiiiiiiiinnii i e cm
Hvor gammel var du da du begynte & vokse raskt? ........................... ) ar oo mnd.
Virker det som du er ferdig med & vokse? ... d1Ja [J Nei
Hyvis ja, hvor gammel var du da du sluttet & vokse? ...................oon e, AU mnd.
A. Har du noen gang med vilje tatt en overdose av piller
eller pa annen mate forspkt & skade deg selv? .............coovviiiat. [0 Nei, aldri
[ Ja, en gang

O Ja, flere ganger

Dersom du svarte «ja» pd dette spgrsmélet, vil vi gjerne at du besvarer spgrsmalene fra B til F nedenfor.
Dersom du svarte «nei», kan du hoppe over disse spgrsmalene.

B. Hvor lenge er det siden du sist forsgkte 4 skade deg selv? ................ ) S méneder

C. Har du noen gang forsgkt & taditteget liv? ... (] Nei, aldri
[ Ja, en gang
(] Ja, flere ganger
Hvor mange ganger? ...

D. Hvis du svarte «ja» pa C, hvor lenge er det siden du sist
forsgkte A taditt eget Liv? ....o.oonieiiein s ir mineder

Dersom du svarte «Ja, flerc ganger» pé spgrsmil A, ber vi deg om 4 tenke p siste gang nar du svarer
pé spgrsmalene E og F.

E. Var du beruset da du forsgkte & skade deg? ...................ooool [ Nei, ikke i det hele tatt
[ Ia, litt beruset
[ Ja, temmelig eller veldig beruset
[ Vet ikke

F. Har du etterpi fatt hjelp eller behandling? ....................c..ooill (] Ia, hos foreldre
[ Ja, hos andre i familien
] Ja, hos en cller flere venner
([ Ja, pa sykehus
(] Ja, hos lege
[ Ja, hos psykolog/psykiater
[ Ja, hos andre
[ Nei, ikke hos noen



Har du noen gang hatt samleie? ......................oo O Ja [J Nei

Hvis du svarte ja, hvor gammel var du
da du hadde samleie fgrste gang? ... Jeg var ar

Hvor mange har du hatt samleie med til sammen
(antall partmere)? .......cooviiiiiiiiiiii

Nedenfor er en del utsagn om mat og spisevaner. Kryss av for hva som passer deg.

Alldd Ofte Sjelden Aldri
Jegeropptattavdblitynnere ... U O (| OJ
Jeg prgver dholdediett ..o O O Ol O
Jeg foler ubchag etter at jeg har spist sgtsaker ..................... O O O g
Jeg trimmer ford gdned i vekt ....... ..ot O O O Ol
Jeg kaster opp etter at jeg harspist ... W U O O
Nér jeg forst har begynt & spise, kan det vere vanskelig 4 stoppe .. O ] g O
Jeg bruker for mye id til dtenke pdmat ............coovviinennie, O (I O Il
Jeg fgler at maten kontrollerer livet mitt ................ceeveenenns O O O g
Nir jeg spiser, skjerer jeg maten opp i sma biter .................. O O O 1
Jeg bruker lengere tid enn andre pd et mltid ...................... Ol d Ol O
Andre mennesker synes at jegerfortynn ... O O O O
Jeg faler at andre presser meg til & SPiSe ..........oovuiverinriinnes O OJ O a

Nedenfor kommer en del spgrsméal om sprak og kulturell tilhgrighet. Kryss av det som passer for deg sa godt du kan.

Stemmer  Stemmer Stemmer  Stemmer
sverl ganske Tkke ganske svart
godt godt sikker darlig darlig
Jeg oppfatter meg som
NOISK v ] 0 O O U
Samisk .. ..oie e ] ] O O g
Kvensk .....coovvviiiiiiiiiiiiiiin, O g O O g
FISK voveveeeeseeeeeeeseeeeand O O O O [
Annet, beskrivhva L O g O [
Jeg 1ror andre (venner, naboer e.l.) oppfatter meg som:
Norsk ..ovvvviiiiiiiiiiii L O 0 O 0
SAISK ... eeerennen. O O O D O
Kvensk ......oooiiiiiiiiiiiiines 0 0 u O 0
Finsk ....ovvvviiiiciiiiiiiiiiees 0 U 0 U O
Annet, beskriv hva U O O O U



Hvordan er helsa di nd? (Sett et kryss for det som passcr for deg)

Dérlig ........... O Tkke helt god .... (] God ............. O Svertgod .......
Har du hatt noen av disse plagenc i Ippet av de siste 12 mincdene? (Sett ett kryss pd hver linje)
Alltid Ofte Sjelden Aldri

A Hodepine (uten kjent medisinsk arsak) ..............ooeeiinns O [l O Ol

B Nakke- 0g SKuldersmerter ............o..eeeereerurereeneiinns, O O O |

C Ledd- og muskelsmerter ...........ccoooviiniiieiiiiiiinnnenn, [l O O d

D Magesmerter (uten kjent medisinsk &rsak) ....................0 O L] Ol |
E KVAINE . oivneiineei et [l ] O O

F Tregmage .....oovvviiniiiiii i O O ] O

G Diare, Magesyke ............c.oeveiveeesoeenannerneeieeneans O ] | a

H HErtebank ...........eeeeeeeeeeeeeeieeesraae e eeeiiennns O U O ]

I Bronkitt eller lungebetennelSe ..........c.oeveeveeneereannnnn. [l [l O O

] OBrebetennelSe .......iiuiiiiiie e O O C L]

K Bihulebetennelse ..............ooiiiiiiiiiiii O O ] O

Hvis du har svart «aldri» p4 alle plagene nevnt ovenfor: Har du hatt noen av disse plagene ofte tidligere
(dvs. fgr de siste 12 ménedene)? .
O Ja [ Nei

Hvis ja: Hvilke plager (se ovenfor) var det? (Skriv navn eller bokstavene som passer)

NAr fikk du denne sykdommen/skaden? . &r gammel

Har du i Igpet av de siste 12 ménedene vert hos: (Ett kryss p4 hver linje) Ja Nei

Almenpraktiserende lege (lege utenom sykehus) ... a O

Lege pi sykehus cller poliklinikk (uten at du varinnlagt) ...........c..oooooi U O

Pykiatrisk POIKHNIKK ..........e.vveeieseesessonseaesseearessaeaneeseeaeereeranesaeeenns a O

PoyKOIOE .« s O a

FYSIOMEIAPRUL . .. ...ttt ittt et et ettt e O O

KArOPrakior .....oieiiiiiniit i e a a

3 1 T 17 O P e O a

HOMBOPAL ...ttt e O O

Annen behandler (naturmedisiner, fotsoneterapeut, hindspalegger, «healer», «synsk») ...... (] O

Hyvis ja, hvilket problem/plager fgrte til kontakten:

Hvor lenge varte kontakten? ir mnd.

Hvor gammel var du da du begynte 4 f& hdr pd kroppen (under armene, i skrittet)?

Jeg var arog ... mnd.

SPORSMAL BARE FOR JENTER

Hvor gammel var du da du begynte 4 fa bryster? Jegvar . arog ... . mnd

Hvor gammel var du da du fikk din fgrste menstruasjon? Jegvar ... 4rog .. ... .. mnd.

Har du noen gang etter en blpdning vaert blgdningsfri i flere méneder (uten 4 ha vaert gravid)? (Sett ett kryss)
CJa,2-5mnd. .... (J Ja, 6-12mnd. ... (J Ja,merenn 1 &r . [] Nei, aldri ........

Har du noen gang fitt behandling av lege for: (Ett kryss pa hver linje) Ja Nei

Seksuelt overfgrt sykdom (kjgnnssykdom) .......... ... O U

Underlivsbetennelse (eggstokkbetennelse, egglederbetennelse) ..................oooiiiie. a O

UHIOA ettt ee ettt e et e et e et e e e e e e e e e e O O

MENSITUASJONSSIMEIIET «. .0\ eenttneein e eneeatian e eeneraenssieanraae e rneanesaauesasrneenns [l O

Har du noen gang brukt p-piller eller minipiller? ..............ccooiiieuoeiiiiniieiiaiianns. [l O

Hvor gammel var du fgrste gang du brukte p-piller? T | 1
Hvor lenge har du brukt p-piller i alt? . ar




SP@RSMAL BARE FOR GUTTER

Hvor gammel var du da du begynte & komme i stemmeskiftet? drog ... mnd
Hvor gammel var du da du begynte 3 f4 skjegg? rog . mnd.
Har du veert behandlet hos lege for: (Ett kryss pé hver linje) Ja Nei
Seksuelt overfgrt sykdom (kjgnnssykdom) ...........ooiiiiiiiiiiii O d
Trang forhud ..o | O
U108 IR UFIFBIEL ... e eeeeeeeaeeeeeeeereeeeeeemnae e e eeen e e ee e e s e e e e e e e e (] O
Betennelse i forhuden eller pungen (teSHKIENE) ... ......oeevevernieniiniieiriianiieniiens. O O
Ja Nei

For JENTER: Har du noen gang vert gravid uten at du gnsket det? ..................ooooine. O O
For GUTTER: Har en jente noen gang blitt gravid med deg uten at det var meningen? ....... d O
For BADE gutter og jenter:
Hvis ja, hvor gammel var du da dette skjedde? ~ Jegvar ... ar
Ble det utfgrt abort? (J Nei (] Vet ikke
Hvis du er seksuclt aktiv, bruker du noen form for prevensjon? [ Aldri

[ Av og til

(] Nesten alltid

[ Alltid
Hvilken form for prevensjon bruker du? [ Ingen

[J Avbruut samleie

[ Kondom

(] P-pille/mini-pille

[J Szddrepende krem

[[] Pessar

[ Spiral

(] Annet, beskrivhva .. ... .

Hvis du er seksuelt aktiv og ikke bruker prevensjon, kan du forklare hvorfor?

(kryss gjerne av for flere alternativer)

[ Uventet/ikke planlagt samleie
(] Flau over 3 bruke prevensjon

[] Partneren gnsker ikke at vi bruker
prevensjon

(] Vanskelig 4 f4 tak i prevensjon
[] Har ikke tenkt pa prevensjon
(] Bnsker meg barn

[] Ikke redd for 4 bli gravid

(] Annet, beskrivhva



Alder: ) Kjgnn:

Her er en liste over egenskaper som barn og ungdom kan ha i stgrre eller mindre grad. For hver egenskap som passer pd
deg na eller siste 6 maneder, ber vi deg sette en ring rundt 2 hvis beskrivelsen passer bra eller ofte. Sett en ring rundt
1 hvis beskrivelsen passer til en viss grad eller iblant. Hvis beskrivelsen ikke passer pa deg, sett en ring rundt 0.
Vennligst svar s godt du kan pi alle spgrsmélene selv om noen ikke passer pd deg.

Passer ikke 1 = Passer til en viss grad eller iblant 2 = Passer bra cller ofte

2 | Jeg oppfdrer meg som yngre enn det jeg er

2 2. Jeg utnytter mulighetene mine bra

2 3.Jeg krangler mye

2 4. Jeg bruker evnene mine

2 5. Jeg oppfgrer meg som det motsatte kjgnn

2 6. Jeg kommer overens med de fleste mennesker

2 7. Jeg skryter

2 8. Jeg har problemer med 4 konsentere meg eller vare oppmerksom
2 9.Jegkan ikke fa vissc tanker ut av hodet (beskriv):

2 10. Jeg har problemer med 3 sitte stille "

2 11. Jeg er for avhengig av andre

2 12. Jeg fgler meg ensom

2 13. Jeg fgler meg forvirret eller fjem

2 14, Jeg griter mye

2 15. Jeg er ganske ®rlig

2 16. Jeg er slem mot andre

2 17. Jeg dagdrgmmer mye

2 18. Jeg prpver & skade meg selv med vilje eller har forsgkt & begd selvmord
2 19. Jeg prgver  fi mye oppmerksombet

2 20.Jeg gdelegger tingene mine

2 21 Jeg pdelegger ting som tilhgrer andre

2 22 Jeg er bekymret for fremtiden

2 23.Jeg bryter regler pa skolen eller jobben

2 24. Jeg spiser ikke sa bra som jeg burde

2 25. Jeg kommer ikke overens med andre

2 26. Jeg har ikke skyldfglelse etter & ha gjort noe jeg ikke burde

2 27.Jeg er sjalu pa andre

2 28.Jeg er villig til 4 hjelpe andre ndr de trenger hjelp

2 29.Jeg er redd for visse dyr, situasjoner eller steder (beskriv):
2 30. Jeg er bekymret for mitt forhold til det motsatte kjgnn

2 3l. Jeg er redd jeg kanskje tenker cller gjgr noe galt

2 32. Jeg fgler at jeg mé vaere perfekt

2 33. Jeg fler at ingen er glad i meg

2 34. Jeg fpler at andre er ute etter meg

2 35. Jeg fgler meg mindreverdig eller underlegen

2 36. Jeg sldr meg mye, ulykkesfugl

2 37. Jeg kommer ofte opp i slagsmal

2 38. Jeg blir ofte ertet

2 39. Jeg henger sammen med kamerater som kommer opp i brik

2 40. Jeg hgrer lyder eller stemmer som andre ikke synes er der (beskriv):
2 41. Jeg handler uten 4 stoppe opp for 4 tenke

2 42 Jeg vil heller veere alenc enn sammen med andre

2 43, Jeg lyver eller jukser

2 44 Jeg biter negler

2 45. Jeg er nervgs eller anspent

2 46. Deler av kroppen min rykker eller lager nervgse bevegelser ( beskriv):

0=
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
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47. Jeg har mareritt
48. Jeg blir ikke likt av andre
49, Jeg kan gjgre visse ting bedre enn andre
50. Jeg er for redd eller engstelig
51. Jeg fgler meg svimmel
52. Jeg har for mye skyldfglelse
53. Jeg spiser for mye
54. Jeg foler meg overtrett
55. Jeg cr overvektig -
56. Kroppslige plager uten kjent medisinsk rsak:
a. Smerter eller vondt (ikke hodepine)
b. Hodepine
c. Kvalme, fgler meg uvel
d. Plager med gyncne (beskriv):
e. Utslett eller andre hudplager
f. Magesmerter/magekramper
g. Brekninger, kaster opp
h. Hjertebank
i. Nummenhet, prikking i deler av kroppen
j- Annet (beskriv):
57. Jeg kan g lgs pa andre fysisk

58. Jeg plukker pa huden eller andre deler av kroppen min (beskriv):

59. Jeg fér lett venner

60. Jeg liker 4 prgve nye ting

61. Skolearbeidet mitt eller prestasjonene mine pa jobb er dérlige
62. Jeg er klosset og har dérlig samordning av bevegelsene mine
63. Jeg foretrekker  vere sammen med folk som er eldre enn meg
64. Jeg foretrekker & veere sammen med folk som er yngre enn meg
65. Jeg nekter 3 snakke

66. Jeg gjentar visse handlinger om og om igjen (beskriv):

67. Jeg mister fort venper
68. Jeg roper/skriker mye

69. Jeg er hemmelighetsfull eller holder ting for meg selv

70. Jeg ser ting som ikke andre synes er der (beskriv):
71. Jeg blir leit flau eller forlegen

72. Jeg tenner pd — lager brann

73. Jeg utnytter mulighetenc mine bra

74. Jeg gjpr meg til eller spiller bajas

75. Jeg er sjenert

76. Jeg har problemer med a i sove

77. Jeg sover mer enn de fleste i Igpet av dagen og/eller om natten (beskriv):

78. Jeg vikner for tidlig

79. Jeg har talevansker (beskriv):
80. Jeg stir pa rettighetene mine
81. Jeg bekymrer meg for jobben eller skolearbeidet mitt
82. Jeg stjeler

83. Jeg samler pa ting jeg ikke renger

84. Jeg gjgr ting som andre synes er underlig (beskriv): |

85. Jeg har tanker som andre ville synes var underlige (beskriv):
86. Jeg er sta

87. Humgret mitt eller fglelsenc mine forandrer seg plutselig
88. Jeg liker & veere sammen med andre

89. Jeg cr mistenksom

90. Jeg drikker for mye aikohol
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91. Jeg har tanker om 4 ta livet av meg

92. Jeg liker 4 & andre til & le

93. Jeg snakker for mye

94. Jeg erter andre mye

95. Jeg har et heftig sinne

96. Jeg tenker for mye pa sex

97. Jeg truer andre med & skade dem

98. Jeg liker & hjelpe andre

99. Jeg er altfor opptatt av 3 vaere ren og ordentlig
100. Jeg har sgvnproblemer (beskriv):
101. Jeg har problemer med & bli ferdig med ting jeg skulle gjgre

102. Jeg har dérlig med energi

103. Jeg er ulykkelig, trist eller deprimert

104. Jeg briker mer enn andre

105. Jeg gjer ting som gir meg problemer med loven (beskriv):

106. Jeg prover 4 vare rettferdig med andre

107. Jeg liker en god spgk

108. Jeg liker 4 ta livet lettvint

109. Jeg prgver & hjelpe andre nér jeg kan

110. Jeg gnsker jeg var av motsatt kjgnn

[11. Jeg passer meg for & engasjere meg i andre

112. Jeg er mye bekymret

113. Jeg er for opptatt av hvordan jeg ser ut

114. Jeg har problemer med & bestemme meg

115. Jeg betaler ikke gjeld eller passer ikke p& andre gkonomiske forpliktelser
116. Jeg er for mye bekymret for helsen min

Hvis du har en fast jobb (eller hadde fast jobb i lgpet av de siste 6 manedene), ver si snill og svar pd
fplgende spprsmal:

117. Jeg har problemer med a fa gjort arbeidet mitt
118. Jeg er forngyd med arbeidssituasjonen min

119. Jeg gj@r ting som kan fgre til at jeg mister jobben
120. Jeg er borte fra arbeidet selv om jeg ikke er syk

Hvis du gér pa skole eller studerer pd universitetet eller hgyskole (eller har gétt pd skole/studert de siste
6 ménedene), vaer sd snill og svar pa fplgende spgrsmal:

121. Jeg har problemer med 4 studere

122. Jeg er forngyd med skole-/studiesituasjonen min

123. Jeg har problemer med 4 komme overens med lzrere/forelesere/veiledere
124, Jeg skulker skolen/studiene ndr jeg ikke er syk

Huvis du er gift eller i et fast forhold, ver s snill 4 svare pa fglgende spgrsmal:

125. Jeg er forngyd med partneren min

126. Partneren min og jeg er uenig om penger

127. Partneren min og jeg er uenig om hvor mye tid vi skal tilbringe sammen

128. Partneren min og jeg er uenig om hva vi skal gjgre nér vi er sammen

129. Partneren min og jeg liker de samme aktivitetene

130. Partneren min og jeg er uenig om scksuelle forhold

131. Partneren min og jeg er uenig om samlivsfohold f.eks. slikt som hvor vi skal bo o.l.
132. Jeg har problemer med min partners familie
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133. Hvor ofte har du drukket alkohol de siste 6 mdnedene?
[ Aldri i lgpet av de siste 6 manedene
(] Ikke mer en et glass pr. uke
[0 2- 6glass pr. uke
[ 7-14 glass pr.uke
[7 14-21 glass pr. uke

[J Mer enn 21 glass pr. uke - ca. hvor mange glass? ... ...

131. Hvor ofte har du vert beruset de siste 6 minedene?
[J Aldri i Igpet av de siste 6 minedene
(] 1eller 2 ganger
(] 3eller 4 ganger
{1 5 eller 6 ganger
[J Mer enn 6 ganger — ca. hvor mange ganger?

135. Er du bekymret for mengden alkohol du drikker?
[] Nei (Ja

136. Er familien din cller venner bekymret for mengden alkohol du drikker?

[ Nei [dIa

137. Hvor ofte har du i Igpet av de siste 6 manedene brukt narkotiske stoff til ikke-medisinske formal

(amfetamin, beroligende medikament, hasj, heroin, kokain,
[ Aldri i 1gpet av de siste 6 minedene
[J 1eller 2 ganger
[] 3 eller 4 ganger
[ 5 eller 6 ganger

ctc)?

[J Mer enn 6 ganger — ca. hvor mange ganger? . ...

Sett et kryss ved det svaret som beskriver deg:

Spiser du etter ct bestemt mgnster hver dag? ...

Driver du av og til med hard slanking? ...

Fpler du deg mislykket hvis du bryter med slankeprogrammet?

Teller du kaloricne i alt du spiser, selv nir du ikke slankerdeg? .............cooiinieees

Faster du en heldag av og til? .......oooiiminiiiiiii

Hvis du svarte ja pa forrige spgrsmdl, hvor ofte?

[] Hver annen dag

(] 2-3 ganger pr. uke

(] 1 gang i uken

[] Av og il

[] Har gjort det en gang

Bruker du noen av fplgende til & hjelpe deg 4 ga ned i vekt?

‘?§
Slanketabletter ...............ovuerneennne. |
Slankepulver ... O
Avfgringsmidler ............ooieiiiiin. O
Vanndrivende medikamenter ................. O
Tvinger meg til 3 kaste 0pp .................. O

L]
Qoq"l&
\%‘S o
O O
O O
O O
O O
O O

4
a.

ogogo



Ja Nei
Pdelegger ditt spisemgnster livet ditt? ... 0 (]
Ville du si at maten styrer ditt liv? ..ot O U
Spiser du noen ganger sd mye at du m stoppe p.g.a. ubehag? ...................Ll (I O
Er det perioder hvor du bare tenker pAmat? ... (I O
Spiser du fornuftig i andres n@rver for  «ta igjen» nardueralene? ...................... (] O
Kan du slutte d spise ndrduvil? ................... e (I O
Fgler du noen ganger en overveldende trang til & spise? ..........cocoviiiiiiiiianinne. (I O
Spiser du mye ndr du er engstelig? ....... ..o O (I
Er du veldig redd for 8Bl fet? ........veioeeiriaiiirieieie e e e e ece e O O
Spiser du store mengder mat veldig fort (mellom maltider)? ................c.ooveiinin. O g
Ja Nei
Skammer du deg over dine spisevaner? ............ ool O ]
Er du bekymret over i ikke kunne styre spisingen? ............coovvivniiiiiiiianaieaiens (] U
Tr@stespiser du? ......oiiiiii e O O
Kan du la noe av maten ligge igjen pé tallerkenen etter et maleid? ......................... O (Il
Lurer du andre mennesker m.h.t. hvor mye du spiser? ...............cocoiiiiii ... (I O
Er det sultfplelse som bestemmer hvor mye du spiser? .........ooveeviiiiiiiiiiiiiiiinn, (I O
Fritser du i storc mengder mat noen ganger? ............ooevvueiiereirineinerianeinienes. (I (]
Hvis du svarte ja, foler du deg elendig etterpd? ...........c..cooviiiiiiieiiiniiiinieenenn. (] O
Hvis du fritser, erdet bare ndrdu eralene? .............coooiiiiiiiiiiiiiiniiiiii s (] O
Hvis du fratser, hvor ofte skjer dette?
[] Nesten aldr ] En gang i mineden
[J En gang i uken [] 2-3 ganger pr. uke
[ Daglig {1 2-3 ganger pr. dag
Ja Nei
Ville du anstrenge deg veldig for 4 tilfredsstille trangen til & fritse? ....................... (I U
Hyvis du forspiser deg, fir du mye skyldfglelse? ..............cooiiiiiriiiiniieninnn.. O O
Spiser du i SMUE NOEN BANEETT ....vviiiinitiit et ceeeaans a O
Er dine spisevaner normale, slik duserdem? ... O O
Er du en «Ivangsspiser»? .....o..iiiortiiir i e O O
Varierer din vekt med mer enn 2-3 kgilgpetavenuke? .........ocoovieiiiiiiiiiiin., a O
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Hvaerdetmeste du har veid? .............cooviiii i, i kg

Hvor lenge hadde du denne vekten? ............................ e mineder
Hva er det minste du har veid de siste drene? ................... i kg

Hvor lenge hadde du denne vekten? .................cooiinatt o méneder
Hva er det stgrste vekttapet du har hatt? ... TR i ke
Skjedde dette vekttapet med vilje? ... ...iiiiieiniieannne. O Ja O Nei
Hvagnskerdu d veie? .......ooiiiiiiiiiii it eias i kg

N4 fplger en liste over forskjellige plager og problemer som man av og til kan ha. Har du i Igpet av den siste uka ikke
veert plaget i det hele tatt, litt plaget, ganske mye plaget eller veldig mye plaget av noe av dette? Sett kryss i den ruta
som passer for deg.

Tkke plaget Ganske Veldig

idet Litt mye mye

hele tatt plaget plaget plaget
Plutscligredduten grunn ... (] U O [
Stadig redd eller engstelig ..........vueeeeeeeineenieeeeeeeee... U (I (I O
Matthet eller svimmelhet ... O d O O
Nervgsitet, indre uro ........coovei i, (] (I d J
Lett ford grilte ..ot e (Il O [l O
Lettford klandredegselv ... (] O U U
Feltatalteretslit ... (] O O O
Hatt sgvoproblemer ... (] O O (Il
Falt deg ulykkelig, trist eller deprimert .......................... (] (] a a
Fglt hiplgshet med tanke pa framtida ........................... O (I U O
Folt deg stiv elleranspent ..............coovvvveinivereenneinnnn. J O O O
Bekymret deg formyeomting ................., O O (] O
Tenkt pa & gjgre slutt pA Livet ditt .............cccoeevevennan... d O O [l

Ja Nei
Er du noen gang blitt tilbudt hasj elier marihuana? .............. ] (]
Har du noen gang brukt hasj eller marihuana? ................... U U
Rayker du? (] Har aldri rgykt

(] Har aldri rgykt fast og rgyker ikke i det hele tatt nd
[] Har vgykt fast, men har sluttet helt nd

(J Rayker, men ikke daglig

(O Rpyker daglig, omiwent _sigaretter

Hvor mange ganger har du i Ippet av de fire siste (] Ingen ganger
ukene drukket mer enn et par slurker alkohol?

(antall ganger)



Ogsa i Nord-Norge har folk forskjellige kulturer og bakgrunner. Det finnes ulike ord for 4 beskrive de kulturelle bak-
grunnene eller etniske tilhgrigheter som folk har.
Noen eksempler pa etnisk tilhgrighet cller etnisk gruppe er f.eks. norsk, samisk, finsk, kvensk og tamilsk.

Alle mennesker blir fgdt inn i en etnisk eller kulturell tilhgrighet, eller av og til to, men det er store forskjeller hvor mye
etnisitet betyr, hvilke fglelser den enkelte har overfor sin etnisitet og hvor mye deres varemate er pavirket av denne.

Spgrsmélene nedenfor handler om etnisitet eller etnisk tilhgrighet og hvordan du fgler og handler i forhold til den.
De er Jaget for flerkulturelle samfunn. Fyll ut si godt du kan.

Nér det gjelder etnisk tilhgrighet, regner jeg meg selv som

Kryss av i den ruten som passer for deg:

Heltenig Littenig  Littuenig Helt uenig

Jeg har brukt tid til & prgve & finne ut mer om min etniske

gruppe, slik som historie, tradisjoner og skikker .................. O O d O
Jeg deltar aktivt i organisasjoner eller sosiale sammenhenger

som hovedsakelig har medlemmer fra min egen etniske gruppe .. [J ] ] O
Jeg har en klar oppfatning av min etniske bakgrunn og hva

denbetyrformeg ........c.oooiiiiiiiiiiiii i O ] O O
Jeg liker & mgte og bli kjent med folk fra andre etniske

STUPPET NI MM EEM ....uuieeintinat e eanniateraeeinerarees O O O O
Jeg tenker mye pa hvordan min etniske tilhgrighet pdvirker

TVEE IMILE <. e (] U d O
Jeg er glad for 4 tilhgre den gruppen jeg tilhgrer .................. O O | O
Av og til fgler jeg at ting ville vere bedre om de forskjellige

etniske gruppene ikke prgvde d blande seg ....................... O ] il O
Jeg vet egentlig ikke hvilken rolle min etnisitet spiller i fivet mitt O U O |
Jeg er ofte sammen med folk fra andre etniske grupper

ENN MM CBEI oo v vttt s ireitseeteisisisratesraraanananes ] (] J O
JTeg har egentlig ikke brukt noe serlig tid pa & preve 4 finne

ut noe om min etniske gruppes kultur og historie ................. O O O O
Jeg har en sterk fglelse av & hgre til i min etniske gruppe ......... U (Il 4 U

Jeg har en ganske god forstéelse av hva min etniske
tilhgrighet betyr for meg, med tanke pi hvordan jeg skal

forholde meg til bide min egen og andre etniske grupper ......... O (] U O
For a kunne lzre mer om min bakgrunn, har jeg ofte

snakket med andre om min etniske tithgrighet .................... O (| O 1
Jeg er veldig stolt av min bakgrunn og hva den har oppniddd ..... U O W Il
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Heltenig Littenig  Littuenig  Helt uenig
Jeg fpler cgentlig ikke at jeg tilhgrer noen etnisk gruppe ..........

(] (] t O
Jeg prover ikke 3 bli venner med ungdom fra andre etniske
o 405 U ] | O
Jeg deltar i kulturelle aktiviteter og tradisjoner innen min
etniske gruppe, slik som f.eks. tradisjonell matlaging, musikk
eller andre SKiKKer ......... ..ot ] (I (W O
Jeg deltar i aktiviteter sammen med folk fra andre g;'upper ....... O (] O a
Jeg foler en sterk tilknytning til min cgen etniske gruppe ......... O d d I
Jeg skulle gnske at jeg tilhgrte en annen etniske gruoppe
BTN JEE SIBE + v eveneervreseneeeae e mnn e et ene e rein e eeeiaeeenieens O O (] ]
Jeg liker & veere sammen med folk fra andre etniske grupper
LI 1171 =Y o e (] O O O
Jeg er fompyd med min kulturelle eller etniske bakgrunn ........ O U U O
Jeg faler at jeg tilhgrer flere etniske grupper ...................... (I O d O

Min etnisitet er (skriv ett eller flere av numrene nedenfor):

1. Norsk

2. Samisk

3. Finsk

4, Kvensk

5. Annet (skriv hvilken):

Fars etnisitet er (bruk numrene ovenfor): ...

Mors etnisitet er (bruk numrene ovenfor):

Hvordan stiller du deg til kristendommen?

[ Jeg er personlig kristen
I Jeg ror det finnes en Gud, men religion betyr ikke s mye for meg i det daglige
[ Usikker

] Jeg tror ikke det finnes noen Gud

(3 Jeg tilhgrer en annen religion, nemlig:




@nsker du 4 bosette deg pa hjemstedet ditt ndr du er (J Ia, svert gjerne
: - oS

ferdig med utdanningen din? (J Ja, dersom det faller seg slik

[J Usikker

[J Nei, jeg gnsker & bosette meg et annet sted

Hvis du tror du kommer tif & flytte, hvor vil du helst [ Til en stgrre by
flyttc? .
- ) Til en mindre by
[ il et sted like utenfor en by
[ Tilei bygd '
[ Til et annet land
[ Tilbake til hjemstedet

[J Usikker
Nir du tenker etter, mener du at du ble tidligere eller O Mye tidligere
senere fysisk moden enn andre pé din alder? s

[J Noc tidligere

(] Lite grann tidligere
[ Akkurat som andre
[J Lite grann sencre
[ Noe senere

[J Mye scnere

Da du begynte a bli fysisk moden, mener du at dette [J Mye tidligere
startet tidligere eller senere cnn hos andre p din 0 -
alder? Noe tidligere

J Lite grann tidligere
[J Akkurat som andre
[J Lite grann sencre
[ Noe senere

(J Mye senere
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Bidrag til belysning av medisinske og sosiale forhold i
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beretningene.
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Av Bjarne Koster Jacobsen, 1988.
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Finnmark.

Av Anders Forsdahl, Atle Svendal, Aslak Syse og

Dag Thelle, 1989.
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Av Synngve Fgnnebg Knutsen, 1991.
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Av Age Wifstad, 1991.
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Aspects of breast and cervical cancer screening.
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Occurrence, aetiology, and diagnosis. From The Tromso
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Diagnosis of pneumonia in adults in general practice.
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Av Anders Forsdahl, 1993.
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Patterns and predictors of drug use.
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ECG in health and disease. ECG findings in relation to CHD
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Av Per G. Lund-Larsen, 1994.

Arrhythmia, electrocardiographic signs, and physical
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The Military service: mental distress and changes in
health behaviours among Norwegian army conscript.
Av Edvin Schei, 1995.

The Harstad injury prevention study: Hospital-based injury
recording and community-based intervention.
Av Bgrge Ytterstad, 1995.
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Factors affecting doctors’ decision making.
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peptic ulcer and endoscopic findings in a population.
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Av Sameline Grimsgaard, 2001.

Finnmarkundersgkelsene
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Aspects of women’s health in relation to use of
hormonal contraceptives and pattern of child
bearing.

Av Merethe Kunmle, 2003.

Pasienterfaringer i primzrlegetjenesten fer og etter
fastlegereformen.
Av Olaug Lian, 2003.

Vitamin D security in northern Norway in relation to
marine food traditions.
Av Magritt Brustad, 2004.

Intervensjonsstudien i Finnmark. Evaluering av
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