
Risk and Protective Factors for Symptoms of Depression and 
Anxiety Among American Indians: Understanding the Roles of 
Resilience and Trauma

Catherine E. McKinley,
Tulane University

Shamra Boel-Studt,
Florida State University

Lynette M. Renner,
University of Minnesota

Charles R. Figley
Tulane University

Abstract

Objective: Depression and anxiety are comorbid conditions that are disproportionately high 

among American Indians (AIs) or Alaska Natives. The purpose of this study was to identify 

potential risk (e.g., low income, intimate partner violence [IPV], adverse childhood experiences 

[ACEs]) and protective factors (e.g., family resilience, social and community support) related to 

symptoms of depression and anxiety among AI adults.

Method: As part of larger exploratory sequential mixed-methods research, the study focused on 

survey data with 127 AI adults from two Southeastern tribes (n = 117 when missing data were 

removed). We used the following three-stage hierarchical regression to understand factors related 

to depressive and anxiety symptoms: (a) demographics, including income; (b) ACEs and IPV; and 

(c) family resilience, along with family and community support.

Results: Many participants experienced elevated levels of clinically significant symptoms of 

depression and anxiety (15% and 20%, respectively). Results indicated lower income was 

associated with higher depressive and anxiety symptoms. IPV and ACE variables were positively 

associated with depressive and anxiety symptoms. Family resilience was negatively associated 

with symptoms of anxiety and depression. Social and community support were associated with 

symptoms of anxiety.

Conclusions: The findings provide strong preliminary support for the role of family protective 

and promotive factors in offsetting symptoms of anxiety and depression. This is contrary to most 
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models of interventions for anxiety and depression focusing on individual psychotherapy rather 

than promoting family resilience or involvement.

Keywords

American Indians; Alaska Natives; depression; anxiety; family resilience; social support; adverse 
childhood experiences

Depression and anxiety are well-established comorbid conditions (Jacobson & Newman, 

2017; Salcedo, 2018), and both tend to be disproportionately high among American Indians 

and Alaska Natives (AI/ANs). The U.S. government and sovereign AI/ANs have an 

established trust responsibility for the federal government to provide for the well-being of 

AI/AN peoples (Indian Health Services, 2019), yet these persistent and alarming disparities 

indicate a failure of trust obligations to these sovereign tribes (American Psychological 

Association, 2010; Gone & Trimble, 2012; Sarche & Spicer, 2008). In this study, we 

examined greater exposure to trauma and violence, along with family resilience and social 

support, and their associations with symptoms of anxiety and depression.

Depression and anxiety are highly connected to the psychological trauma that drives AI/AN 

health disparities (Brockie, Dana-Sacco, Wallen, Wilcox, & Campbell, 2015; Kenney & 

Singh, 2016; Warne et al., 2017). Understanding these connections is important because 

AI/AN mortality rates are nearly 50% higher than those of non-AI/ANs (Centers for Disease 

Control & Prevention, 2014). Suicide is interlinked with depression as, among the general 

population, two thirds of those completing suicide have documented depression (American 

Association of Suicidology, 2010; Penninx et al., 1999). Suicide rates among AI/ANs are 

nearly 50% higher than non-Hispanic Whites (Centers for Disease Control & Prevention, 

2014) and have been reported at 1.7 times the rate of all other racial groups (Indian Health 

Services, 2018). AI/ANs diagnosed with depressive and anxiety disorders are twice as likely 

to experience a substance use disorder (Rieckmann et al., 2012) and are at heightened risk 

for hypertension, a primary cause of morbidity and mortality (Ho et al., 2015). Likewise, 

AI/AN populations experience posttraumatic stress disorder (PTSD) at 2–3 times that of 

non-AI/ANs (Gone & Trimble, 2012), with a major risk factor being trauma exposure 

(Beals, Belcourt-Dittloff, et al., 2013). The psychological consequences of trauma include 

anxiety, depression, PTSD, and suicidal thoughts, which parallel AI/AN mental health 

disparities (Breiding, Chen, & Black, 2014).

In addition to cited risk factors for health disparities, AI/ANs are affected by culturally 

distinct factors, such as historical oppression, discrimination, social determinants of health, 

and environmental injustices (King, Smith, & Gracey, 2009). Social determinants of health 

(e.g., income, education, employment, and social support; King et al., 2009) are key factors 

related to trauma, and AI/ANs tend to have lower income, education, employment 

opportunities, and social opportunities (Gone & Trimble, 2012). High-risk environments 

characterized by poverty, violence, and illegal substances contribute to trauma exposure 

(Beals, Manson, et al., 2013; Ehlers, Gizer, Gilder, & Yehuda, 2013). Exposure to adverse 

childhood experiences (ACEs) has been found to contribute to anxiety and depression, along 

with substance abuse and PTSD among AIs (Brockie et al., 2015; Warne et al., 2017).
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For this study, we used the framework of historical oppression, resilience, and transcendence 

(FHORT; see Figure 1), an AI-based approach to frame risk and protective factors within 

this cultural context (Burnette & Figley, 2017). This framework was developed with the 

focal tribes through 10 years of preliminary research (Burnette & Figley, 2017). According 

to the FHORT, historical oppression, which includes contemporary oppression such as 

exposure to psychological trauma and economic inequalities, has undermined Indigenous 

communities and families through the imposition of historical traumas (e.g., boarding 

schools that stripped families’ ability to socialize and transmit culture and language to their 

children), impairing the healthy transmission of affection and love and replacing such beliefs 

with antagonistic and oppressive social norms (Burnette, 2015). Consequently, social 

problems such as psychological trauma and violence have increased, and over time, these 

social ills may give rise to various health disparities, such as depression and anxiety 

(Burnette, 2015). Historical oppression is inclusive of massive traumas that are historical in 

nature and contemporary forms of oppression (e.g., low income, intimate partner violence 

[IPV], and ACEs, which AIs tend to disproportionately experience; Breiding et al., 2014; 

Brockie et al., 2015; Burnette et al., 2017; Kenney & Singh, 2016; Mersky & Janczewski, 

2018; Roh et al., 2015; Warne et al., 2017).

Yet AI/ANs also experience resilience, or recovery from oppression, and transcendence, or 

greater growth, despite experiencing chronic oppression; these strengths and protective 

factors must be documented. The ecological FHORT expands on the prominent concept of 

historical trauma yet is distinct in that it is localized to specific contexts and is inclusive of 

the proximal factors that continue to perpetuate oppression (Burnette & Figley, 2017). The 

balance of risk and protective factors across multiple ecological levels explains whether a 

person experiences resilience and wellness (balance across physical, mental, emotional, and 

spiritual health; Burnette & Figley, 2017). Family resilience describes how the family 

collectively adapts to challenges and promotes family members’ wellness and the wellness 

of the family as a whole (Masten & Monn, 2015). Despite AI/ANs experiencing elevated 

mental health problems compared to the general population (Gone & Trimble, 2012), 

research is limited on the topic. The purpose of this article is to identify potential risk (e.g., 

low income, IPV, ACEs) and protective factors (e.g., family resilience, social and 

community support) related to symptoms of depression and anxiety.

Background Literature

Trauma in the forms of IPV (Duran et al., 2004; Libby et al., 2005) and ACEs (Brockie et 

al., 2015; Kenney & Singh, 2016; Mersky & Janczewski, 2018; Warne et al., 2017) are 

documented risk factors for depression and anxiety, while social support (Duran et al., 2004; 

Libby et al., 2005), particularly from families (Burnette, 2017), is a documented protective 

factor for depression and anxiety among AI/AN individuals. The focus now turns to focal 

risk and protective factors.

Depression, Anxiety, and Trauma

In 2015, 6.7% of individuals in the U.S. population experienced a major depressive incident, 

whereas this rate was 8.9% for AI/ANs—the highest of any racial or ethnic group (National 
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Institute of Mental Health, 2015). The limited research on symptoms of anxiety (particularly 

generalized anxiety disorder) and depression among AI/ANs is growing, and rates have 

ranged between 10% and 30% (Evans-Campbell, Walters, Pearson, & Campbell, 2012; Gone 

& Trimble, 2012; Ho et al., 2015). AI/ANs tend to be exposed to trauma and violence at 

elevated rates (Sarche & Spicer, 2008). Psychological trauma also increases symptoms of 

depression and anxiety (Moghaddam, Dickerson, Yoon, & Westermeyer, 2014; Rieckmann 

et al., 2012).

Researchers have reported a strong relationship between trauma—including IPV and 

childhood trauma—and depression and anxiety (Libby et al., 2005). AI/AN women tend to 

be more likely than their male counterparts to have been exposed to trauma (i.e., IPV and 

child maltreatment; Beals, Belcourt-Dittloff, et al., 2013), and IPV is associated with anxiety 

and depression among AI/ANs (Duran et al., 2009). An estimated 46% of AI/AN women 

report experiencing IPV victimization, which is the highest rate of IPV among any racial or 

ethnic group in the United States (Breiding et al., 2014).

With respect to child trauma in the form of child maltreatment, AI/AN children have the 

highest rate of victimization at 14.3 per 1,000 children compared to African American (13.9 

per 1,000), White (8.1 per 1,000), Hispanic (8.0 per 1,000), and Asian (1.6 per 1,000) 

children (U.S. Department of Health & Human Services, Administration for Children and 

Families, Administration on Children, Youth and Families, Children’s Bureau, 2019). ACEs

—which include childhood abuse, neglect, and household dysfunction (Dube, Felitti, Dong, 

Giles, & Anda, 2003)—have been found to be risk factors for AI/AN depression. In a 

sample of 233 AI older adults, approximately three quarters of the sample (75.6%) 

experienced at least one trauma, and almost one third (31.8%) experienced three or more 

traumas, which is disproportionately higher than rates reported for the general U.S. 

population (Brockie et al., 2015; Burnette et al., 2017; Kenney & Singh, 2016; Mersky & 

Janczewski, 2018; Roh et al., 2015; Warne et al., 2017). Researchers have reported that as 

ACEs increase, the likelihood of depression and anxiety increases (Felitti, 2002). ACEs also 

have been identified as risk factors for suicide and violence (Brockie et al., 2015; Whitfield, 

Anda, Dube, & Felitti, 2003), both of which are elevated among AI/ANs (American 

Psychological Association, 2010; Gone & Trimble, 2012; Sarche & Spicer, 2008).

Social Support and Resilience

Strong social support, especially from families, has been found to protect against anxiety 

and depression (Burnette et al., 2017; Çayır, Burke, Spencer, Schure, & Goins, 2017; Roh et 

al., 2015; Schure & Goins, 2017). Close-knit families and communities are culturally 

relevant examples of social support and aspects of family resilience, which may be 

especially applicable in the lives of AI/ANs. Within the FHORT, resilience focuses on 

recovering and adapting well after experiences of adversity (Fleming & Ledogar, 2008). In 

some cases, adversity may serve as a turning point, fueling greater levels of life satisfaction 

and liberation (Tedeschi & Calhoun, 2004). According to Masten (2018), interconnections, 

interactions, and amassing of risk factors (those that exacerbate or worsen outcomes), 

protective factors (those that buffer against negative outcomes or enhance positive 

outcomes), and promotive factors (those that are strengths regardless of the level of adversity 
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or risk) determine whether a system experiences wellness (harmony across the mind, body, 

spirit, and environment) after adversity or strain (Burnette & Figley, 2017). Indeed, the 

balance across ecological levels of factors (e.g., individual, family, community) is in 

constant tension, shifting in interaction with the environment. Because of limitations on how 

many constructs can be tested with the sample size in one article, we focused on measures of 

resilience rather than transcendence.

Study Hypotheses

In this study, we connected symptoms of depression and anxiety to exposures to trauma and 

violence, exploring whether family resilience and social support are promising pathways 

toward greater wellness. Following the ecological framework of the FHORT, we focused on 

risk and protective factors at the family (ACEs, family resilience, household income), 

relational and community (social and community support, IPV), and individual (symptoms 

of anxiety and depression) ecological levels. More information on the potential role of 

strength and protective factors is needed to understand buffers and pathways out of adversity 

and adverse mental health consequences of psychological trauma (in the forms of IPV and 

ACEs). We explored the following hypotheses: (a) higher income will be negatively 

associated with symptoms of depression and anxiety, (b) IPV and ACEs will be positively 

associated with symptoms of depression and anxiety, and (c) family resilience and social 

support will be negatively associated with symptoms of depression and anxiety. Mapping 

predictors to the FHORT, low income, IPV, and ACEs were measures of proximal 

oppression; family resilience and social support were measures of protective and promotive 

factors (aspects of resilience; Burnette & Figley, 2017).

Method

Study Design and Procedures

Data for this study were part of a larger exploratory sequential mixed-methods research 

study aimed at exploring culturally specific risk and protective factors for alcohol abuse, 

family violence, and related mental health outcomes (depression and anxiety). The 

exploratory mixed-methods design begins with qualitative research, which builds to 

quantitative data collection and analysis, leading to overall interpretations (Creswell & Plano 

Clark, 2017). For qualitative data, 436 people across two tribes participated in individual, 

family, and focus-group interviews. Included within qualitative data were subsamples of 

elders ages 55 and older (n = 105), adults (n = 147), professionals (n = 70), and youth (n = 

114) within each type of interview.

Two Southeastern tribes participated in this study, with tribal members initially coming up 

with the idea to focus on trauma and resilience in this long-term research that began a 

decade ago. In the larger study, data were collected through field notes; individual and group 

interviews with youth, adults, elders, and professionals; family interviews; administrative 

data; and a survey to understand and identify culturally relevant risk and protective factors 

related to social, psychological, and health disparities (Burnette, Boel-Studt, et al., 2019; 

Burnette, Renner, et al., 2019; McKinley et al., 2020, 2019). The current study focused 

exclusively on the survey data. All study procedures were approved by the Tulane University 

McKinley et al. Page 5

Psychol Trauma. Author manuscript; available in PMC 2021 January 19.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Institutional Review Board and the tribal councils of the focal tribes, whose identities are 

protected due to tribal agreements. Results were provided to tribes prior to publication on 

more than 10 occasions.

Data Collection and Sample

Members from two Southeastern U.S. tribes participated in this study. Both tribes have 

enrolled populations of over 10,000 members. Tribe A is federally recognized and located 

further inland from the Gulf of Mexico. It has experienced significant economic 

development, with its own schools; health care and medical services; and police, fire, land 

management, and health and human services facilities. Tribe B is state recognized and 

located in proximity to water and the Gulf Coast. Tribe B has fewer economic resources, and 

the absence of federal recognition has undermined its ability to provide tribal infrastructure 

for its members. Tribe B offers employment as well as educational and other individual 

programs for youth and tribal members. All federally recognized tribal members from Tribe 

A are eligible for health care locally through Indian Health Services, whereas Tribe B does 

not have access to these services. Survey data were collected between April and October 

2016. The survey was open to any member of Tribe A or Tribe B over the age of 18, 

including but not limited to those who participated in the interviews or focus groups that 

were part of the larger study. This convenience sample was recruited through community 

newsletters, word of mouth, and participants from the qualitative portion. Participants had 

the option to complete the survey in three ways: (a) online using Qualtrics (2014) software; 

(b) by hard copy (mailed to the participant and returned in a self-addressed envelope); or (c) 

over the phone, with a research team member reading items and recording participants’ 

answers. Participants entered a drawing for $50 gift cards, and approximately 1 in 2 (n = 70, 

55%) received a gift card as compensation for their participation. Participant names were 

supplied only for the purpose of participant compensation.

A total of 161 individuals began the survey, and 79% completed the survey (n = 127). The 

total sample included 80 members of Tribe A and 47 members of Tribe B. Table 1 presents 

demographic statistics for the sample. Ten participants had data missing from some of the 

key variables and were removed from the sample, resulting in a final analytic sample of 117. 

Prior to all publications, comprehensive results were reported to the tribes on over 10 

presentations.

Measures

See Table 2 for a description of measures. Independent variables included age, gender, 

household income, marital status, partner victimization, childhood adversity, family 

resilience, and social support. Included as controls/covariates were age, gender, income, and 

marital status.

Data Analysis

We used a three-stage hierarchical regression to examine outcomes of depression and 

anxiety, separately. Following the FHORT as our guide, Model 1 included demographics 

(age, gender, marital status) and the social determinant of health: income. Model 2 included 

trauma in the form of IPV and ACEs as risk factors. Model 3 focused on family resilience 
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and social support as protective factors. Using the three models, our aims were to (a) 

examine incremental change in outcome variance that was uniquely associated with different 

sets of predictors, (b) examine the amount of variance in the outcomes accounted for by each 

set of predictors, and (c) examine change in the outcomes associated with each individual 

predictor.

Data were determined to be missing at random. Following Kang’s (2013) guidance on 

handling missing data, listwise deletion was used. However, the regression also was run 

using pairwise and mean imputation to examine any significant differences in outcomes with 

these different strategies. After no significant variation was viewed, listwise deletion was 

chosen as the most impartial and conservative strategy (Kang, 2013). This left an analytic 

sample of 117 participants included in the regression analysis. No issue with 

multicollinearity was observed among all independent variables (Mertler & Vannatta, 2010). 

Table A in the online supplemental materials displays the correlations between predictor and 

outcome variables. All analyses were performed using SPSS Version 25 software.

Results

Depression

The Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001) was our 

measure of depressive symptoms. For PHQ-9 scores, 25.2% of participants reported 

moderate depressive symptoms or greater, which indicates the percentage of those scoring at 

the level of clinical significance (Brody, Pratt, & Hughes, 2018). The demographic set 

(gender, age, income) accounted for 13% of the unique variance in depression, R2Δ = .13, 

F(4, 112) = 4.26, p = .003. In Model 2, adding IPV victimization and ACEs contributed a 

13.2% incremental change in the R2, R2Δ = .13, F(2, 110) = 9.82, p < .000. In Model 3, 

family resilience and social support accounted for 16% of unique variance in depression, 

R2Δ = .16, F(2, 108) = 14.84, p < .000. Model 3 was statistically significant with all 

predictors accounting for 42% of the variance in depression scores, R2 = .42, F(8, 108) = 

9.88, p < .000. Results in Table 3 show, in the final model, inclusive of all predictors, only 

income and family resilience were statistically significant predictors of depression. 

Specifically, higher scores on the Family Resilience Index (Burnette et al., 2019) and higher 

income were associated with lower mean depression scores, controlling for all other 

independent variables. The observed statistical power for this model was equal to 1.

Anxiety

The General Anxiety Disorder-7 scale (GAD-7; Spitzer, Kroenke, Williams, & Löwe, 2006) 

was used to measure symptoms of anxiety. According to the GAD-7 (M = 12.84, SD = 

5.65), 19.7% of participants reported clinically significant levels of anxiety (Spitzer et al., 

2006). In the regression analysis, Model 1 (gender, age, income) accounted for 11% of the 

variance in GAD-7 anxiety scores, R2Δ = .11, F(4, 112) = 3.56, p = .009. Adding IPV 

victimization and ACEs (Model 2) accounted for a 15.2% incremental change in variance, 

R2Δ = .15, F(2, 110) = 11.34, p < .000. Model 3 (family resilience and social support) 

accounted for 11.3% of the unique variance in anxiety scores, R2Δ = .11, F(2, 108) = 9.84, p 
< .000. Model 3 was statistically significant with all predictors accounting for 61.5% of the 
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variance in anxiety scores, R2 = .62, F(8, 108) = 8.20, p < .000. The final model (see Table 

3) shows family resilience and income were most strongly associated with anxiety, followed 

by ACEs and social support, respectively. Higher family resilience, higher income, and 

greater social support were associated with lower mean anxiety scores, and a greater number 

of ACEs was associated with increased anxiety, controlling for other independent variables. 

The observed statistical power for this model was equal to 1.

Discussion

The purpose of this study was to examine associations between risk and protective factors 

and symptoms of depression and anxiety among AI/AN adults. Following the FHORT, we 

explored three hypotheses: (a) higher income will be negatively associated with symptoms 

of depression and anxiety, (b) IPV and ACEs will be positively associated with symptoms of 

depression and anxiety, and (c) family resilience and social support will be negatively 

associated with symptoms of depression and anxiety. Low income, IPV, and ACEs served as 

measures of proximal oppression, whereas family resilience and social support were 

measures of protective and promotive factors. Based on the final model for each of the two 

outcomes, we found support for the first hypothesis as income was negatively associated 

with both depression and anxiety. We found partial support for the second hypothesis. 

Neither IPV victimization nor ACEs were significantly associated with depression, and only 

ACEs were significantly associated with anxiety. We found support for the third hypothesis 

as family resilience was negatively associated with symptoms of depression and anxiety, 

whereas social support was negatively associated with symptoms of anxiety.

Several important points can be gleaned from our study results. First, approximately 25% of 

the people in the sample reported clinically significant levels of depressive symptoms. This 

rate is much higher than the rate of 8.1% of all Americans age 20 and older (5.5% of men 

and 10.4% of women) reporting clinically significant levels of depression between the years 

2013 and 2016 using the same scale (Brody et al., 2018). Second, 19.7% of participants 

reported clinically significant levels of anxiety as well, which is much higher than the 8% 

rate of the general population reporting clinically significant levels of generalized anxiety 

(Jordan, Shedden-Mora, & Löwe, 2017). This reveals a strong presence of symptoms of 

depression and anxiety among study participants, consistent with extant literature with 

respect to increased mental health problems among AI/AN individuals. As expected in the 

first hypothesis, lower income was associated with higher depressive symptoms, and this 

association remained across all three models. This finding is significant given AI/ANs tend 

to be economically disadvantaged due to historical oppression, and this socioeconomic 

marginalization may have psychological consequences (Gone & Trimble, 2012). Due to 

historical oppression, poverty may place greater daily stress upon AI/ANs, with fewer 

financial resources to deal with this stress, leading to greater internalization of oppression, 

which can manifest as depression. As expected, when IPV and ACE variables were added to 

the second model, both were positively associated with depressive symptoms. Participants, 

on average, experienced almost three ACEs, which was consistent with elevated levels of 

ACEs identified in other tribal research (Brockie et al., 2015; Burnette et al., 2017; Kenney 

& Singh, 2016; Roh et al., 2015; Warne et al., 2017). Yet in the third model, which added 

family resilience and social support as predictors, only family resilience and income 
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accounted for unique variance in depressive symptoms. This provides strong preliminary 

support for the role of family protective and promotive factors in potentially providing a 

buffer against depressive symptoms. A strong family environment may provide the social 

support and warmth that enables the risk for depression to be minimized. This is contrary to 

most models of interventions for depressive symptoms that focus on individual 

psychotherapy rather than promoting family resilience or involvement.

For anxiety, lower income was associated with higher anxiety symptoms in Model 1, and 

income remained robust throughout all three models, supporting the first hypothesis. As 

expected, IPV and ACEs were risk factors for anxiety symptoms. However, in Model 3, 

when family resilience and social and community support were added, only ACEs accounted 

for unique variance in depressive symptoms. This may be due to shared variance among the 

predictor variables. Holistically, the importance of family background, family resilience, and 

social and community support are highly salient in our study results. Capitalizing on family 

resilience and social support are promising avenues to buffer against the consequences of 

psychological trauma in the forms of IPV and ACEs, particularly with respect to symptoms 

of depression and anxiety.

This work identified factors that may relate to mental health not only at the individual level 

(income) but also at the family, relational, and community levels (family resilience, social 

and community support, ACEs, and IPV). Given their relevance, it is important to extend the 

scope of factors relating to mental health beyond individual phenomena to the social, 

familial, cultural, and community contexts that play significant roles. Depression, anxiety, 

and their comorbidity is an increasing challenge for the health care system. As such, it is 

important to explore which factors might buffer the negative effects of mental health 

disorders. It is also important to recognize that the focus on racial and/or ethnic group 

membership in research leads to a more comprehensive understanding of risk and protective 

factors and provides a clearer picture of how mental health disorders vary across diverse 

groups (Bracken & Reintjes, 2010; Watkins, Assari, & Johnson-Lawrence, 2015). 

Researchers should include measures of racial and ethnic group identity in studies of mental 

health conditions so similar and unique risk and protective factors may be uncovered 

(Watkins et al., 2015). Understanding similarities and differences in what exacerbates and 

buffers mental health symptoms among individuals of different racial and ethnic groups may 

help mental health clinicians and service providers use and develop more effective 

intervention strategies.

Study Strengths and Limitations

Despite relying on a small sample, our results were robust and demonstrated significant 

associations with depression and anxiety symptoms. Although the selected risk and 

protective factors were associated with depressive and anxiety symptoms in hypothesized 

directions, it may be valuable to explore moderation or mediation analyses with larger 

samples in the future. This would enhance the understanding of how experiences of 

victimization and factors of family support influence symptoms of depression and anxiety 

among AI/AN individuals, both directly and indirectly, in addition to focusing on differences 

by factors such as gender. Likewise, measuring depressive symptoms in tribal communities 
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may vary from nontribal communities; thus, caution should be used in making 

interpretations due to potential measurement error. Finally, income disparities may operate 

differently in rural reservation dwelling communities, which may experience increased 

constraints in economic opportunity and mobility. Researchers also could examine the 

cumulative effect of these risk and protective factors over time. Moreover, an inquiry on 

PTSD is warranted as ACEs and IPV also likely would be associated with this outcome. The 

results of this study may not be generalizable to other AIs. Given the heterogeneity of AI/

ANs, researchers are encouraged to continue the exploration of risk and protective factors 

for mental health symptomology among members of other tribes and with larger samples. 

Future research to replicate our findings and further test the usefulness of the FHORT for 

understanding mental health among AI/AN individuals is also recommended.

Implications

Reports of moderate levels of depression and anxiety by participants in this study reflect the 

larger body of literature on the heightened rates of mental health disorders among AI/AN 

individuals. Beyond the agreements between the U.S. government and AI/ANs, moral and 

ethical issues in the failure to close the mental health gap remain. Our study results highlight 

the association between family trauma, victimization, and mental health symptomology, but 

they also highlight strengths and protective factors among AI/AN families and communities, 

which may be steppingstones to greater health and wellness. Our findings appear to be 

consistent with other researchers studying anxiety and depression among non-AI/ANs and 

those who specifically integrate trauma in this conceptualization. For example, Watson et al. 

(2007) developed the Inventory of Depression and Anxiety Symptoms, which was designed 

to assess specific symptom dimensions of major depression and related anxiety disorders, 

including suicidality, ill temper, panic, and traumatic intrusions.

Because of their connection with family and tradition, AI/AN families may be an important 

source of reference for non-AI/AN families as these distinct sources of support and strength 

may be beneficial for broad populations. Practitioners can work to enhance family resilience 

as a sustainable source of strength for AI/ANs experiencing symptoms of depression and 

anxiety. The risk factors identified with AI/AN people may not be as great for non-AI/AN 

people, but the promotive and protective factors contained in the Family Resilience 

Inventory (Burnette, Boel-Studt, et al., 2019) may provide guidelines to strengthen and 

support pathways to resilience for all people. Practitioners and clinicians can situate 

depression and anxiety within the cultural context of historical oppression, connecting them 

with historical and sociostructural causes. At the same time, it is important to respect and 

appreciate AI/AN collective resilience.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Clinical Impact Statement

Although depression and anxiety are disparities among American Indians related to 

psychological trauma, little research focuses on these populations. This work revealed 

that primary forms of trauma—adverse childhood experiences and intimate partner 

violence—play roles in symptoms of depression and anxiety among American Indians. 

Yet income, family resilience, and social and community support may play an even 

stronger role in relation to depression and anxiety. Treatments for depression and anxiety 

may not capitalize on the potentially protective role families and social support could 

play in offsetting depression and anxiety. Thus, family and social support may be 

incorporated into treatment.
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Figure 1. 
Overlapping ecological risk and protective factors for depression and anxiety according to 

the framework of historical oppression, resilience, and transcendence (FHORT). See the 

online article for the color version of this figure.
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Table 1

Survey Demographics

Quantitative follow-up survey  n (%) M (SD)

Tribe A 80 (63.0)

Tribe B 47 (37.0)

Male 23 (19.1)

Female 104 (81.9)

Age (range = 21–80 years) 46.2 (14.9)

Married 51 (40.2)

Number of children (range = 0–14) 3.77 (2.4)

Household type

 Single (live by self) 15 (11.8)

 Couple (no children) 20 (15.7)

 Single parent 25 (19.7)

 Two parent 49 (38.6)

 Extended/blended family 18 (14.2)

Education

 Less than high school 12 (9.5)

 High school or equivalent 18 (14.2)

 Some college/vocational degree 28 (22.1)

 Associate degree 27 (21.3)

 Bachelor’s degree or higher 26 (20.5)

Working full-time 85 (66.0)

Somewhat difficult to pay bills/economically 69 (54.3)

Annual household income

 <$15,000 18 (14.2)

 $15,001–25,000 21 (16.5)

 $25,001–50,000 39 (30.7)

 $50,001–75,000 22 (17.3)

 >$75,001 27 (21.3)

Type of community

 Reservation/tribal communities 105 (82.7)

 Nearby/off-reservation 15 (11.8)

 Out of state 7 (5.5)

Intimate partner violence victimization (PVS) 2.0 (2.2)

ACES 2.7 (2.5)

Family Resilience Inventory (FRI) 18 (3.2)

Social Support Index 47.1 (8.0)

Note. N = 127. PVS = Partner Victimization Scale; ACES = Adverse Childhood Experiences Scale; FRI = Family Resilience Index. Percentages are 
rounded up to the nearest 10th percent. Extended families include grandparents, aunts, uncles, cousins, etc. Blended families include stepparents 
and/or stepchildren. Regarding type of communities, one tribe is federally recognized (has reservation communities), and the other is state 
recognized (has tribal communities but not the federal trust land of reservations). These distinctions are noted by the reservation/tribal 
communities’ label. Although some of the communities are rural < 2,500, the majority of communities are considered urban clusters, which have 
populations between 2,500 and 50,000 (U.S. Census Bureau, 2016).
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