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ABSTRACT

Stressful events may have immediate effects on well-being, and by influencing appraisal
processes, coping methods, life styles, parental behaviours, as well as behavioural and neuronal
reactivity, may also have long lasting repercussions on physical and psychological health.
In addition, through these and similar processes, traumatic experiences may have adverse
intergenerational consequences. Given the lengthy and traumatic history of stressors
experienced by Aboriginal peoples, it might be expected that such intergenerational effects may
be particularly notable. In the present review we outline some of the behavioural disturbances
associated with stressful/traumatic experiences (e.g., depression, anxiety, posttraumatic stress
disorder, and substance abuse disorder), and describe the influence of several variables (age,
sex, early life or other experiences, appraisals, coping strategies, as well as stressor chronicity,
controllability, predictability and ambiguity) on vulnerability to pathology. Moreover, we
suggest that trauma may dispose individuals to further stressors, and increase the response to
these stressors. It is further argued that the shared collective experiences of trauma experienced
by First Nations peoples, coupled with related collective memories, and persistent sociocultural
disadvantages, have acted to increase vulnerability to the transmission and expression of
intergenerational trauma effects.
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INTRODUCTION
1. Introduction and definition

T

raumatic events exact an enormous psychological
and physical toll on survivors, and often have
ramifications that must be endured for decades. This
includes emotional scars, and in many cases standards of
living are diminished, often never recovering to levels that
existed prior to the trauma. These traumas can occur at a
6
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personal level (e.g., car accident, or rape) or at a collective
level (war, natural disasters, or genocide), and the responses
to such events are not identical. In the latter instance, there
is now considerable evidence that the effects of trauma
experiences are often transmitted across generations,
affecting the children and grandchildren of those that were
initially victimized. The present review is meant to describe
the immediate and intergenerational impacts of traumatic
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events in First Nations people. In this regard, particular
attention is devoted to how intergenerational effects
may come about, with particular focus on the influence
of socioeconomic disadvantages (e.g., living conditions)
and parental styles that might be secondary to traumatic
events. Importantly, however, collective trauma may have
profound intergenerational effects that infiltrate beyond
easily observed or measured factors that come from the
survivors telling and retelling of trauma (or in contrast, by
the deep silence, that is common among some survivors).
In her persuasive work, Marianne Hirsch (2001) refers
to “postmemory,” which may be particularly poignant in
the intergenerational transmission of trauma, as it can
also be viewed as a “reclaiming of memory.” She states
“‘postmemory’ most specifically describes the relationship
of children of survivors of cultural or collective trauma
to the experiences of their parents, experiences that they
‘remember’ only as the narratives and images with which
they grew up, but that are so powerful, so monumental, as to
constitute memories in their own right” (pg. 16).
Before the arrival of Europeans, Aboriginal groups1 in
North America were largely independent and self-governing,
determining their own philosophies and approaches to
cultural, economic, religious, familial, and educational matters
(Lee, 1992; Royal Commission on Aboriginal Peoples
(RCAP), 1996). Such healthy societies stand in sharp
contrast to the conditions that currently exist in many First
Nations communities. Years of colonization and attempts
at forced assimilation have led to the devastation of First
Nations communities and cultures. For example, in North
America, First Nations peoples encounter high levels of
adverse childhood experiences, such as abuse, neglect and
household substance abuse (Blackstock Trocmé & Bennett,
2004; Duran et al., 2004a; Koss et al., 2003). As well, relative
to the general population, they are more likely to encounter
stressful experiences in adulthood, including poverty and
unemployment, violence, homicide, assault, and witnessing
traumatic events (Bohn, 1998; Karmali et al., 2005; Manson,
Beals, Klein, Croy, & the AI-SUPERPFP Team, 2005;
Waldram, 1997). Moreover, First Nations peoples are faced
with high rates of discrimination (Ekos, 2006a,b) that may
also function as a profound stressor (Kessler, Mickelson &
Williams, 1999). According to Whitbeck and colleagues
(2004a), the current health and social conditions, coupled
with continued discrimination, act as reminders of, and are
a continuation of, the historical traumas that persist in the
thoughts of Aboriginal people and continue to impact them.
Historical traumas have included a broad range of
events, some of which were experienced only by specific
Aboriginal communities, whereas others were widespread
and impacted a large majority of Aboriginal peoples. The

historical and contemporary traumas experienced may have
had numerous intergenerational effects that have not been
extensively examined. However, it is clear from studies
in other populations and cultures (e.g., survivors of the
holocaust during WWII) that the effects of trauma can be
transmitted from parents to their offspring, just as there is
intergenerational transmission of knowledge and culture.
These have included vulnerability to posttraumatic stress
disorder (PTSD) (Yehuda, Halligan & Grossman, 2001),
general psychological distress (Kellerman, 2001a), difficulties
in coping with stressful experiences (Baider et al., 2000),
and poor attachment styles (Lyons-Ruth, Yellin, Melnick,
& Atwood, 2005). In addition, there are still other potential
effects on the mental health of First Nations that have not
been evaluated, such as loss of culture and languages, loss of
identity, including pride and a sense of kinship with other
First Nations peoples. These consequences occur at the
individual, family and community levels, all of which are
connected and interrelated. Considering the significant role
that trauma plays in the lives of First Nations peoples, it
is important to identify mechanisms by which the cycle of
trauma and stress repeats itself across generations in order to
intervene and preclude the intergenerational cycle.
The following sections provide an overview of the
intergenerational impact of trauma. The initial section will
review current approaches to understanding trauma and its
consequences, and will discuss some of the health problems
that currently exist among First Nations peoples. Current
traumatic events, or those of the relatively recent past,
faced by First Nations people are provided in the second
section within a historical context. This will be followed by a
discussion of intergenerational transmission of trauma, and
its implications for Aboriginal populations. The concepts
of collective and historical trauma are then introduced,
followed by the assessment of trauma and its psychological
consequences. The final section will provide a summary
of the findings, and will discuss their clinical implications
and what can be done to mitigate the effects of trauma
experiences extending across generations. Throughout
this paper we make reference to a variety of pathological
states (e.g., depression, anxiety and PTSD) and one might
gain the impression that this type of focus alone is the
benchmark by which to evaluate well-being in First Nations
communities. In fact, this approach is taken because the
‘formal’ research that has been conducted typically involved
evaluative tools that measured symptoms of these disorders.
In fact, as discussed in later sections of this review, factors
such as wellness and holistic health may be particularly
important for First Nations individuals, and further that
conceptualization and meanings related to trauma and wellbeing likely vary across diverse First Nations communities.
Journal of Aboriginal Health, November 2009
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Trauma and the Stress Process

According to the current Diagnostic and Statistical Manual
of Mental Disorders (DSM–IV-TR; American Psychiatric
Association (APA), 2000), a traumatic stressor is defined as
an event that comprises actual or threatened death or serious
injury, or alternative threats to an individuals well-being,
as well as learning about the unexpected or violent death,
serious harm, or threat of death or injury of a close associate
or family member. This typically includes stressors such as
assault, rape, child abuse, military combat, terrorism, and
serious accidents or natural disasters. The difference between
traumatic and non-traumatic stressors is, admittedly vague,
likely stemming from the great inter-individual variability
that exists with respect to appraisal of stressful/traumatic
events (Anisman & Matheson, 2005). Further to this
point, stressors that are considered “non-traumatic,” such
as financial problems or work stressors, may be associated
with negative consequences as great as those provoked by
traumatic events (Mol et al., 2005; Rosen & Lilienfeld,
2008). Non-traumatic stressors have also been shown to
have additive or synergistic effects on health outcomes when
combined with exposure to traumatic stressors (Chapman
et al., 2004; Felitti et al., 1998; Monroe, Slavich, Torres,
& Gotlib, 2007). Thus, in discussing the intergenerational
transmission of health and social outcomes, it is important
to consider both types of stressors.

The stress response

A “stressor” can be defined as a situation or event appraised
as being aversive, in that it elicits a “stress response” that
comprises activation or use of physiological or psychological
resources and may provoke a subjective state of physical
or mental tension (Anisman & Merali, 1999). Many
components of the stress response serve adaptive functions
that facilitate defensive responses and the maintenance
of allostasis (i.e., activation of biological processes that
are necessary to maintain the integrity and well-being of
the individual). The overall response to stressors involves
various neuroendocrine, immunological and behavioural
components, and is commonly characterized by activation
of the sympathetic–adrenal–medullary (SAM) system and
the hypothalamic-pituitary-adrenal (HPA) axis, as well as
neurochemical changes in several brain regions (Anisman,
Merali & Hayley, 2008). The nature and magnitude of
these responses depend on several factors, including the
characteristics of the stressor, previous stressor experiences,
genetic factors, and the personal resources available
(Anisman & Matheson, 2005).
Although an individual’s physiological responses to
stressors typically serve in an adaptive capacity, if the stressor
is particularly severe or persists over extended periods, these
8
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biological systems may become overly taxed (referred to as
allostatic overload), culminating in increased vulnerability
to physical and psychological pathology (McEwen, 2000).
In this regard, protracted or severe stressors may contribute
to heart disease, high blood pressure, stroke, diabetes,
and exacerbation of immunologically-related illnesses
and neurodegenerative disorders (Anisman et al., 2008).
In addition, stressor experiences may precipitate mental
disorders, such as depression, PTSD and substance abuse
disorders (Kessler, 1997).

Health of First Nations peoples

Based on data from the Indian Register in 2000, life
expectancy at birth was estimated at 69 years for males
and 77 years for females, which reflect differences of 8
and 6 years, respectively, from the life expectancies of the
Canadian population (Health Canada, 2005b). Although
61 per cent of non-Aboriginal Canadians reported “very
good” or “excellent” health, only 40 per cent of First Nations
living on-reserve and 42 per cent living off-reserve reported
their health status as being “excellent” or “very good” (First
Nations Centre, 2005; Tjepkema, 2002). First Nations
peoples are also more likely to experience chronic physical
health problems such as diabetes, arthritis/rheumatism, high
blood pressure, and heart disease (First Nations Centre,
2005; Tjepkema, 2002), and there is reason to believe that
they suffer from disproportionately high levels of mental
health problems, including depression, substance abuse and
PTSD.

Depression

Major depression is characterized by either poor mood
or anhedonia (diminished interest or rewarding value of
otherwise pleasureful experiences or stimuli), accompanied
by at least four symptoms related to either weight changes
(decrease or increase), sleep disturbances (insomnia or
hypersomnia), psychomotor retardation or agitation, fatigue,
feelings of worthlessness or guilt, diminished cognitive
functioning, and recurrent thoughts of death (APA,
2000). These symptoms differ across individuals, as do the
effectiveness of various treatment strategies.
According to the First Nations Regional Longitudinal
Health Survey (RHS) (First Nations Centre, 2005),
approximately 30 per cent of First Nations people living
on-reserve reported feeling sad, blue or depressed for two
weeks or more. Similarly, off-reserve Aboriginals were twice
as likely to suffer an episode of major depression in the past
year compared to the general population (Tjepkema, 2002).
It appeared that socioeconomic status and health behaviours
partially accounted for these high levels, but Aboriginals were
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still at a higher risk even when these factors were statistically
controlled for (Tjepkema, 2002). An on-line survey of
predominately off-reserve First Nations from across Canada
also found depressive symptoms to be considerably higher
compared to that evident in non-Aboriginal community
based studies (Bombay, Matheson & Anisman, 2008b).
Moreover, the rates of depression were particularly high in
First Nations women living on-reserve compared to national
rates in Canadian women (18 vs 9 per cent) (Macmillan
et al., 2008). These findings are supported by reports that
depression rates of First Nations people were twice that of
the national average (Tjepkema, 2002), and indeed, 22 per
cent of all deaths in Aboriginal youth (aged 10-19) and 16
per cent of all deaths in young Aboriginal adults (aged 2044) were due to suicide (Health Canada, 2005a). Paralleling
the findings in Canada, elevated levels of depression also
seem to be prevalent among American Indians when
controlling for age, sex, marital status, and family income
(Beals et al., 2005a; Chester, Mahalish & Davis, 1999; Duran
et al., 2004b; King, 1999; Smith et al., 2006).
Stressful events have been viewed as a precipitant
of depression, with traumatic events and chronic nontraumatic stressors and life difficulties being particularly
relevant in this regard (Monroe, Rohde, Seeley, &
Lewinsohn, 1999). Although stressors are typically viewed
as events preceeding depression, it seems that depression
may also lead to increased stressor experiences (Rudolph et
al., 2000). As in the general population, Aboriginal groups
in North America reported a strong relationship between
stressors and depression. In a sample of First Nations people
from across Canada, it was found that the number of adverse
childhood experiences, adult trauma and levels of perceived
discrimination all contributed independently to the
prediction of depressive symptoms (Bombay et al., 2008b).

Substance abuse/substance dependence

Substance use disorders are maladaptive patterns of
consumption of alcohol and other drugs that are associated
with clinically significant impairment or distress. A lifetime
diagnosis of substance abuse requires that, in a 12 month
period, 1 or more of the 4 abuse criteria are met. These
include recurrent substance use either resulting in the failure
to fulfill major role obligations, legal problems, use where
it is physically hazardous, and/or use despite persistent
social or interpersonal problems. However, if the individual
also shows signs of physiological dependence (tolerance
and withdrawal) and/or compulsive drinking behaviour, a
diagnosis of drug dependence is given (typically considered
as a more severe disturbance) (APA, 2000).

Although First Nations people are often
stereotyped as being alcoholics or heavy drinkers, compared
to the general Canadian population, First Nations people are
more likely to abstain from using alcohol (34 vs 21 per cent)
and less likely to use alcohol on a weekly/daily basis (18 vs
44 per cent) (First Nations Centre, 2005). This stereotype
likely stems from First Nations peoples being more than
twice as likely to binge drink once or more per week (16 vs
6 per cent) (First Nations Centre, 2005). American Indians
likewise indicated high rates of abstinence in concert with
high rates of heavy episodic drinking (Beals et al., 2003b;
Spicer et al., 2003; Whitesell et al., 2006), and have been
reported to have higher rates of alcohol dependence and
abuse compared to several other racial/ethnic groups
(Gilman et al., 2008; Hasin, Stinson, Ogburn, & Grant,
2007; Smith et al., 2006).
There is a strong relationship between stressors and
substance abuse (Anda et al., 2002), and many individuals
who experienced traumatic events or were under chronic
strain turned to alcohol or drugs to deal with their distress
(Carpenter & Hasin, 1999). Among American Indians,
those with a history of childhood neglect, sexual and
physical abuse, being a victim of violence, or familial
substance abuse, consistently had higher levels of substance
abuse and/or substance abuse disorders (Gil, Elk &
Deitrich, 1997; Koss et al., 2003; Kunitz, Levy, McCloskey,
& Gabriel, 1998; Libby et al., 2005). As with depression,
there is evidence of a cyclical nature to this relationship, as
prospective studies indicated that individuals who abuse
alcohol are also more likely to encounter a range of stressful
events (Lukassena & Beaudet, 2005).

Posttraumatic stress disorder

The primary criterion for a diagnosis of PTSD is exposure
to a traumatic event, to which the individual responded
with feelings of intense fear, helplessness, or horror. If such
criteria are met, a diagnosis of PTSD can be given if the
individual presents with (a) at least one manifestation of reexperiencing the trauma (e.g., dreams, flashbacks, intrusive
memories), (b) at least three symptoms of avoidance
(of trauma-related stimuli) and/or numbing of general
responsiveness, (c) amnesia, emotional detachment, loss of
interest, and (d) at least 2 indications of hyperarousal (e.g.,
difficulty sleeping, irritability and hypervigilance). These
symptoms must be present for at least one month, and be
associated with clinically significant distress or impairment
of a person’s ability to function (APA, 2000).
Although PTSD is the only mental disorder in
which a specific etiology is defined (i.e., exposure to a
traumatic event) (Rosen & Lilienfeld, 2008), non-traumatic
Journal of Aboriginal Health, November 2009
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events may engender PTSD symptoms. For instance,
PTSD reactions may occur among individuals who have
experienced stressors (e.g., bereavement or divorce) that
did not meet the criteria for a traumatic event (Rosen &
Lilienfeld, 2008). Furthermore, although the appraisal of
whether the individual experienced fear, helplessness, or
horror is necessary for a diagnosis of PTSD (Breslau &
Kessler, 2001; Creamer, McFarlane & Burgess, 2005), other
emotions such as anger and shame are also associated with
the development of this pathology (Brewin, Andrews &
Rose, 2000).
Despite the high rates of trauma documented in
First Nations communities in Canada, to our knowledge,
systematic studies have not been conducted comparing
prevalence rates of PTSD in First Nations people relative
to those in the general Canadian population. However, in
a sample of First Nations Residential School Survivors
that had experienced abuse, 64 per cent were diagnosed
with PTSD (Corrado & Cohen, 2003). Furthermore, the
lifetime prevalence of PTSD among Northern Plains and
Southwest American Indian veterans was approximately 50
per cent, nearly double that of European American veterans
(Beals et al., 2002). Similarly, in a community based sample
of American Indians from two reserves, the rate of lifetime
PTSD was 15 per cent, making members of these reserves
almost twice as likely to be diagnosed with PTSD compared
to rates observed in the general U.S. population (Beals et
al., 2005b). Although these rates are exceptionally high,
they seem to vary appreciably across communities, from
rates below the national average ( Jones, Dauphinais, Sack,
& Somervell, 1997) to rates as high as 21 per cent (Robin,
Chester, Rasmussen, Jaranson, & Goldman, 1997).
Not surprisingly, both childhood physical and sexual
abuse, and a history of multiple traumatic experiences
were significant predictors of PTSD among American
Indians (Libby et al., 2005; Robin et al., 1997). However,
in the study reporting a prevalence rate of 21 per cent,
approximately one in four individuals who had reported
at least one traumatic event was diagnosed with lifetime
PTSD, a ratio similar to that found in non-Aboriginal
studies (Breslau, Davis, Andreski, & Peterson, 1991). Thus,
the high prevalence of PTSD may be due to greater trauma
exposure among American Indians, rather than an increased
vulnerability to PTSD.

Illness Comorbidity

Psychological and physical illnesses frequently do not occur
in isolation of one another, and comorbid conditions are
common (i.e., two or more illnesses occur simultaneously
or consecutively). In this regard, depressive illness has
10
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frequently been associated with co-occurring anxiety
(Nutt & Stein, 2006), cardiovascular disease and stroke
(Bondy, 2007; Frasure-Smith & Lesperance, 2005),
diabetes (Golden, 2007; Lustman & Clouse, 2007; Pirraglia
& Gupta, 2007), neurodegenerative disorders such as
Parkinson’s and Alzheimer’s disease, and multiple sclerosis
(Griffin, Liu, Li, Mrak, & Barger, 2006; Lieberman, 2006;
Mohr, 2007; Owens, 2002; Wheeler & Owens, 2005). Not
unexpectedly, the presence of comorbid illnesses frequently
complicates treatment of the depression itself (and the
antecedent or concurrent distress), and limits recovery from
co-occurring pathologies (Rosenthal, 2003).
It has been suggested that some of these comorbidities
might reflect the illnesses having similar underlying
processes or etiologies (Anisman et al., 2008). For instance,
cortisol (a hormone released from the adrenal gland
in response to stressors), is elevated in many cases of
depression. If this elevation is sustained, the hormone may
instigate neuronal damage within particular brain regions,
such as the hippocampus (McEwen, 1994; Sapolsky,
Romero & Munck, 2000), which may inhibit new cell
growth that occurs in some brain regions (i.e., neurogenesis)
(Montaron et al., 2006), thereby contributing to illness
comorbidity.
There is little information regarding illness comorbidity
among Aboriginal peoples. The evidence that does exist
indicates that among Residential School Survivors, half
of those individuals diagnosed with PTSD also had other
cormorbid mental illnesses, such as substance abuse disorder,
major depression and dysthymic disorder (Corrado &
Cohen, 2003). Likewise, depression was significantly more
prevalent in American Indians with diabetes (Sahmoun,
Markland & Helgerson, 2007).

Factors influencing the stress response and
health outcomes

Numerous factors influence how, and the degree to
which a stressor will engender a pathological outcome,
including characteristics of the stressor (severity, chronicity,
controllability), organismic variables (genetic factors, age,
and sex), and personal resources such as coping skills
(Kendler, Thornton & Prescott, 2001; Kessler, Foster,
Webster, & House, 1992; Levinson, 2006). Of particular
relevance to the present report is that experiential factors,
including prior stressful encounters and early life trauma,
may promote (or increase vulnerability to) pathology.
Thus, in identifying health risk and protective (resilience)
factors, it is not only important to consider an individual’s
current life circumstances and recent events, but to take
into account past traumatic experiences. As well, the impact
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of adverse health and social outcomes may be transmitted
across generations, and hence analyses of the relation
of stress and pathology ought to include an individual’s
familial history, and even the history of their cultural group.
Such a perspective will enable development of successful
intervention strategies, and may facilitate the development
of evidence based preventative strategies.

Stressor characteristics influence well-being

In general, it seems that characteristics of the stressor,
namely its controllability, predictability, ambiguity and
chronicity, are all important factors in determining the
stress response. Specifically, it has been shown that stressor
controllability influences the magnitude of neurochemical
changes associated with stressors, and may be fundamental
in determining the psychological ramifications of the
stressor experience (Diener, Kuehner, Brusniak, Struve,
& Flor, 2008; Ohira et al., 2008). Likewise, unpredictable
events are typically viewed as being more aversive and
having greater negative repercussions than predictable events
(Baker & Stephenson, 2000; Zurita, Marinelli, Cuadra,
Brandao, & Molina, 2000). Ambiguity and uncertainty
regarding adverse events are likewise particularly stressful.
Although most stressors encountered on a day-today basis are acute, individuals frequently endure chronic
stressors. These include work-related distress, financial
impositions, long-term health problems, on-going
discrimination, or a combination of different factors. Both
acute and chronic instances of distress have been shown to
be predictive of poor psychological health (e.g., Hammen,
2005; Serido, Almeida & Wethington, 2004). In addition,
when acute stressors are superimposed on a backdrop of
an ongoing chronic stressor, particularly marked negative
effects may evolve (Van De Willige, Ormel & Giel, 1995),
especially with respect to mental health (McGonagle &
Kessler, 1990).

Appraisal and coping processes

When confronted with a stressor, individuals make
appraisals regarding the threat, followed by appraisals
concerning their ability or resources to deal with that
threat (Lazarus & Folkman, 1984). Appraisals consist of a
constellation of evaluative dimensions, including the threat
or risk associated with the event, as well as the severity,
controllability, predictability, ambiguity, and the meaning of
the stressor. Variations along these dimensions are associated
with perceived distress (Anisman & Matheson, 2005) and
influence the coping methods selected, all of which affect
emotional, behavioural and physiological responses (Aldwin
& Yancura, 2004). In effect, the choice of coping strategies

might be fundamental in determining whether pathology
will arise (e.g., Lazarus, 1996; Schnurr & Green, 2004).
Coping strategies can be classified into two general
types; problem-focused and emotion-focused (Lazarus
& Folkman, 1984). Problem focused strategies aim to
manage or alter the stressor, and include problem solving,
cognitive restructuring or positive growth, among others.
Emotion-focused coping, directed at regulating the
emotional response to the stressor, may comprise emotional
expression, emotional containment, self- or other-blame,
withdrawal, denial, and passive resignation. In addition,
several alternative coping methods can be used, including
cognitive restructuring (re-evaluating the threat or finding
meaning), social support seeking, active distraction, religion,
humor, wishful thinking, and rumination (Carver, Scheier &
Weintraub, 1989; Matheson & Anisman, 2003). Although
emotion-focused coping is often thought of as being
maladaptive, it may actually be an effective strategy in some
situations, particularly in emotionally charged situations, as
it can facilitate the individual’s ability to come to terms with
their feelings, and in so doing, reduces distress (Stanton,
Danoff-Burg, Cameron, & Ellis, 1994). Likewise, although
avoidance often works against individuals’ well-being in the
long-run, it may provide temporary relief from an ongoing
stressor, allowing the individual the opportunity to adopt
more effective strategies (Suls & Fletcher, 1985).
Particular strategies are often thought to suit specific
situations (Tennen, Affleck, Armeli, & Carney, 2000) as
the adaptive or maladaptive nature of any particular coping
strategy may vary depending on characteristics of the
stressor, the type of health outcome being measured (Penley,
Tomaka & Wiebe, 2002) and the way in which individuals
use coping strategies in conjunction with one another
(Kelly, Matheson, Ravindran, Merali, & Anisman, 2007).
In this regard, it was suggested that individuals with the
greatest flexibility in the selection of strategies, particularly
the combination of strategies that they adopt in response
to particular stressors, may be optimally equipped to deal
with stressors (Anisman & Matheson, 2005). As will be
discussed, interventions aimed at influencing appraisal
processes and ameliorating ineffective coping strategies may
diminish the negative impacts of stressors.

Social support and unsupport

Social support seeking is generally viewed as being
among the most effective methods of buffering against
stressor-provoked psychological disturbances (depression,
anxiety) and compromised physical health (Thoits, 1995;
Underwood, 2000). Social support can serve multiple
functions, often combined with other strategies, and its
Journal of Aboriginal Health, November 2009
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function may change as a stressor experience evolves. By
example, in initially dealing with an abusive encounter, an
individual may seek social support simply to vent or have a
shoulder to cry on. However, over time, the individual may
come to understand that it is more effective to seek social
support and combine this with other strategies in order
to express their concerns, reduce ambiguity concerning
the situation, and establish potential resources to take
action. Social support for First Nations individuals can
come from multiple sources, including various government
organizations; however, it is highly likely that the most
effective support would be derived from other First Nations
individuals and organizations.
Although considerable research has focused on the
benefits of social support on well-being, more recent
attention has been given to the negative effects of
unsupportive interactions (e.g., Ingram, Betz, Mindes,
Schmitt, & Smith, 2001). Such unsupportive social
interactions do not simply refer to a lack of support, but
are specific (unhelpful or negative) responses received by
a person under stress. These responses can take the form
of behavioural/emotional disengagement, the obvious
discomfort by others in dealing with a stressed individual,
or they can involve forced optimism, criticism or blame
(Ingram et al., 2001). The perceptions of such unsupportive
actions by others have been associated with a range of
negative health outcomes (Schrimshaw, 2003; Smith &
Ingram, 2004), and it was reported that the adverse effects of
unsupport occur not only when they come from members of
one’s group, but also from those that are not group members
( Jorden, Matheson & Anisman, 2009).

Contribution of early experiences and genetic
factors in stressor-provoked pathology

Although the influence of recent stressors are most often
considered in relation to pathology, distal events and prior
episodes of depression are known to increase vulnerability
to stress-related disturbances (Espejo et al., 2006; Hammen,
Henry & Daley, 2000; Heim & Nemeroff, 2001). Indeed,
adverse early life events (including neglect and poor
parenting) have been shown to be particularly effective in
increasing vulnerability to later stressor provoked anxiety
and depression, PTSD and elevated risk of suicide (Heim
et al., 2000; Kendler, Neale, Kessler, Heath, & Eaves, 1992;
McCauley et al., 1997; Repetti, Taylor & Seeman, 2002).
Thus, as will be discussed shortly, intervening in this cycle of
trauma and illness may be important for preventing negative
outcomes across generations.
Beyond the influence of early life events, the high
concordance rates between monozygotic twins have
12
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implicated genetic factors in several illnesses including
depression, anxiety disorders and alcohol dependence (Eley,
Collier & McGuffin, 2002; Prescott & Kendler, 2000).
Interestingly, it was shown that a genetic polymorphism (a
gene mutation) will not necessarily result in expression of
pathology, but may be evident provided that the individual
had encountered a sufficiently severe stressful experience
(Bradley et al., 2008; Caspi et al., 2003; Kaufman et al.,
2004; Kendler, Kuhn, Vittum, Prescott, & Riley, 2005).
Thus, it appears that interactions between genetic and
environmental influences throughout the lifespan might
underlie depression and PTSD vulnerability. This implies
that for the expression of pathology to occur, adverse
environmental experiences may be a fundamental element,
and hence appropriate conditions that limit distress
or facilitate effective coping strategies may serve in an
intervention as well as a therapeutic capacity.
Studies in rodents have led to interesting findings
concerning the impact of early life stressors with respect to
the expression of genetic influences. As already indicated,
having a gene for a particular phenotype does not necessarily
ensure that this gene’s potential actions will be expressed,
as the effects of a gene may be manifested provided that
environmental stressors are encountered (e.g., neglect by
the mom). In this regard, environmental factors may curtail
the gene’s expression (through a process referred to as
epigenetic actions), thereby influencing later reactivity to
stressful events (Weaver et al., 2004). Furthermore, prenatal
environment (reflected by maternal under-nutrition and
birth weight of pups) was associated with increased risk
of metabolic disorders and cardiovascular illness in the
offspring, and that epigenetic factors might have been
responsible for such outcomes (Meaney, Szyf & Seckl,
2007). It is particularly notable that intergenerational
effects of maternally-provoked stress behaviours were also
apparent (Champagne & Meaney, 2001), although it is
uncertain whether these effects stemmed from epigenetic
factors. These findings raise the possibility that maternal
influences (or other early life events), through changes of
genomic expression, may have lasting repercussions on stress
responses. These findings suggest that improvements in
early life experiences, including the development of pre- and
postnatal programs related to child rearing, may have longterm positive ramifications.

Resilience

Just as there are certain individuals/groups that appear
relatively vulnerable to the effects of stressful events, or
conditions that increase vulnerability, it seems that there
are factors that influence resilience to the adverse effects of
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previous and ongoing stressors. Of course, there is ample
evidence that those with hardy personalities are better
prepared to deal with stressors (Kobasa, 1982), and there are
interesting data indicating that the resilience of individuals
are markedly influenced by community based and contextual
factors (Chandler & Lalonde, 1998; Ungar, 2004). For
instance, Chandler and Lalonde (1998) indicated that the
incidence of suicide in various Aboriginal communities was
related to the frequency of particular resilience (or cultural
continuity) factors being present (namely self-governance,
involvement in land claims negations, and the presence
of cultural facilities and health, education, and police/
fire services). Moreover, to this list one can add that early
positive life experiences augment resilience (Champagne
et al., 2008). Yet, there is the distinct possibility that to
a certain extent encountering hardships may promote a
degree of tolerance (resilience) in dealing with stressors. The
importance of the views expressed by both Ungar (2004),
and Chandler and Lalonde (1998) is that resilience is
portrayed as the confluence of several input factors, and that
the effectiveness of these resilience-promoting factors may
be optimal in one situation, but limited in another.
Culture and the stress process
Cultural factors likely influence the stress process and
may have profound effects on how individuals cope with
shared trauma. It has been suggested that standard stress
models do not consider culturally based responses in the
stress process, despite the fact that ethnic/cultural variables
may influence how individuals appraise an event, the coping
strategies available to them, and how the stress response is
expressed (Slavin, Rainer, McCreary, & Gowda, 1991).
Ethnic groups vary in terms of their histories, cultural
norms and relationship to the mainstream culture, which in
turn leads to variations in the nature, exposure, assessment,
and reactions to stressful and traumatic events (Duran &
Duran, 1995; Ramirez, 1998; Sue & Sue, 1999; Weaver,
1998). Although components of the stress response are
evident across groups, the symptoms of psychopathology
as outlined by the DSM-IV-TR may not adequately
represent responses unique to specific ethnic or cultural
groups (Stamm & Friedman, 2000). For example, the
core symptoms of depression may be similar across many
cultures, but prominent differences may occur with respect
to certain types of symptoms (e.g., affective, cognitive and
somatic symptoms) (e.g., Chun, Enomoto & Sue, 1996).
Within racial/ethnic groups, differences might exist
regarding the degree to which individuals identify with their
minority culture. Such with-in group differences in identity
and acculturation, in turn, might influence interpretations
and reactions to stressful events, as well as the stress-health

relationship (Noh, Beiser, Kaspar, Hou, & Rummens, 1999).
It seems that the salience of cultural interpretations of
events influence the stress response, and that this outcome
varies with the degree to which an individual identifies with
the culture. In assessing the impact of stressors, appraisal
and coping strategies among First Nations people, it might
be considered that cultural factors play a prominent role in
the evolution of psychological disturbances, as well as the
intergenerational transfer of stressor effects.

Historical and Contemporary Trauma Endured
by First Nations Peoples

In assessing the intergenerational effects of adverse events
on well-being, it needs to be considered that the impact
of trauma experiences of one generation are difficult to
dissociate from the effects of adverse events encountered
in subsequent generations. Specifically, poor well-being
may reflect the direct actions of current events, the direct
or indirect effects attributable to traumatic experiences
in previous generations, or the synergy between the two.
This said, it might be propitious to examine the effects of
stressors of various types within a historical context. This not
only includes cataclysmic events, but also day-to-day hassles
experienced, the lack of control individuals had over their
own lives, the unpredictability of events, as well as numerous
other psychosocial factors that influenced the way First
Nations individuals might have appraised their situation
and subsequently coped with ongoing stressors. This review
is not meant to document the multiple historical abuses
experienced by First Nations peoples, but we do emphasize
that stressful events encountered at any given time ought
to be contextualized in terms of the long-standing traumas
encountered by this group. This is especially important given
the possible intergenerational effects associated with trauma
experiences.
First contact between the Aboriginal peoples and
Europeans occurred in the 16th century. During this time,
much of the interaction between these groups was founded
on the fur trade and missionary activities that focused
on saving the heathen souls of the “savages” by attempts
at religious conversion (Fisher, 1992). These conversion
efforts undermined existing beliefs and practices that were
fundamental to their previously effective economic, familial
and communal institutions. This early period of contact was
also marked by community massacres and warfare, as well as
epidemics stemming from the introduction of new diseases.
The signing of the Royal Proclamation in 1763 laid the
basis for the treaty-making process, resulting in the creation
of Indian reserve lands and the establishment of a variety
of promises in exchange for land rights (e.g., hunting and
Journal of Aboriginal Health, November 2009
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fishing rights). These policies held until the early 1800s,
when the government gradually began to diminish the rights
of Aboriginal peoples through social policy stemming from
increasing social pressures and land settlements (Armitage,
1995; RCAP, 1996). The ensuing period was marked by
unrelenting governmental and church intervention in the
lives of Aboriginal peoples, with many of the racist and
assimilationist policies stemming from the establishment
of the Indian Act (1867). This Act dictated who was an
Indian (i.e., Status Indians), along with many other policies
controlling Aboriginal peoples, such as outlawing cultural
activities and ceremonies, mandated Residential Schools and
a forced adoption program (Armitage, 1995; Wotherspoon
& Satzewich, 1993). Although First Nations peoples were
forced to comply with such policies, they were denied the
right to vote, and culturally established rights for First
Nations women were eliminated (Stevenson, 1999). As a
result, the estimated population in what is known as Canada
today was reduced from approximately 500,000 people prior
to contact to 102,000 by 1871 (RCAP, 1996).
These events experienced by First Nations peoples in
Canada, in many cases, also applies to American Indians.
Some of these events and policies, such as loss of land, are
collective experiences that impacted almost all Aboriginal
communities in North America. There were, however, certain
tribes and communities who experienced traumatic events
that were unique to their group. Thus, the specific histories
and contemporary situations of various communities may
result in somewhat different outcomes, but with the same
general flavour. Furthermore, the types of events and policies
that impacted Aboriginal peoples are diverse. Some policies
and events were targeted at families and communities
directly, whereas others targeted groups indirectly (EvansCampbell, 2008). Despite the differences regarding the
specific experiences of Aboriginal groups, virtually all
endured multiple traumatic events in their history. In fact,
the view has been expressed that the years of colonization
and traumatic events endured by Aboriginal peoples amounts
to a history of ethnic and cultural genocide (Smith, 2003).
Two relatively recent Canadian government policies
that have affected a large portion of First Nations peoples in
Canada include the policy of forcing Aboriginal children to
attend Indian Residential Schools (mid-1800s to 1996) and
the period known as the Sixties Scoop (1960s to 1990s), in
which large numbers of children were taken from reserves,
often placing them in distant non-Aboriginal families. 2
Although the government maintained that Residential
Schools were established to save and protect Aboriginal
people, rates of morbidity and mortality increased among
those attending these schools (Kelm, 1998; RCAP, 1996).
The decreased health among many students was due to
14
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a combination of factors, including neglect and abuse, a
regimen of strict discipline, the loss of identity, and feelings
of shame and isolation. Cultural expressions through
language, dress, food, or beliefs were suppressed, often by
physical force, and children were taught to be ashamed
of their culture. In addition to losing their languages,
customs and beliefs, when students returned home they
were often seen as or felt like strangers to their families and
communities (Wotherspoon & Satzewich, 1993). Many
also returned home with inappropriate behaviour patterns,
such as the abusive behaviours modeled after those who
punished them at Residential School (Nuu-Chah-Nulth
Tribal Council, 1996). Furthermore, although the purpose of
the schools was to “educate” Aboriginal children, many left
with low educational levels, and practical skills learned were
typically applicable to very menial jobs.
There are many commonalities between the effects
that children adopted out during the Sixties Scoop suffered
and those experienced by Residential School Survivors.
Loss of culture and language, and internalized racism left
many in both groups feeling uncomfortable and isolated
in their own communities as well as in mainstream society.
These problems of identity and self-esteem were further
complicated, in many cases, by the effects of abuse and
neglect they experienced.
Furthermore, the large scale removal of Aboriginal
children from their homes also resulted in deeply painful
effects on the parents and extended families left behind.
First Nations communities essentially suffered, as familial
bonds were disrupted and often irreparably broken. Some
researchers contend that parents were beset by feelings of
powerlessness, guilt and shame, for not saving their children
from being taken. There were also feelings of no longer being
needed by their children (Feehan, 1996; Haig-Brown, 1988;
Ing, 1991). In sum, the consequences of Residential Schools
and the Sixties Scoop have gone far beyond those who
were institutionalized, and have indeed affected individual
communities, and First Nations peoples, in general.

Contemporary trauma and stressors faced by
First Nations peoples

To a considerable extent, given their history of acute and
chronic stressors and traumas, First Nations peoples have
demonstrated enormous resilience. Yet, the cumulative
impact of this history is demonstrated in the consistent
health and socioeconomic disparities that exist between
First Nations and non-Aboriginal peoples in North
America. First Nations people living on and off-reserve had
significantly lower household incomes than non-Aboriginal
Canadians (Drost & Richards, 2003). Inadequate housing
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and crowding has also been a stressor that is common for
Aboriginal peoples (Statistics Canada, 2008a). Finally,
surveys from 2000-2003, indicated that less than half of
First Nations adults on- and off- reserve had a high school
education, compared with at least 75 per cent of the general
population (First Nations Centre, 2005; Tjepkema, 2002).
First Nations peoples also bear an increased risk of
sustaining serious injuries, which is one of the leading causes
of death in this group (Tjepkema, 2005; Wilkins & Park,
2004). As well, First Nations individuals were four times
more likely to have encountered severe trauma compared to
non-Aboriginals and reported particularly high incidents
of various types of trauma, including assault, traumatic
suicide and motor vehicle accidents (Karmali et al., 2005).
In addition, Aboriginal children were more likely to
experience childhood abuse and neglect, be raised in single
parent households (Hull, 2006), and be raised by parents
who abused alcohol, had a history of criminal activity, and
suffered mental health problems (Blackstock et al., 2004).
Studies among American Indians have demonstrated
that they too were at higher risk of a variety of traumas in
adulthood (Evans-Campbell, Lindhorst, Huang, & Walters,
2006; Indian Health Service, 2003; Manson et al., 2005;
Perry, 2004) and childhood (Koss et al., 2003).
Although limited attention has been devoted to
the distress of stigmatization and discrimination, these
experiences function in a manner similar to other types of
psychosocial stressors (Kessler et al., 1999). Discrimination
is prominent in many different facets of life for First
Nations peoples, including education (Archibald & Urion,
1995), health care (Browne & Fiske, 2001), employment
(Kunz, Schetagne & Milan, 2001), and at every level
of the justice system (Chartrand & McKay, 2005). This
discrimination has encompassed violent events and the
perpetuation of negative stereotypes of Aboriginals such as
being cold/unfriendly, dirty, lazy, criminal, and alcoholics
(Merskin, 2001; Vorauer, Main & O’Connell, 1998).
According to a qualitative study among Aboriginals, these
stereotypes and (negative) joking about Aboriginal peoples
in an everyday context is a major source of distress (Iwasaki,
Bartlett & O’Neil, 2004). Our own research indicated
that 99 per cent of a primarily urban sample of First
Nations adults reported experiencing at least one incident
of discrimination, of varying severity, in the preceding
year (Bombay, Matheson & Anisman, 2008a). Based on a
series of studies among various American Indian and First
Nations samples, perceived discrimination was associated
with suicidal behaviours and ideation (Walls, Chapple &
Johnson, 2007a; Yoder, Whitbeck, Hoyt, & LaFromboise,
2006), adult and youth alcohol abuse (Whitbeck, Hoyt,
McMorris, Chen, & Stubben, 2001; Whitbeck, Chen, Hoyt,

& Adams, 2004b), gang involvement (Whitbeck, Hoyt,
Chen, & Stubben, 2002a), problem behaviours among youth
(Laframboise, Hoyt, Oliver, & Whitbeck, 2006), diabetes
( Jiang et al., 2008), and depressive symptoms (Bombay et
al., 2008a,b; Whitbeck et al., 2002b).

Intergenerational Transmission of Trauma

Traumatic experiences endured during childhood or as
an adult, might profoundly influence the well-being of
their offspring (Yehuda & Bierer, 2008). The generational
interchange, specifically from parent to child, often termed
intergenerational, multigenerational and transgenerational
effects, like the immediate outcomes associated with
a stressor, depend on a variety of psychosocial and
socioeconomic factors. The transmission of stressor effects
(within individuals and communities alike) have been
explored in specific populations that endured collective
trauma. Some of the research, frequently based on data
from Holocaust Survivors and their family’s, has implicated
biological (largely neuroendocrine) changes, as well as the
possible influence of parenting and attachment styles, in
mediating the intergenerational effects of trauma. There
exists a marked diversity of experiences among Holocaust
Survivors, and a wide range of psychological symptoms
have been documented, including denial, agitation, anxiety,
depression, mistrust, intrusive thoughts, survivor’s guilt,
disorganized reasoning, and difficulty expressing emotions,
although these were frequently at levels below those meeting
the full criteria for a clinical diagnosis (Barocas & Barocas,
1980; Bar-On et al., 1998; Felsen, 1998; Neiderland,
1981; Sagi, Van IJzendoorn, Joels, & Scharf, 2002; Weiss,
O’Connell & Siiter, 1986). In addition, the children of
Holocaust Survivors were more vulnerable to the negative
effects of stressors and more likely than controls to develop
PTSD and depression (or subthreshold symptoms) when
faced with stressful events (Baider et al., 2000; Yehuda,
1999; Yehuda, 2002). Intergenerational effects, like those
reported among the children of Holocaust Survivors, have
also been documented in other populations, including
Japanese Americans subjected to internment during World
War II (Nagata, Trierweiler & Talbot, 1999) and survivors
of the Turkish genocide of Armenians (Kupelian, Kalayjian
& Kassabian, 1998).
Despite numerous anecdotal accounts of similar
intergenerational effects among survivors of trauma in
Aboriginal groups, few studies empirically assessed this
issue. Moreover, those that have, focused primarily on the
influence of Residential Schools, even though First Nations
peoples experienced a wide range of traumatic events. The
RHS indicated that one-third of First Nations youth had
at least one parent who had attended a Residential School,
Journal of Aboriginal Health, November 2009
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and that adults reported that their parents’ attendance
at Residential Schools negatively affected the quality of
parenting they received as children. Moreover, the majority
of adults also indicated that their grandparents’ attendance
at Residential Schools negatively affected the parenting
that their own parents had received. Consistent with the
potential adverse intergenerational effects, the offspring of
those who attended Residential Schools reported increased
thoughts of committing suicide (First Nations Centre,
2005). Moreover, First Nations adults who had a parent
who attended a Residential School reported higher levels of
depressive symptoms, as well as increased adverse childhood
experiences, adult traumas and perceived discrimination
compared to First Nations adults whose parents did not
attend (Bombay et al., 2008b).

Putative processes related to the
intergenerational transfer of trauma: A familial
perspective

Ordinarily, in assessing intergenerational effects of trauma,
it is expected that a traumatic experience in one generation
does not influence the probability of individuals in the next
generation encountering an increased or diminished number
of traumatic experiences. After all, if trauma experiences

were elevated in the second or third generation, then any
effects observed might be due to the individuals own
adverse experiences rather than events encountered by their
parents or grandparents. In fact, stressful events may have
ramifications that indirectly or directly affect subsequent
generations (including the possibility that members of the
later generations are more likely to encounter trauma).
Thus, it is often difficult to disentangle genuine intergenerational effects from those that stem from particular
environments common to both generations. However,
one should not misconstrue this to suggest that effects in
children under these conditions are unrelated to events
experienced by members of the previous generation. The
difficulty in this instance comes from (a) defining what
specific factors actually promoted the poor psychological
health of the offspring, and (b) the data obtained being
essentially correlational in nature, thus not allowing for
causal conclusions to be drawn.
The processes by which intergenerational trauma
effects can be transmitted from one generation to the
next may involve multiple factors that have either additive
or synergistic effects, and there is no a priori reason
to believe that these factors act comparably among all
individuals. Figure 1 represents a potential route by which

Generation 1: Adverse Childhood Experiences

Abuse, neglect, poor parenting, household dysfunction, etc.

Development of poor appraisals, cognitive style and coping strategies

Increased stressor experiences

Poor Mental Health

Increased reactivity to stressors

Parenting Deficits

Poor parenting, abuse, neglect, etc.

Generation 2: Adverse Childhood Experiences
Recapitulates Generation 1

Figure 1. Mediators of the intergenerational transmission of trauma within families
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stressful experiences in one generation may have indirect
intergenerational effects. Although this depiction is a linear
one that begins with trauma experienced during early life,
we view intergenerational effects as involving a helical (or
cyclical) series of events, and trauma transmitted need not
occur during early life, but may (and often does) stem from
traumatic events encountered in adulthood. Moreover,
this depiction of intergenerational transfer essentially
portrays events within a family unit, but it is understood
that events within this unit do not occur in isolation of
other external and indirect factors that might contribute
to the intergenerational transfer of stressor effects (e.g.,
socio-cultural environment, physical environment, historical
influences, and government policies).
The view portrayed is that adverse early life experiences
(as well as those encountered in adulthood) may influence
the way individuals appraise the world around them, and
particularly the way they appraise stressful experiences and
their ability to contend with these stressors. These appraisals,
in turn, influence the coping strategies that are endorsed,
with the understanding that these will be influenced by the
coping styles (or coping predispositions) that individuals
bring with them to any given situation. It is suggested
that children who have experienced trauma might develop
coping styles that are particularly ineffective or even
counter-productive. Perhaps as a result of these ineffective
coping styles, these individuals may be at increased risk of
further stressor encounters (stress proliferation), increased
psychological and neurochemical reactivity to stressors, and
the promotion of poor mental health. These factors, alone or
in combination, may result in impaired parenting and might
thus increase the likelihood of early life trauma or stressors
being encountered by their offspring. In this next generation,
these adverse experiences might result in the recapitulation
of the events outlined in the preceding generation, and so it
goes.

Factors involved in the intergenerational
transmission of trauma

Given that few studies assessed intergenerational trauma
effects in First Nations peoples, it is understandable
that limited data are available concerning the specific
mechanisms by which the effects of trauma are transmitted
from one generation to the next in this population. Thus,
to a considerable extent, it is once again necessary to rely
on studies of non-Aboriginals that focused on how trauma
effects were transmitted from parents to their children.
The occurrence of intergenerational transfer of trauma
could potentially stem from child maltreatment in one
generation favoring the occurrence of child maltreatment in

the next generation. As alluded to earlier, child maltreatment
may be accompanied by poverty, poor mental health,
substance abuse, poor coping strategies, and physiological
susceptibility to stressors, any of which might contribute to
the transmission of negative outcomes. Indeed, it has been
estimated that child maltreatment occurs in about 30 per
cent of children whose parents had been maltreated (Bower
& Knutson, 1996; Kaufman & Zigler, 1987; Oliver, 1993).
Adverse childhood experiences tend to occur in clusters
and the long-term effects of childhood abuse are likely due
to a combination of adverse childhood experiences (Dong
et al., 2004). Moreover, these adverse experiences have been
found to demonstrate “dose-dependent” effects, such that
higher numbers of adverse childhood experiences were
associated with increased negative outcomes (Chapman et
al., 2004). Although some of these adverse events might
not meet the criteria of “traumatic stressors,” the cumulative
impact of abuse and other adverse childhood experiences
highlight the importance of considering various types of
adverse events within families and communities to obtain an
accurate portrayal of what contributes to the continuation of
this intergenerational cycle. Indeed, the effects of traumatic
life experiences constitute a dynamic cascade of behavioural,
psychological and environmental events, any of which might
contribute to effects seen in the ensuing generation(s).
One has to be cognizant of the historical context in which
the cycle of abusive experiences and subsequent parenting
behaviours appear. Specifically, the effects of colonization
and other traumatic events essentially eliminated many of
the traditional parenting practices of some First Nations
communities, replacing them with models of abuse and
neglect.
The identification of potential mediators of the
intergenerational effects of trauma might be of special
interest in the healing process, wherein nothing can be done
to alter the past, but interventions at the level of critical
mediators might alter the impact that would otherwise be
evident across generations. For instance, healing practices
can focus on promoting positive cognitive styles and active
coping strategies in the treatment of abuse survivors and
their children. Likewise, policy and governance related to
the impact of adverse early life experiences could potentially
limit the presence of factors that influence the cascading
effects of early life trauma on succeeding generations (e.g.,
issues related to poverty and health care).

Consequences of adverse childhood experiences
Adverse childhood experiences lead to poor appraisals. A link
exists between adverse childhood experiences and the
development of negative cognitive styles in childhood
Journal of Aboriginal Health, November 2009
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that might carry on into adulthood (e.g., Garber & Flynn,
2001; Gibb, 2002; Gibb et al., 2001; Parker, Gladstone,
Mitchell, Wilhelm, & Roy, 2000). It has been proposed
that chronic or repeated adversities in childhood may lead
to an inferential process in which the child attempts to
understand why such abusive experiences are happening to
them (Gibb, 2002; Rose & Abramson, 1992). Over time,
children may internalize the belief that these adverse events
are stable, have negative consequences and are attributable to
aspects of themselves.
Negative appraisals about oneself and the world leads
to exaggerated perceptions of the likelihood of future harm,
and that maintaining a sense of threat and unpredictability
about the future may contribute to anxiety, depression
and PTSD following a traumatic experience (Daigneault,
Hébert & Tourigny, 2006; Feiring & Cleland, 2007;
Mannarino & Cohen, 1996). Indeed, negative perceptions
of the self, the world and the future, were found to mediate
the association between poor parenting and the subsequent
development of depressive symptoms (Stark, Schmidt &
Joiner, 1996). Similarly, dysfunctional attitudes mediated the
association between parental care and children’s depressive
symptoms measured two years later (Liu, 2003).
For children who are abused, attributions that the
child makes with regard to the cause of their abuse
may contribute to negative health and social outcomes.
The severity of physical abuse children experienced was
associated with abuse-specific symptoms that were either
internalized (e.g., depression or anxiety) or externalized (e.g.,
aggression). Although the mediating role of attributional
style was not assessed, it appeared that beyond the variance
accounted for by the severity of the abuse, both abusespecific attributions and general attributional style were
predictive of the level of psychopathology experienced by
children (Brown & Kolko, 1999). Several investigators
have, in fact, indicated that the development of negative
cognitive styles mediated the relationship between various
forms of childhood abuse and neglect and poor adult
outcomes, including depression, PTSD and interpersonal
difficulties (Alloy et al., 2001; Browne & Winkelman, 2007;
Cukor & McGinn, 2006; Gibb et al., 2001; Hankin, 2005).
Although few studies explored the role of cognitive factors
in Aboriginals, it was found that perceptions of higher levels
of control, shorter durations of stressful experiences and
greater predictability regarding the stressful situations were
associated with decreased depressive symptoms in Navajo
youth (Rieckmann, Wadsworth & Deyhle, 2004).
Adverse childhood experiences lead to altered coping
strategies. Coping strategies that individuals use to contend
with stressors are typically viewed as moderators of the
stressor’s effects (i.e., coping might influence the potential
18
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impact of a given stressor). However, in the context of
intergenerational effects, impaired coping may influence
parental behaviours so that coping styles of the next
generation are affected, rendering individuals less well
equipped to deal with stressors that they encounter. It is
thought that at about the age of 15, coping styles take on a
more mature (or at least adult-like) form, as individuals tend
to use more active, and a broader range of coping methods
(Seiffge-Krenke, 2000). Although the selection of coping
strategies may vary across situations, as will be described in
ensuing sections, the development of characteristic ways of
coping during adolescence may place individuals on more or
less adaptive trajectories and may set the stage for the coping
styles these children use into and throughout adulthood
(Seiffge-Krenke & Beyers, 2005).
It has been suggested that children who are exposed
to severe or chronic stressors, often endorse ineffective
coping strategies. For example, children exposed to chronic
parental conflict were more likely to use coping methods
characterized by the release of frustration, risk-taking and
confrontation (Shelton & Harold, 2007). Studies in children
and adolescents have also revealed that those who reported a
traumatic event, including community violence, sexual abuse
and maltreatment, were more apt to use emotion-focused
coping strategies, particularly avoidant coping, which may
or may not have been an adaptive response (Dempsey,
2002; Spaccarelli, 1994; Thabet, Tischler & Vostanis,
2004). The use of ineffective coping styles among children
was found to mediate the relationship between childhood
adversities (e.g., community violence, parental conflict,
child maltreatment) and negative childhood and adolescent
outcomes (Caples & Berrera, 2006; Rodrigues & Kitzmann,
2007; Shelton & Harold, 2007; Spaccarelli & Fuchs, 1997).
Although emotion- and avoidant-focused techniques may
be adaptive in the short term (Merrill, Thomsen, Sinclair,
Gold, & Milner, 2001), repeated reliance on these strategies
may dispose these children to use them in other situations
(Wadsworth & Berger, 2006). This might be especially likely
if the child does not have an opportunity to learn other
ways to process and respond to stressors (Kliewer, Fearnow
& Walton, 1998; Lengua & Sandler, 1996). Ultimately,
through training programs that focus on stress management
techniques, including development of appropriate appraisal
and coping strategies, it may be possible to diminish the
adverse impact of stressful events. Importantly, given that
appraisal and coping methods might be established early
in life, it might be appropriate to develop programs that
provide the required training during formative periods.
Several studies explored the mediating role of coping
strategies in accounting for the relationship between
childhood trauma and poor mental health outcomes during
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adulthood. In this regard, the use of avoidant coping,
including the use of illicit substances in an effort to cope,
accounted for the relationship between childhood trauma
and substance abuse, psychological adjustment and PTSD
(Min, Farkas, Minnes, & Singer, 2007; Merrill et al.,
2001; Runtz & Schallow, 1997; Schuck & Widom, 2001).
Once again, few studies examined the influence of coping
strategies on well-being among Aboriginal populations.
However, in a sample of Navajo youth, voluntary and
involuntary engagement (e.g., approach, confrontive) and
disengagement (e.g., avoidance, escape) coping strategies
were associated with depression (Wadsworth, Rieckmann,
Benson, & Compas, 2004).

Childhood trauma influences mental health and
stressor experiences
In addition to affecting appraisal and coping strategies,
adverse childhood experiences are particularly influential
in promoting poor mental health outcomes, a finding
that has also been reported among First Nations and
American Indians (Bombay et al., 2008b; Duran et
al., 2004a; O’Connell et al., 2007). Adverse childhood
experiences have also been associated with increased risk
of encountering subsequent trauma in adulthood (termed
stress proliferation). In studies among non-Aboriginals,
adults who were abused as children were at greater risk of
revictimization experiences, including rape or domestic
violence, as well as a range of other stressful life events
and circumstances (Banyard, Arnold & Smith, 2000;
Banyard Williams & Siegel, 2001; Coid et al., 2001). In a
sample of First Nations adults from across Canada, it was
similarly found that those who reported adverse childhood
experiences also reported experiencing greater traumatic
experiences in adulthood (Bombay et al., 2008b), a finding
also reported among American Indians (Kunitz et al., 1998;
Yuan et al., 2006).
Several explanations have been advanced for instances
of stress proliferation. According to one view, childhood
adversity may be associated with a variety of adverse
conditions that may contribute to elevated risk of still other
types of stressors being encountered (Pearlin, Aneshensel
& LeBlanc, 1997). By example, childhood abuse may
negatively impact school performance, the ability to form
and maintain close relationships and decision-making
processes (Pearlin et al., 1997), any of which could directly
and indirectly increase risk of stressor experiences in
adulthood (e.g., poor scholastic performance may result
in low socioeconomic status in adulthood, which itself
is associated with increased exposure to stressful events)
(Evans & Pilyoung, 2007; Wadsworth et al., 2008). It has

similarly been reported that depression and other problems
in adolescence may be linked to increased exposure to these
stressful life events, as well as additional problems, such
as work disruption, exposure to violence, early pregnancy,
and substance abuse (Fergusson, Boden & Horwood,
2007; Kessler et al., 1997; Storr, Ialongo, Anthony, &
Breslau, 2007). Further, among women, a relationship
existed between childhood sexual abuse and both PTSD
and psychological distress, which in turn, were linked to
later experiencing intimate partner violence (Engstrom,
El-Bassel, Go, & Gilbert, 2008). In effect, just as stressful
events could lead to depression, occurrences of depression
and PTSD may be a factor that contributes to stressproliferation (Engstrom et al., 2008; Hammen, 1991).
It will be recalled that adverse childhood experiences
may promote negative cognitive styles. These negative
cognitive styles were generally not associated with
subsequent negative events considered to be out of the
individual’s control (e.g., death of a loved one), but were
predictive of increased “dependent” events over which the
person could have some control (e.g., fight with a friend)
( Joiner, Wingate, Gencoz, & Gencoz, 2005). It has also
been found that the degree to which an individual makes
negative attributions is predictive of increased encounters
with dependent stressful events in adulthood (Safford, Alloy,
Abramson, & Crossfield, 2007; Simons, Angell, Monroe,
& Thase, 1993). In addition, it seems that emotion-focused
coping strategies may also be predictive of the occurrence
of future stressors. For example, avoidance of problems that
can be addressed, such as health or financial issues, can lead
to further similar or related problems (Holahan, Moos,
Holahan, Brennan, & Schutte, 2005).

Childhood experiences influences reactivity to
stressors

Although the development of illnesses such as depression
are usually ascribed to relatively recent adverse events, and
PTSD is typically associated with trauma experienced in
the preceding months, as described earlier, such illnesses
may also be related to distal events (Kendler et al., 1992;
Post, 1992; Yehuda, 2002). There is likewise evidence
from clinical studies that previous stressor experiences
influence vulnerability to later depressive illness, in that
less intense stressors will provoke a depressed mood among
individuals that had previously been traumatized. Thus, it
was suggested that the magnitude of the neurochemical
changes underlying depression may evolve with repeated
stressor or illness episodes (Kendler, Thornton & Gardner,
2000; Post, 1992). It seems that although the immediate
effects of stressors are relatively brief, the ramifications
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of such experiences may be exceedingly long-lasting. As
such, when considering the impact of stressors, particularly
when applied on a background that does not lend itself to
effective coping, it is essential to consider that sensitized
neurochemical processes, acting in concert with ongoing
psychosocial stressors, may engender particularly adverse
outcomes.
Although studies in animals have indicated that
sensitized neurochemical processes can be established at
any time in the organism’s life, it appears likely that early
life events may have particularly profound repercussions.
In this regard, it has frequently been reported that stressors
encountered in rodent pups may profoundly influence
responses to stressors encountered during adulthood. For
example, in rat pups, both extended periods of separation
from the mother, and poor nurturing (limited attention
from the mother in the form of low levels of licking and
grooming) were associated with exaggerated adult stress
responses (Meaney, 2001). It was similarly shown that
systemic insults during the first few postnatal days, such
as a strong immunological activation, greatly increased
stress responses during adulthood (Shanks et al., 2000).
In contrast, high levels of stimulation (high levels of
attention received from the mother) attenuated agerelated learning disturbances and resistance to the effects
of later stressors (Anisman, Zaharia, Meaney, & Merali,
1998; Liu et al., 1997; Meaney, 2001). Essentially, it was
suggested that maternal behavioural style acted to “program”
neuroendocrine stress responses of pups to later stressor
experiences (Meaney, 2001).
From the perspective of the present review, it may be
particularly significant that stress resiliency of pups that
received high levels of maternal care, was stably transmitted
between generations. Moreover, studies in which crossfostering procedures were used (i.e., pups were transferred
from their biological mother to one that displayed either
high or low maternal care) indicated that offspring inherit
the behaviour from their nursing mother, rather than from
the biological mother (Champagne & Meaney, 2001).
Although this has most commonly been assessed in rodents,
the intergenerational transmission of stress reactivity
has also been reported in primates and humans and may
involve peptides associated with the stress response or
those that are associated with attachment, such as oxytocin
(Champagne, 2008). It is also significant that the stress
reactivity and health outcomes of pups as a function of early
life stimulation (or neglect), may also be fundamental in
establishing relationships between the mother and offspring
in the next generation. Thus, Champagne and Meaney
(2001) suggested that in order to fully appreciate factors
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that favor stress vulnerability (or resilience) within the
family unit, in addition to the experiences of the individual,
is an important level of analysis. It is interesting that this
view, based primarily on studies in animals, maps precisely
onto studies in humans indicating that parental behaviours
provide the basis for relatively stable characteristics (e.g.,
self-esteem, self-efficacy, and self-reliance) that buffer the
individual against the negative consequences of stressful
experiences, and also serve to facilitate the development
of skills that enable effective coping (Miller, Warner,
Wickramaratne, & Weissman, 1999; Roberts, Gotlib &
Kassel, 1996).
Before leaving the issue of early life effects on adult
responses to stressors, it ought to be underscored that
stress experienced by a woman while pregnant may also
have repercussions on the offspring. In effect, just as drugs
(legal and illicit) and alcohol can affect the offspring, so
too can psychological events. It has been suggested that
stressful events, by virtue of their effects on neuroendocrine
functioning (e.g., changes of the stress hormone cortisol)
and on genetic processes (i.e., transcriptional processes), can
affect the development of the fetal brain and permanently
affect neurochemical functioning (Owen, Andrews &
Matthews, 2005). Moreover, it was suggested that the
prenatal environment can interact with subsequent early
life experiences to alter the adult stress response (Francis,
Szegda, Campbell, Martin, & Insel, 2003).

Parental mental health and stressors lead to
parenting deficits and poor childhood outcomes

Parental mental health and stressors appear to be associated
with negative parenting, which in turn, may influence
well-being in their offspring. Highlighting the potential
widespread impact of poor parental mental health are
reports that clinically significant depression among mothers
with young children can be as high as 35 per cent (O’Hara
& Swain 1996). Comparable data in Aboriginal women
with children are currently unavailable, although there
is no reason to believe that rates would be lower in this
group. Indeed, given that depression was found to occur at
a higher rate in First Nations women than in the general
population (MacMillan et al., 2008), it is likely that the
rates would also be elevated in First Nations women with
children. Indeed, it was reported that among women who
were enrolled in a prenatal outreach program, depression in
pregnant Aboriginal women was more frequent than in nonAboriginal Canadian women (Bowen & Muhajarine, 2006).
There are several possible routes by which parental
mental health might impact children. These include genetic
factors, the interaction between genetic and environmental
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factors, and the influences of factors secondary to mental
health problems (e.g., disturbed marital relationships).
Parental depression was associated with a range of parenting
problems, including disengagement and disorganization,
maternal hostility, coercion, and less positive parent-child
interactions (Goodman & Gotlib, 1999; Hammen, 1991;
Lovejoy, Graczyk, O’Hare, & Neuman, 2000; Wolfe, 1999).
Substance abuse and PTSD were also negatively related to
a parental functioning (Appleyard & Osofsy, 2003; Berz,
Taft, Watkins, & Monson, 2008; Samper, Taft, King, &
King, 2004). Interestingly, substance use and depression
were significantly related to physical abuse, whereas PTSD
was negatively related to physical discipline (Cohen, Hien
& Batchelder, 2008), but instead was associated with neglect
and emotional abuse (Yehuda et al., 2001).
Children of parents with psychiatric problems have
also been found to be at greater risk of sustaining injuries
(Boddy & Smith 1999). Among American Indians, parental
alcohol use was associated with higher rates of endured and
witnessed violence among adolescents and young adults
(Boyd-Ball, Manson, Noonan, & Beals, 2006). It is possible
that the greater exposure to violence among offspring
of alcohol users was due to inadequate levels of parental
monitoring, which might have stemmed from poor parental
mental health and substance abuse ( Jones, Forehand, Brody,
& Armistead, 2003; Walls, Whitbeck & Hoyt, 2007b). In
fact, a lack of parental monitoring was associated with a
range of negative outcomes in children, including substance
use and abuse among American Indian adolescents (e.g.,
Martins, Storr, Alexandre, & Chilcoat, 2008; Rodgers &
Fleming, 2003;Yang et al., 2007).
Like the effects of mental health disturbances, high
levels of parental stress and trauma were also related to
diminished parenting efficacy. Women with a history of child
and adult trauma were more likely to be abusive or neglectful
of their own children, and expressed low levels of parenting
satisfaction (Banyard, Williams & Siegel, 2003). These
relationships between parental trauma and both parenting
variables were mediated by maternal depression (Banyard,
Williams & Siegel, 2003). Although this study suggests that
poor mental health accounts for the relation between trauma
history and parenting, it was also found that cumulative
trauma was a significant predictor of parental abuse potential,
punitiveness and psychological and physical aggression, even
after controlling for demographic variables and diagnosis of
mental health disorders (Cohen et al., 2008).
In addition to the negative impact of parental
childhood trauma, the traumatic experiences endured by
parents during adulthood can also exert adverse effects
on their children. In this regard, children whose parents

had been tortured in adulthood, presented with greater
symptoms of anxiety, depression, posttraumatic stress, and
attention deficit and behavioural disorders, compared with
a control group (Daud, Skoglund & Rydelius, 2005). As
previously mentioned, a cyclical relationship exists between
depression and stress, whereby depression can actually lead
to increased stressor experiences (Hammen, 1991). This
relationship is relevant to the intergenerational transmission
of trauma, as maternal depression may contribute to chronic
interpersonal stress, affecting the quality of parenting given
to their children and was associated with levels of depression
in the offspring (Hammen, Shih & Brennan, 2004).
It appears that current stressors also impact
parenting. Stressors related to parenting itself, as well as
other types of stressors (e.g., financial difficulties and work
stress), were found to increase risk of child maltreatment
(Fryer & Miyoshi, 1996; Holden & Banez, 1996; Whipple
& Webster-Stratton, 1991). It was also reported that
inadequate monitoring was more common among isolated
single mothers who were socially disadvantaged (Pettit,
Laird, Dodge, Bates, & Criss, 2001). In light of these
relations, it is particularly germane that Aboriginal children
are more likely to be raised by young, single mothers (Hull,
2006). Furthermore, it may be relevant to First Nations
people that higher levels of neighborhood stress (presence
of gangs, physical fighting, drug use/dealing, shootings and/
or knifings, homicides, substandard housing conditions,
unsanitary living conditions, noise, and overcrowding) were
associated with depression, anxiety and hostility among
single mothers living in economically disadvantaged urban
areas. In turn, greater psychological distress among these
women was significantly related to lower engagement in
positive parenting practices (relationship quality, monitoring
of child activities and disciplinary consistency) measured
approximately 15 months later (Kotchick, 2005).
Domestic violence (intimate partner violence) is an
interpersonal stressor faced by many adults. Although
data specific to First Nations adults is not available,
studies among Aboriginal peoples in Canada, as well as in
American Indians, found rates of domestic violence to be
at least double that of their non-Aboriginal counterparts
(Malcoe et al., 2004; Murphy, Risley-Curtiss & Gerdes,
2003; Oetzel & Duran, 2004; Statistics Canada, 2008b).
The presence of domestic violence in the lives of parents can
often impact their children, and has been found to put these
children at risk of abusing partners in their own subsequent
relationships, thereby continuing the cycle of violence
(Kinsfogel & Grych, 2004; Moretti, Obsuth, Odgers, &
Reebye, 2006).
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It appeared that discrimination-related stressors can
also indirectly impact parenting behaviours. In exploring
the relation between perceived discrimination and
parenting among African American mothers, perceived
discrimination was found to predict increases in mothers’
stress-related health problems, which in turn, were
associated with depressive symptoms. Moreover, elevated
depressive symptoms among those perceiving high levels
of discrimination was the proximal variable associated with
decreases in mothers’ competence-promoting parenting,
which comprised vigilant parenting, warmth and closeness
with low levels of repetitious arguing (Brody et al., 2008).
Although these factors have not been examined among
Aboriginal parents, it seems likely that the high rates of
discrimination encountered, which are associated with
greater depressive symptoms, might likewise influence
parenting behaviours.

Other modes of trauma transmission

The previously described mechanisms are not the only
means by which trauma is transmitted through families.
For example, in addition to influencing health and
social outcomes of children through parenting practices,
inadequate role modeling may also play a role in the
transmission of behaviour. According to social learning
theory (Bandura, 1977), children learn vicariously by
observing and imitating their parents. This conceptual
framework has also been proposed to be a contributing
factor in cycles of violence within families (O’Keefe,
1994; Truscott, 1992). For instance, it was reported that
experiencing violence while growing up was related to
favorable attitudes towards violence against both children
and spouses, which predicted engagement in such violence
(Markowitz, 2001). Although this study did not explore
the transmission of such attitudes, it was reported that
American Indian women indicated a higher threshold of
violence, compared to European American women, before
acknowledging these acts as reflecting domestic abuse
(Tehee & Esqueda, 2008).
In the case of children of survivors of the Holocaust,
there has been a focus on avoidance of further adverse
experiences as reflected by messages such as “be careful”
and “don’t trust anybody” (Kellerman, 2001b). At the same
time, many Holocaust Survivors were reported to have
withheld any communication about their experiences, an
intergenerational communication pattern that was termed
the “conspiracy of silence” (Danieli, 1998). Children
who grew up in families in which there was no outright
communication regarding the parents’ trauma, but where the
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trauma was silently present in the home (i.e., communicated
nonverbally), also seem to be more vulnerable to
intergenerational transmission of trauma (Kellerman, 2001b;
Wiseman et al., 2002). The notion of silence is particularly
relevant to survivors of Residential Schools, as we found that
children of Survivors reported very little communication
by their parents regarding their time at Residential School
(Bombay, Matheson & Anisman, 2007).

Collective and Historical Trauma

As discussed in previous sections, the impact of historic and
collective traumatic events on Survivors and the offspring
of Survivors have been documented in some cultures, most
notably among descendents of Jewish Holocaust Survivors
(Yehuda & Beirer, 2008). More recently, it was reported
that the children of survivors of Indian Residential Schools
displayed poorer well-being (e.g., elevated depression)
than the offspring of Aboriginals that had not attended
Residential Schools (Bombay et al., 2008b; First Nations
Centre, 2005). These studies, together, indicate that children
of individuals exposed to sustained life-altering traumas
are at risk for various health disturbances. However,
these studies have largely focused on individual reactions
associated with trauma, and are limited in defining the
pathological outcomes associated with trauma effects on
whole communities.
Like the survivors of the Holocaust, those of
Residential Schools were not the victims of historically
isolated events. Numerous assaults against Aboriginal
peoples in North America (and elsewhere) have persisted
for generations. These cumulative assaults were evident
and manifested in battles over land rights, loss of culture,
language, and identity, as well as poor health and social
conditions. It has been suggested that these consequences of
past trauma act as daily reminders of the many indignities
committed against their group, and when faced with
discrimination, Aboriginal peoples view such incidents in
the context of a historical pattern of state and individual
behaviour (Evans-Campbell, 2008; Whitbeck, Adams, Hoyt,
& Chen, 2004a).

Collective trauma

Collective traumatic events can be directed at groups based
on political, racial, religious, or cultural beliefs, and can be
as random as single natural disasters or those purposely
conducted for an extended period ( Jorden et al., 2009), as
in the case of Residential Schools. It has been suggested
that focusing solely on individual experiences has resulted
in the collective experience being overlooked, despite the
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profound impact of collective trauma (Denham, 2008;
Somasundaram, 2007). Specifically, collectively experienced
traumas have unique social and psychological trajectories,
and their consequences may be aligned with collective
responses and interpretations (Abramowitz, 2005; Elsass,
2001; Summerfield, 1999). In addition to the additive
effects of individual traumas, there are effects of collective
trauma at the family and community levels that modify
social dynamics, processes, structures, and functioning.
For example, community level changes in the aftermath of
mass trauma have included erosion of basic trust, silence,
deterioration in social norms, morals and values, and poor
leadership (Catani, Schauer & Neuner, 2008; Commission
for Historical Clarification, 1999; Somasundaram, 2007).
Parenthetically, in the present review we deal primarily
with major events that comprised obvious trauma. Some
individuals, when they hear of collective disasters such as
the Exxon Valdez oil spill, think of the ecological impact,
and appropriately so, yet fail to recognize that such events
also have marked repercussions on indigenous human
populations. In this regard, it was reported that following
the spill, native Aleuts were twice as likely to present with
PTSD and generalized anxiety disorder than were nonnatives (Palinkas, Downs, Patterson, & Russell, 1993).
Not only were individual mental health issues affected,
but community-level effects were reported, including
the decline in traditional social relations within families
and the community, a decline in subsistence production
and distribution activities, and perceived increases in the
amount of, and problems associated with, drinking, drug
abuse and domestic violence. It was suggested that the
natural resources destroyed by the oil spill did not simply
reflect a financial loss, but undermined the Aleut identity,
social organization and ideology, and actually disturbed the
symbols fundamental to native culture being transmitted
across generations (Palinkas et al., 1993). It may be
important to recognize the manifestations of collective
trauma, so that effective interventions at the community
level can be instituted in such complex situations. The
appropriateness of the interventions will depend on the
specific consequences of the trauma (e.g., depression and
anxiety vs. PTSD), which may vary as a function of the type
and characteristics of the trauma experienced.

Historical trauma

In addition to considering the collective nature of some
traumatic events, it may be important to consider the
traumatic events that the group had previously experienced.
Just as the characteristics of stressors influence an

individual’s reaction, the characteristics of group-based
stressors and of the group’s history of stressor encounters
may influence responses elicited by newly encountered
stressors or those in the recent past. For example, groups
with a history of numerous collective traumas that were
intense, long lasting and affected a large proportion of
the group, might result in group members and the group
as a whole being particularly vulnerable to individual and
community dysfunction. One can imagine, for instance,
that shared collective experiences, and the retelling of
these experiences over generations, may result in sensitized
responses to subsequently encountered adverse experiences.
Indeed, this vulnerability, to a considerable extent, describes
the current position of many First Nations peoples, as the
numerous collective traumas endured which were often
intense, lasted from first contact until the present day and
impacted most members of this group. This may have been
compounded by the suppression of spiritual and traditional
practices during this time.
In considering the cumulative impacts of the many
traumas faced by Aboriginal peoples, it has been proposed
that “Historical Trauma” or “soul wound” contributes
profoundly to current well-being (Brave Heart, 1998; Brave
Heart, 2003; Duran & Duran, 1995, Duran, Duran, Brave
Heart, & Yellow Horse-Davis, 1998). Similar concepts have
also been discussed (i.e., historic trauma and historic trauma
transmission) in Canadian publications (Wesley-Esquimaux
& Smolewski, 2004). Historical trauma in this context has
been defined as cumulative emotional and psychological
wounding over the lifespan and across generations,
emanating from massive group trauma experiences (Brave
Heart, 2003). Particularly germane to this definition is that
the collective, complex trauma is inflicted over generations
on a group of people who share a specific identity or
affiliation, such as ethnicity, nationality or religion (Brave
Heart, 1999; Brave Heart & DeBruyn, 1998). This
perspective allows events occurring across generations to
be seen as part of a single traumatic trajectory, thereby
expanding focus from isolated impacts of single events to
the synergy associated with numerous assaults that occurred
over time (Evans-Campbell, 2008). Indeed, historic trauma
has been suggested as being a contributing factor for
the high prevalence rates of mental disorders and social
problems among First Nations and other Aboriginal groups
(Braveheart-Jordan & DeBruyn, 1995; Duran & Duran,
1995; Duran et al., 1998; Manson et al., 1996; Robin,
Chester & Goldman, 1996; Stamm & Stamm, 1999).
Brave Heart (2003) documented typical symptoms
or reactions to historical trauma, which they termed the
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“Historical Trauma Response” (HTR) that comprised
depression, self-destructive behaviour, suicidal thoughts
and gestures, anxiety, low self-esteem, anger, and difficulty
recognizing and expressing emotions. As well, it may
include substance abuse, often as an attempt to avoid painful
feelings through self-medication. Unresolved grief is an
associated affect that accompanies HTR, and was described
as the impaired mourning that comes from generational
trauma (Brave Heart & DeBruyn, 1998). Despite the broad
acceptance that this conceptual framework has received by
both health researchers and by Aboriginal communities,
there has been little scrutiny of the concept, and its
definition and constituent characteristics have not been well
conceptualized or operationalized, although initial steps
have been taken to do so (Evans-Campbell, 2008; Whitbeck
et al., 2004a). In attempting to provide clarification and to
encourage development of the concept, Evans-Campbell
(2008) outlined distinguishing characteristics of a historical
traumatic event that can lead to HTR: 1) the events were
widespread in many communities and many individuals were
affected; 2) the events engendered high levels of distress
and collective mourning in contemporary communities;
and 3) events were perpetrated by out-group members with
purposeful and often destructive intent.
Unfortunately, much of the literature discussing
historical trauma has been limited to theoretical discussions.
Nevertheless, Whitbeck et al., (2004a) attempted to
empirically link symptomatology to the historical traumas,
by first establishing that historical loss is part of the
cognitive world of contemporary American Indians, and
second, by linking this sense of loss to symptoms. In their
attempt to explore the extent to which American Indians
contemplate their history or link events of the past to
current community functioning, Whitbeck et al., (2004a)
conducted focus groups to examine awareness of historic
events and attitudes toward tribal history’s impact and
importance within participants’ communities. This study
led to the development of the Historical Loss Scale, which
enumerates the losses identified by the focus groups, and
asks respondents how frequently these losses came to mind.
The historical loss scale was then administered to
parents with children ages 10-12 from four American
Indian and First Nations communities. Although
respondents were usually one generation removed from the
Residential School era and several generations removed
from the earlier collective traumas, the majority of these
parents at least occasionally thought about these historical
losses (e.g., loss of language, culture, land, tradition and
respect for traditional ways). Moreover, many reported
feelings of loss related to Residential School experiences,
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broken promises and negative treatment by the government.
These perceptions were associated with anxiety/depression
(e.g., feeling anxiety or nervousness, loss of concentration,
feeling isolated, and loss of sleep), anger/avoidance (e.g.,
anger, rage, shame, fear/distrust of white people, and
avoidance of places that served as reminders of losses)
(Whitbeck et al., 2004a), and greater experiences of
discrimination and alcohol abuse (Whitbeck et al., 2004b).
Furthermore, it was suggested that the indirect effect
of perceived discrimination on substance abuse may be
mediated by feelings related to historical loss. Essentially,
perceptions of discrimination act as a reminder of historical
trauma and loss, and culturally shared stressors experienced,
leading to adverse outcomes. Evidently, the numerous
assaults against First Nations peoples continue to affect their
perceptions and impinge on their psychological and physical
health.
One of the shortcomings of the current trauma
literature is that the dominant frameworks do not address
how historical traumas influence interpretation or reactions
to contemporary traumas, or how historical and present-day
trauma may interact (Evans-Campbell, 2008; Whitbeck et
al., 2004a). To meet this perceived need, Evans-Campbell
and Walters (2006) developed the concept of “Colonial
Trauma Response” (CTR). Although historical trauma
specifically focuses on historical collective traumatic events
and responses, CTR is a complex set of both historical
and contemporary trauma responses to collective and
interpersonal events. From this perspective, discriminatory
events (or other perceived injustices) an individual currently
experiences, may be interpreted, perhaps unconsciously, as
a continuation of the racist historical treatment of First
Nations peoples (Evans-Campbell, 2008).

Assessment of Trauma

It has been suggested that the failure to elicit information
about an individual’s trauma history is a frequent diagnostic
error made by clincians (Amaya-Jackson et al., 1999;
Davidson, 1999; Frueh et al., 2002), particularly as similar
stressors can lead to a variety of outcomes (McQuaid et
al., 2001). Unfortunately, although individuals with mental
health disorders, such as depression, PTSD and substance
abuse disorder, are among the most likely to utilize primary
care services, they are commonly not screened for these
mental health problems, leaving many undiagnosed (Coyne
et al., 1994; Mueser et al., 1998; Olfson et al., 2003;
Schonfeld et al., 1997) and hence, untreated. Indeed, the
addition of specific trauma-screening questions as part of an
initial intake procedure greatly increased the likelihood of
obtaining information about past traumatic experiences, as
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well mental health diagnoses increased from 5 per cent to 19
per cent (Cusack et al., 2004).
Although some studies have suggested that First
Nations peoples in Canada are satisfied with general health
care, it has also been reported that First Nations peoples in
Canada find it difficult to specifically access mental health
services (First Nations Centre, 2005; Wardman, Clement
& Quantz, 2005). Clearly, trauma plays a large role in the
lives of many First Nations people, and therefore efforts
should be made to address these issues given that they have
multiple negative mental health implications. Improving
detection of trauma and trauma-related disorders may
be a necessary step to addressing the health and mental
health issues experienced by First Nations peoples. Several
approaches to such assessment procedures can be used,
ranging from full-length diagnostic interviews to short
self-report surveys. It is beyond the scope of this review
to provide a detailed description and appraisal of all the
available measures and their respective psychometric
properties, but some examples of approaches to screening for
exposure to trauma, as well as measurement of responses to
trauma are provided in the ensuing section.

Assessing exposure to trauma

As discussed earlier, it is not sufficient simply to know that
an individual has been traumatized by an event, as it is also
important to ascertain the specific details of the stressor
with respect to its type, duration, frequency, and severity,
as well as whether multiple traumas (stressors) had been
experienced. Such a thorough assessment is essential, as
(a) individuals who had experienced trauma are at greater
risk for trauma recurrence than individuals without a
history of trauma and (b) multiple trauma experiences have
greater adverse effects on mental health outcomes than do
single events (Banyard et al., 2001; Follette et al., 1996).
In fact, given the interrelations between multiple forms of
childhood adversities and adult traumas experienced, not
assessing such experiences may be counter-productive in a
clinical and in an experimental setting (Dong et al., 2004;
Horwitz et al., 2001).

Traumatic Life Events Questionnaire.

The Traumatic Life Experiences Questionnaire (Kubany
et al., 2000) is a scale that elicits information on a range
of potentially traumatic events that can be used for both
clinical and research purposes. The measure assesses
experiences regarding 23 types of potentially traumatic
events (e.g., natural disasters, accidents and assaults), and
asks whether exposure to events resulted in experiencing
fear, helplessness, or horror, making it possible to determine

whether Criterion A1 and A2 (for a PTSD diagnosis based
on the DSM-IV) are met. Additional probes ask about the
frequency of an event, when it occurred, and which event
caused the most distress.
When a detailed evaluation of childhood trauma
is required, several options are available, including the
Childhood Trauma Questionnaire (CTQ) (Bernstein et
al., 2003), and the Child Maltreatment Interview Schedule
(CMIS) (Briere, 1992).

Assessing responses to trauma

Given that traumatic events have been experienced and
that these have been reliably determined, assessment of
behavioural disturbances follows. There are several measures
available concerning the impact of trauma, each with
some advantages and disadvantages. Measures vary in
their sensitivity, specificity and clinical utility for different
settings and populations. Semi-structured interviews consist
of formalized, set questions or themes that allow trauma
survivors an opportunity to talk about their experiences
using their own language, and allow new questions to be
introduced during the interview. Self-report instruments
can also be used to assess responses to trauma, and are
efficient as they do not require the expertise needed for most
diagnostic interviews, and usually take relatively little time
to complete.

Assessment of posttraumatic stress disorder

Structured Clinical Interview for DSM-IV (SCID) – PTSD
module. The Structured Clinical Interview for DSM–IV
(SCID) (First et al., 1997) is used to assess Axis I and Axis
II psychiatric disorders, and is thought to be the current
“gold standard” approach. This instrument is designed to
be administered by a clinician or trained mental health
professional. In addition, for the purposes of some research
studies, non-clinician research assistants who have extensive
experience with the study population in question have
been trained to use the SCID. The PTSD model takes
approximately 15-45 minutes to complete, and can be
administered alone or as part of the full SCID interview.
The SCID contains a PTSD-specific module that has
questions related to each of the DSM-IV diagnostic criteria.
First, screening questions are asked to determine whether
individuals have ever experienced a traumatic event, in
which a few examples of traumatic events are given. The
PTSD module uses standard prompt questions to assess
each symptom, and the interviewer then rates each symptom
as either inadequate, absent, subthreshold, or threshold.
Only symptoms receiving the latter rating are considered
to be present. This method allows the interviewer to use
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symptom-specific questions and clinical judgment to
determine whether the interviewee meets diagnostic criteria
for a disorder.
The use of dichotomous scoring regarding item
presence and symptom severity is considered by some to
be a limitation, as psychological symptoms are generally
considered dimensional rather than dichotomous.
Clinician Administered PTSD Scale (CAPS). The
Clinician-Administered PTSD Scale (CAPS) (Blake et al.,
1990, 1995) is an interview that corresponds to the DSMIV criteria for PTSD, and can be used to make a current
(past month) or lifetime diagnosis, or to assess PTSD
symptoms over the past week. After a life event checklist is
administered to identify exposure to stressors, CAPS items
are asked in reference to traumatic stressors. The interview
assesses the core symptoms of PTSD on 0 to 4 scales with
respect to their frequency and intensity. The CAPS can
provide a continuous or dichotomous measurement of
PTSD.
The CAPS was designed to be administered by a
trained health professional that has a working knowledge of
PTSD, but can also be administered by other appropriately
trained individuals. The extended time (40-60 min.)
typically required to administer this measure, makes it less
appealing for use in routine clinical practice or when a quick
diagnosis is needed.
Impact of Event Scale-Revised (IES-R). The IES-R
(Weiss & Marmar, 1997) is a 22-item self-report measure
that assesses current subjective distress for any specific life
event, but is not meant to provide a diagnosis for PTSD. The
IES-R was developed to parallel the DSM-IV criteria for
PTSD and consists of intrusion, avoidance and hyperarousal
subscales. This easily administered scale requires only 5-10
minutes to complete. A meta-analysis of studies using the
IES-R concluded that cultural differences were relatively
insignificant in the development of PTSD as measured
by IES-R (Yehuda, 2002). It has also been reported that
the IES-R is effective in identifying PTSD symptoms in
substance use disorder populations. A drawback to the
IES-R is that there is no specific cut-off score corresponding
to particular severity of PTSD, and various studies have used
scores ranging from 19-30 to suggest significant risk for
PTSD (Azoulay, 2005; Jones et al., 2004).

Assessment of depression and other trauma
related disorders

Depression, substance abuse and other anxiety disorders
often occur in conjunction with stressful and traumatic
experiences, and are frequently comorbid with PTSD.
Although teasing these apart is difficult due to overlapping
26

Journal de la santé autochtone, novembre 2009

symptoms, they appear to be distinct reactions (Grant
et al., 2008). Accordingly, evaluation of individuals who
have or may have experienced trauma should also include
assessment of these psychological disturbances. When used
with a trauma population, in addition to the specific PTSD
module, the SCID modules for other anxiety, affective and
substance abuse disorders can be administered.
Various self-report measures exist for measuring
depressive symptoms, although these are not meant for a
clinical diagnosis. The Beck Depression Inventory (BDI)
(Beck et al., 1961) is a commonly used multiple-choice
self-report composed of 21 questions, each answer being
scored on a scale value of 0 to 3. There is also a 13 item
version of this scale which correlates highly with the 21item scale (Beck & Beck, 1972), and a revised version that is
copyrighted (Beck et al., 1996).
The Hamilton Depression Rating Scale (HDRS)
(Hamilton, 1960; Hamilton, 1967) is commonly used as a
clinician administered and scored interview that requires
periodic inter-rater reliability checks. The first 17 questions
of this scale contribute to the total score, and questions
18-21 are recorded to give further information about the
depression (e.g., paranoid symptoms), but are not part of
the scale. The HDRS was designed to be administered by
clinicians, but can also be administered by non-clinicians
trained in its use.
The presence of substance abuse should also be
considered, as it is known to limit the effectiveness of
standard treatments of other psychiatric conditions, such as
PTSD and depression. Assessments can be conducted using
any of several substance abuse self-report measures, such as
the Michigan Alcoholism Screening Test (Selzer, 1971) or
the Drug Abuse Screening Test (Skinner, 1982).

What to use

The accuracy of assessment of PTSD and other trauma
related symptomatology can be maximized by using both
interview and self-report methods. The use of multi-method
assessments has been recommended to overcome potential
psychometric limitations existing in any one instrument,
and a similar two-stage approach for assessing the mental
health of trauma survivors has also been recommended
(Keane et al., 1987; Shrout et al., 1986). Specifically, trauma
survivors are initially screened for trauma exposure and/
or trauma related psychological responses using selfreport instruments, which is then followed by a diagnostic
interview for those who are at risk of having a disorder
based on the initial screenings. Such a multi-method
assessment can help to avoid biases that lead to diagnoses of
PTSD based on individual or cultural factors.
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Although a multi-method measurement procedure
is the ideal, the reality is that time and resources for such
detailed assessment is often not available in clinical contexts
or research studies. As a result, the final choice of measures
is often determined by the specific goals of the clinician or
of the research study, the client’s overall level of acceptance
of psychological testing, the level of training assessors have
received, and of course, the resources available. In cases
of mass or collective trauma, for example, where many
individuals are affected and a shortage of mental health
professionals with expertise in psychological trauma exist,
self-report instruments can play a necessary role as they can
be administered by non-specialists to detect a need to follow
up. Such screening techniques can also be used in medical,
social or primary care contexts in communities where high
rates of trauma exist, but mental health resources are lacking.
In these settings the use of screening tools may substantially
increase the number of trauma survivors who are referred for
treatment.

Cross-cultural assessment considerations

As previously discussed, an individual’s appraisals, reactions
and expressions of distress in response to potentially stressful
and traumatic events may be, in part, culturally determined.
As most measures of mental health are based on western
conceptualizations of illness and normalized against white
middle class samples, such assessments may be less reliable
in diagnosing those from different cultural backgrounds,
and it seems that ethnic minorities are more likely to be
misdiagnosed than Whites (Fernando, 2005; Smedly et al.,
2003; Lonner & Ibrahim, 2002). The usefulness of some of
the scales and interview procedures might also be somewhat
limited for First Nations peoples. For a detailed explanation
of the process necessary for the development of assessment
instruments and their validation, several excellent reviews
and books are available (Bolton, 2001; Marsella et al., 2002;
Mollica et al., 1992).
As previously discussed, individuals within a culture
vary in the extent to which they adopt the values, beliefs,
behaviours, and norms promoted by their culture. Just as
cultural factors need to be considered in the assessment of
mental health across groups, the differences in the degree
to which an individual identifies with their group and/or
their degree of acculturation needs to be considered in order
to account for within group difference. Thus, just as such
factors are important for clinicians in making diagnoses
and planning treatment strategies (Atkinson et al., 1998;
Berry, 1990; Castillo, 1997), determining factors such as
identity and acculturation may be essential for research to
determine the source for within group differences (van de

Vijver & Phalet, 2004). This said, although First Nations
groups and peoples are linked by their common history,
the diversity of First Nations communities and cultures
also need to be viewed as distinct groups. In effect, a
measure that is thought to be culturally appropriate in one
Aboriginal community may not be suitable for use in other
communities or samples.

Cross-cultural assessment considerations in
Aboriginal studies

Cross-cultural considerations have received increasing
attention in studies involving indigenous groups (Beals et al.,
2003; Beals et al., 2005; Campbell et al., 2008; Kowal et al.,
2007). The American Indian Service Utilization, Psychiatric
Epidemiology, Risk and Protective Factors Project (AISUPERPFP), which was conducted in two American tribes,
provides an example of how to ensure cultural validity, while
still maintaining opportunity for comparability with other
groups (Beals et al., 2003). Although a detailed description
of their methods is beyond the scope of this paper, they
included several community consultations to permit a better
understanding of the construction and meaning of disorders,
identification of using locally descriptive words associated
with mental health, as well as local idioms of distress. Using
this information, standardized instruments, such as those
described earlier, were altered by changing some of the
language used (still in English as the communities were
English speaking) and by adding new culturally indicated
items. In addition to such carefully planned methods
of altering research instruments, clinical reappraisals by
psychiatrists or clinical psychologists were conducted in a
subset of their sample to further confirm the cultural validity
of their revised instruments (Beals et al., 2003). Similar, but
briefer methods have also been used to adapt instruments
developed in mainstream samples for use among Indigenous
populations (e.g., Campbell et al., 2008; Kowal et al., 2007).
Of course, it may be that some measures are suitable
only for certain Aboriginal samples. For example, the same
depression survey that was used in the AI-SUPERPFP
was administered to a large sample of First Nations women
living on-reserve in Ontario (MacMillan et al., 2008).
Although it was reported that several AI-SUPERPF
participants found some of the terms used in the depression
scale difficult to appraise (e.g., concepts related to time)
(Beals et al., 2005), the pilot study conducted in Ontario
did not identify these or similar issues, and the measure
was deemed appropriate for this sample (MacMillan et
al., 2008). Similarly, a scale measuring Anxiety Sensitivity,
which functions as a vulnerability factor for anxiety disorders
(Eifert et al., 1999), was found to be psychometrically sound
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and have the same factor structure in a university sample
of American Indian, Alaska Native and Caucasian students
(Zvolensky et al., 2001). However, the use of the Anxiety
Sensitivity scale in a homogenous sample of American
Indians living on or near a reservation in the Northern
Plains did not produce the same factor structure. It was
suggested that the heterogeneous sampling of American
Indian and Alaska Native students may have produced
results unrepresentative of any specific group. Nonetheless,
it was acknowledged that the differences between the two
studies could be due to higher levels of acculturation or
cultural identity among American Indian college students
compared to the reservation sample (Norton et al., 2001).
Whatever the case, these contrasting findings point to the
importance of considering differences between Aboriginal
samples.
Historic and collective trauma experiences have not
been the purview of any one group. Historically, many
cultural groups have been victimized, as have different
First Nations groups. Although mental illness is a major
problem in the First Nations population as a whole, there
have been few attempts to develop appropriate measurement
instruments that focus on PTSD, depression, substance
abuse, or most other conditions. Likewise, most empirical
studies of Aboriginal health have not employed measures
of well-being and holistic health, in conjunction with
typical measurement instruments. Furthermore, it is almost
invariably the case that the assessment instruments that are
used typically do not consider historical victimization as a
component of a diagnosis, despite the increasing evidence
suggesting direct or indirect intergenerational transfer
of traumatic experiences. As indicated earlier, there have
been instruments developed to assess historical trauma
(Whitbeck et al., 2004a), that could potentially serve as an
adjunct of other devices that are used in the assessment of
psychopathology.

CONCLUSION
Beyond the well-known short-term effects of stressors, there
is considerable evidence indicating that stressful events
may have long-term repercussions on psychological and
physical pathologies. Through the sensitization of neuronal
and hormonal processes induced by a stressor experience,
the impact of later stressors may be markedly enhanced.
Alternatively, or in addition, traumatic events, particularly if
these occur in early life, may alter cognitive processes so that
appraisals and the ways of coping with stressors are altered,
thereby increasing vulnerability to pathological outcomes in
response to stressors that are subsequently encountered.
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In addition to affecting the individual who
encountered a trauma, such experiences may have profound
intergenerational effects which could come about through
altered parenting, which affects the appraisal and coping
styles of the offspring. As well, poor parenting may increase
the probability of encountering further stressors, thus
increasing vulnerability to the development of pathological
outcomes, such as anxiety, depression or PTSD. Although
there is evidence of such processes in some groups (e.g.,
Holocaust Survivors and their offspring), the available
data concerning such processes in First Nations peoples is
limited. Yet, because of the historical trauma experiences
that have been endemic in First Nations peoples, coupled
with the current, often impoverished conditions experienced,
the intergenerational transmission of stressor effects is likely,
but empirical prospective studies are needed to evaluate this
possibility.
In the main, the present report focused on the adverse
effects of individual and the impact of cultural traumas.
Yet, when groups are exposed to trauma, a remarkably large
portion show considerable resilience and do not display
the profound symptomatology that might be expected. It
has been suggested that resilience comes from multiple
sources, including parenting (Gewirtz Forgatch & Wieling,
2008), gender, age, education, and individual factors such as
temperament and coping methods, and particularly family,
social and community support (Bonanno & Mancini, 2008;
Landau, Mittal & Wieling, 2008; Rutter, 2006).
The possibility also exists that the transmission of
intergenerational post-memories (or collective memories)
may perpetuate the lived experience of collective traumas
thereby sustaining their effects over time. It is equally
possible that sharing of recollections might also serve
to provide a foundation of collective support and the
establishment of interpretations that allow the events to be
placed within a historical and cultural context (Frijda, 1997;
Páez, Basabe & González, 1997; Rimé, Finkenauer, Olivier,
Emmanuelle, & Philippot, 1998). As a result, this might
serve in a highly adaptive social support capacity and might
enhance identification with one’s group, and hence might
facilitate engagement in social actions to enhance the future
of the group (Frijda, 1997; Kemper, 1993; Lykes, 1994).
These alternative effects are not mutually exclusive,
and it is possible that the same events in some individuals
(or communities) increase vulnerability to transmission of
intergenerational trauma, whereas in others, these same
events act to promote intergenerational resilience. What
differentiates one individual or community from another is
not entirely clear, although as indicated earlier, at least some
factors have been identified that are relevant to resilience
among First Nations individuals (Chandler & Lalonde,
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1998). Analyses of vulnerability factors (e.g., previous
trauma, poor appraisals and coping) together with the
contextual factors that promote resilience might provide a
starting point for identifying the questions that need to be
asked, and what alternative courses of action might have the
most healing effect.
In view of the profound influence of trauma experiences
that persist across generations, it should come as no surprise
that treatment of trauma-based pathology, particularly
given the influence of “postmemory” and collective memory,
will require considerable time, and the undoing of the
effects of discrete events (such as the Residential School
experience) may require several generations. There have
been laudable groups and programs initiated by First
Nations that have made some inroads in this regard (e.g.,
Healing of the Seven Generations, n.d.), as well as other
healing initiatives supported by the Aboriginal Healing
Foundation (n.d.) using funding obtained from the federal
government’s “Gathering Strength” Aboriginal Action
Plan in 1998 and the Indian Residential School Settlement
Agreement in 2007. Of course, it is presently premature to
assess the potential long-term benefits stemming from these
initiatives, and unfortunately funding availability for them
(and others) is limited, making it difficult to determine the
effectiveness of these programs. Nevertheless, it seems that
these programs have, at least, provided safe environments
for healing and to reflect on the past, and have helped
many Survivors to acquire improved ways of coping and
relating with themselves and others (Aboriginal Healing
Foundation, 2003)

Recommendations
•

There is a lack of statistics regarding trauma-related
disorders for First Nations peoples in Canada. For
example, to our knowledge, statistics documenting
rates of PTSD among First Nations peoples do
not exist. Furthermore, where data are available,
there are problems regarding the coverage and
quality of the data (Smylie & Anderson, 2006).
The absence of accurate data is problematic as it
is unclear to what extent health disparities exist
between Aboriginal and non-Aboriginal Canadians
for specific disorders, which has obvious important
implications for planning and delivery of health
services.

•

Despite increased attention to the role that
intergenerational trauma plays in the lives of First
Nations peoples, few studies have empirically

assessed this issue. Although it is likely that
many of the mechanisms which promote the
intergenerational cycle are the same as those
reviewed in the current paper among nonAboriginal samples, cultural differences may render
some of these findings imprecise among Aboriginal
groups. Considering the significant role that
trauma plays in the lives of Aboriginal peoples, it is
important to identify mechanisms, specific to First
Nations peoples, by which the cycle of trauma and
stress repeats itself across generations in order to
intervene and preclude the intergenerational cycle
of trauma.
•

The lack of appropriate measurement instruments
that focus on PTSD, depression, substance abuse,
as well as assessments of wellness among First
Nations is problematic, as cultural differences
may impact the appropriateness of such measures.
Furthermore, because there is such heterogeneity
with regards to levels of ethnic identity within this
group, levels of identification with First Nations
peoples and cultures should also be considered in
research among First Nations peoples.

•

More research is needed to explore how the
consequences of traumatic events that are shared by
a social collective (e.g., war, social disorder, chronic
discrimination, and forced assimilation through
Residential Schools) may differ from interpersonal
traumas among First Nations peoples. For example,
collective traumas may encourage greater reliance
on coping strategies involving social support and
shared belief systems (religion or spirituality) that
could potentially encourage resilience to stressrelated outcomes. In this regard, when social
support was combined with emotional expression,
a group’s ability to articulate their experiences
was augmented, and they were more likely to
derive a shared understanding of the collectivelyexperienced trauma (Zarowksy, 2004). Further,
holding a shared belief system (which entails a
communal perspective), which might include
religious, social or political beliefs, might facilitate
the individual’s abilities to confront their traumas
and derive meaning from them (Calhoun, Cann,
Tedeschi, & McMillan, 2000; Summerfield, 1999),
as well as to contend effectively with subsequently
encountered stressors (Halcon et al., 2004).
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•

•

•
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To date, much of the literature discussing historical
trauma has been limited to theoretical discussions,
although recently developed instruments assessing
historical trauma should allow for increased
research assessing the impacts of this concept
(Whitbeck et al., 2004a). Furthermore, concepts
such as CTR (Evans-Campbell & Walters,
2006) should be explored empirically, to address
shortcomings of the current trauma literature,
in which the interaction between historical and
present-day traumas are not addressed.
Implementation of trauma and mental health
screening in communities and/or institutions that
serve First Nations peoples should be implemented
to aid in identification of those who require
intervention. Hand in hand with this is the need
to be able to identify not just individuals who
are at risk, but also communities at risk. This
would include the identification of weaknesses
(vulnerabilities) and strengths (resilence factors),
and would also facilitate the choice of strategies
needed to ameliorate problems (e.g., inclusion of
traditional knowledge and healing traditions as well
as those more frequently used in non-Aboriginal
groups).
Due to the paucity of research conducted among
First Nations peoples regarding stress and coping,
evidence from non-Aboriginal samples must be
used to develop strategies aimed at addressing
intergenerational trauma. Such strategies, including
those described in this paper, can be developed
to address any (or all) of the critical mediators
identified in Figure 1, assuming that those specific
issues are considered to be problematic for a
given community/city. For example, if high levels
of trauma faced by children in the community
of interest are identified as a problem, training
programs that focus on stress management
techniques, including appropriate appraisal and
coping strategies may be useful in diminishing the
adverse impact of such stressful events. Importantly,
training programs can and should be instituted
before individuals suffer from stress-related
disorders in order to serve as useful intervention
strategies.
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•

As the literature base exploring these issues
among First Nations peoples expands, empirical
information specific to First Nations peoples is
necessary to guide clinical work in the development
of effective intervention and therapeutic strategies
for the many children, adults, families, and
communities that experience and have experienced
high rates of trauma.

REFERENCES
Aboriginal Healing Foundation. (n.d.) List of Funded projects.
Retrieved March 18, 2009,from the Aboriginal Healing
Foundation Web site: http://www.ahf.ca/funded-projects
Kishk Anaquot Health Research. (2003). Third Interim Evaluation
Report of Aboriginal Healing Foundation Program Activity.
Retrieved March 18, 2009,from the Aboriginal Healing
Foundation Web site: http://www.ahf.ca/publications/
evaluation-series
Abramowitz, S.A. (2005). The poor have become rich, and the
rich have become poor: Collective trauma in the Guinean
Languette. Social Science and Medicine, 61, 2106-2118.
Aldwin, C.M. & Yancura, L.A. (2004). Coping and health: A
comparison of the stress and trauma literatures. In P. Schnurr
& B. Green (Eds.), Physical Health Consequences of Exposure
to Extreme Stress (pp. 99-126). Washington, DC: American
Psychological Association.
Alloy, L.B., Abramson, L.Y., Tashman, N.A., Berrebbi, D.S., Hogan,
M.E., Whitehouse, W.G., et al. (2001). Developmental origins
of cognitive vulnerability to depression: Parenting, cognitive,
and inferential feedback styles of the parents of individuals at
high and low cognitive risk for depression. Cognitive Therapy
and Research, 25, 397–423.
Amaya-Jackson, L., Davidson, J.R., Hughes, D.C., Swartz, M.,
Reynolds, V., George, L.K., & Blazer, D.G. (1999). Functional
impairment and utilization of services associated with
posttraumatic stress in the community. Journal of Traumatic
Stress, 12, 709–724.
American Psychiatric Association. (2000). Diagnostic and statistical
manual of mental disorders (Revised 4th ed.). Washington, DC:
Author.

Intergenerational Trauma

Anda, R.F., Whitfield, C.L., Felitti, V.J., Chapman, D., Edwards,
V.J., Dube, S.R. et al. (2002). Adverse childhood experiences,
alcoholic parents, and later risk of alcoholism and depression.
Psychiatric Services, 53, 1001–1009.

Baker, S.R. & Stephenson, D. (2000). Prediction and control as
determinants of behavioural uncertainty: Effects on task
performance and heart rate reactivity. Integrative Physiological
and Behavioural Science, 35, 235–250.

Anisman, H. & Matheson, K. (2005). Stress, depression, and
anhedonia: Caveats concerning animal models. Neuroscience and
Biobehavioral Reviews, 29, 525–546.

Bandura, A. (1977). Social learning theory. Englewood Cliffs, NJ:
Prentice Hall.

Anisman, H. & Merali, Z. (1999). Understanding stress:
Characteristics and caveats. Alcohol Research & Health, 23, 241249.
Anisman, H., Merali, Z., & Hayley, S. (2008). Depressive disorders:
Contribution of cytokines and other growth factors. In M.
Hersen & A.M. Gross (Eds.), Handbook of Clinical Psychology
(pp. 779-809). New York: Wiley.
Anisman, H., Zaharia, M.D., Meaney, M.J., & Merali, Z. (1998).
Do early-life events permanently alter behavioral and hormonal
responses to stressors? International Journal of Developmental
Neuroscience, 16, 149-164.
Appleyard, K. & Osofsky, J.D. (2003). Parenting after trauma:
Supporting parents and caregivers in the treatment of children
impacted by violence. Infant Mental Health Journal, 24, 111125.
Archibald, J. & Urion, C. (1995). Honoring what they say:
Postsecondary experiences of First Nations graduates. Canadian
Journal of Native Education, 21, 1-247.
Armitage, A. (1995). Comparing the Policy of Aboriginal Assimilation:
Australia, Canada, and New Zealand. Vancouver, BC: University
of British Columbia Press.
Atkinson, D.R., Morten, G., & Sue, D.W. (1998). Counseling
American minorities (5th ed.). New York: McGraw-Hill.
Azoulay, E., Pochard, F., Kentish-Barnes, N., Chevret, S., Aboab, J.,
Adrie, C., et al. (2005). Risk of post-traumatic stress symptoms
in family members of intensive care unit patients. American
Journal of Respiratory and Critical Care Medicine, 171(9), 987994.
Baider, L., Peretz, T., Hadani, P.E., Perry, S., Avramov, R., &
De-Nour, A.D. (2000). Transmission of response to trauma?
Second-generation Holocaust survivors’ reaction to cancer.
American Journal of Psychiatry, 157, 904-910.

Banyard, V.L., Arnold, S., & Smith, J. (2000). Childhood sexual
abuse and dating experiences of undergraduate women. Child
Maltreatment, 5, 39-48.
Banyard, V.L., Williams, L.M., & Siegel, J.A. (2001). The longterm mental health consequences of child sexual abuse: An
exploratory study of the impact of multiple traumas in a sample
of women. Journal of Traumatic Stress, 14, 697-715.
Banyard, V.L., Williams, L.M., & Siegel, J.A. (2003). The impact of
complex trauma and depression on parenting: An exploration
of mediating risk and protective factors. Child Maltreatment, 8,
334-349.
Baracos, H.A. & Baracos, C.B. (1980). Separation-individuation
conflicts in children of holocaust survivors. Journal of
Contemporary Psychotherapy, 11, 6-14.
Bar-On, D., Eland, J., Kleber, R.J., Krell, R., Moore, Y., Sagi, A.,
et al. (1998). Multigenerational perspectives on coping with
the Holocaust experience: An attachment perspective for
understanding the developmental sequelae of trauma across
generations. International Journal of Behavioral Development, 22,
315-338.
Beals, J., Manson, S.M., Mitchell, C.M., Spicer, P., & the AISUPERPFP team. (2003a). Cultural Specificity and
comparison on psychiatric epidemiology: Walking the tightrope
in American Indian research. Culture, Medicine and Psychiatry,
27, 259-289.
Beals, J., Manson, S.P., Shore, J.H., Friedman, M., Ashcraft, M.,
Fairbank, J.A., et al. (2002). The prevalence of posttraumatic
stress disorder among American Indian Vietnam Veterans:
Disparities and context. Journal of Traumatic Stress, 15, 89-97.
Beals, J., Manson, S.P., Whitesell, N.R., Mitchell, C.M., Novins,
D.K., Simpson, S., et al. (2005a). Prevalence of major depressive
episode in two American Indian reservation populations:
Unexpected findings with a structured interview. American
Journal of Psychiatry, 162, 1713-1722.

Journal of Aboriginal Health, November 2009

31

Intergenerational Trauma

Beals, J., Novins, D.K., Whitesell, N.R., Spicer, P., Mitchell, C.M.,
Manson, S.M., et al. (2005b). Prevalence of mental disorders
and utilization of mental health services in two American
Indian reservation populations: Mental health disparities in a
national context. American Journal of Psychiatry, 162, 1723-1732.
Beals, J., Spicer, P., Mitchell, C.M., Novins, D.K., Manson, S.M.,
& the AI-SUPERPFP TEAM. (2003b). Racial disparities in
alcohol use: Comparison of 2 American Indian reservation
populations with national data. American Journal of Public
Health, 93, 1683-1685.
Beck, A.T. & Beck, R.W., 1972. Screening depressed patients in
family practice: A rapid technique. Postgraduate Medicine, 52,
81–85.
Beck, A., Steer, R., & Brown, G. (1996). The Beck Depression
Inventory – Second Edition Manual. San Antonio, TX: The
Psychological Corporation.
Beck, A.T., Ward, C.H., Mendelson, M., Mock, J., & Erbaugh, J.
(1961). An inventory for measuring depression. Archives of
General Psychiatry 4, 561-571.
Bernstein, D.P., Stein, J.A., Newcomb, M.D., Walker, E., Pogge,
D., Ahluvalia, T., Stokes, J., Handelsman, L., Medrano,
M., Desmond, D., & Zule, W. (2003). Development and
validation of a brief screening version of the Childhood Trauma
Questionnaire. Child Abuse and Neglect, 27(2), 169-90.
Berry, J.W. (1990). Acculturation and adaptation: A general
framework. In W.H. Holtzemann & T.H. Bornemann (Eds.),
Mental health of ’immigrants and refugees (pp. 91-102). Austin:
University of Texas.
Berz, J.B., Taft, C.T., Watkins, L.E., & Monson, C.M. (2008).
Associations between PTSD symptoms and parenting
satisfaction in a female veteran sample. Journal of Psychological
Trauma, 7, 37-45.

Blake, D.D., Weathers, F.W., Nagy, L.M., Kaloupek, D.G., Gusman,
F.D., Charney, D.S., & Keane, T.M. (1995). The development
of a clinician-administered PTSD scale. Journal of Traumatic
Stress, 8, 75-90.
Boddy, J. & Smith, M. (1999). A normative study of children’s
injuries. Society for Reproductive and Infant Psychology Newsletter,
4, 1-2.
Bohn, D.K. (1998). Clinical Interventions with Native American
battered women. In J.C. Campbell (Ed.), Empowering survivors
of abuse: Health care for battered women and their children (pp.
241-258). Thousand Oaks: Sage.
Bolton, P. (2001). Cross-cultural validity and reliability testing of
a standard psychiatric assessment instrument without a gold
standard. Journal of Nervous and Mental Disease, 189, 238-242.
Bombay, A., Matheson, K., & Anisman, H. (2007). Reported levels
of communication regarding personal and parental Indian
Residential School experiences. Unpublished raw data.
Bombay, A., Matheson, K., & Anisman, H. (2008a). Resilience and
vulnerability to depressive symptoms associated with perceived
discrimination among First Nations people in Canada. Poster
presented at the annual meeting of the Society for Personality and
Social Psychology, Albuquerque, New Mexico.
Bombay, A., Matheson, K., & Anisman, H. (2008b). The Impact of
Stressors on Second Generation Indian Residential School Survivors.
Poster presented at the annual meeting of the National Network
for Aboriginal Mental Health Research, Montreal, Quebec.
Bonanno, G.A. & Mancini, A.D. (2008). The human capacity to
thrive in the face of potential trauma. Pediatrics, 121, 369-375.
Bondy, B. (2007). Common genetic factors for depression and
cardiovascular disease. Dialogues in Clinical Neuroscience, 9,
19-28.

Blackstock, C., Trocmé, N., & Bennett, M. (2004). Child
maltreatment investigations among Aboriginal and nonAboriginal families in Canada: A comparative analysis. Violence
Against Women, 10, 901-916.

Bowen, A. & Muhajarine, N. (2006). Prevalence of antenatal
depression in women enrolled in an outreach program in
Canada. Journal of Obstetric, Gynecologic, & Neonatal Nursing,
35, 491-498.

Blake, D.D., Weathers, F.W., Nagy, L.M., Kaloupek, D.G.,
Klauminzer, G., Charney, C.S., & Keane, T.M. (1990). A
clinician rating scale for assessing current and lifetime PTSD:
The CAPS. Behavior Therapist, 13, 187-188.

Bower, M. & Knutson, J.F. (1996). Attitudes toward physical
discipline as a function of disciplinary history and self-labeling
as physically abused. Child Abuse & Neglect, 20, 689-699.

32

Journal de la santé autochtone, novembre 2009

Intergenerational Trauma

Boyd-Ball, A.J., Manson, S.M., Noonan, C., & Beals, J. (2006).
Traumatic events and alcohol use disorders among American
Indian adolescents and young adults. Journal of Traumatic Stress,
9, 937–947.

Brewin, C.R., Andrews, B. & Rose, S. (2000). Fear, helplessness, and
horror in posttraumatic stress disorder: Investigating DSM-IV
Criterion A2 in victims of violent crime. Journal of Traumatic
Stress, 13, 499-509.

Bradley, R.G., Binder, E.B., Epstein, M.P., Tang, Y., Nair, H.P., Liu,
W., et al. (2008). Influence of child abuse on adult depression:
Moderation by the corticotropin-releasing hormone receptor
gene. Archives of General Psychiatry, 65, 190-200.

Briere, J. (1992). Child abuse trauma: Theory and treatment of the
lasting effects. Newbury Park, CA: Sage Publications.

Brave Heart, M.Y.H. (1998). The return to the sacred path: Healing
the historical trauma response among the Lakota. Smith College
Studies in Social Work, 68, 287-305.
Brave Heart, M.Y.H. (1999). Gender differences in the historical
trauma response among the Lakota. Journal of Health and Social
Policy, 10, 1-21.
Brave Heart, M.Y.H. (2003). The historical trauma response among
natives and its relationship with substance abuse: A Lakota
illustration. Journal of Psychoactive Drugs, 35, 7-13.
Braveheart-Jordan, M. & DeBruyn, L. (1995). So she may walk
in balance: Integrating the impact of historical trauma in the
treatment of Native American Indian women. In J. Adleman
& G.M. Enguidanos (Eds.), Racism in the lives of women:
Testimony, theory and guides to antiracist practice (pp. 345-368).
New York: Haworth Press.
Brave Heart, M.Y.H. & De Bruyn, L. (1998). The American
holocaust: Historical unresolved grief among native American
Indians. National Center for American Indian and Alaska Native
Mental Health Research Journal, 8, 56-78.
Breslau, N., Davis, G.C., Andreski, P., & Peterson, E. (1991).
Traumatic events and posttraumatic stress disorder in an urban
population of young adults. Archives of General Psychiatry, 48,
216–222.
Breslau, N. & Kessler, R.C. (2001). The stressor criterion in DSMIV posttraumatic stress disorder: An empirical investigation.
Biological Psychiatry, 50, 699-704.
Breslin, F.C., Gnam, W., Franche, R-L., Mustard, C. & Lin, E.
(2006). Depression and activity limitations: Examining gender
differences in the general population. Social Psychiatry and
Psychiatric Epidemiology, 41, 648-655.

Brody, G.H., Chen, Y., Kogan, S.M., Murry, V.M., Logan, P., & Luo,
Z. (2008). Linking perceived discrimination to longitudinal
changes in African American mothers’ parenting practices.
Journal of Marriage and Family, 70, 319-331.
Browne, A.J. & Fiske, J. (2001). First Nations women’s encounters
with mainstream health care services. Western Journal of Nursing
Research, 23, 126-147.
Brown, E.J. & Kolko, D.J. (1999). Child victims’ attributions about
being physically abused:An examination of factors associated
with symptom severity. Journal of Abnormal Child Psychology, 27,
311-322.
Browne, C. & Winkelman, C. (2007). The effect of childhood
trauma on later psychological adjustment. Journal of
Interpersonal Violence, 22, 684-697.
Calhoun, L.G., Cann, A., Tedeschi, R.G., & McMillan, J. (2000).
A correlational test of the relationship between posttraumatic
growth, religion, and cognitive processing. Journal of Traumatic
Stress, 13, 521-527.
Campbell, A., Hayes, B., & Buckby, B. (2008). Aboriginal and Torres
Strait Islander women’s experience when interacting with the
Edinburgh Postnatal Depression Scale: A brief note. Australian
Journal of Rural Health, 16, 124-131.
Caples, H. & Barrera, M., Jr. (2006). Conflict, support and coping
as mediators of the relation between degrading parenting and
adolescent adjustment. Journal of Youth and Adolescence, 35,
603-615.
Carpenter, K.M. & Hasin, D.S. (1999). Drinking to cope with
negative affect and DSM-IV alcohol use disorders: A test of
three alternative explanations. Journal of Studies on Alcohol, 60,
694–704.
Carver, C.S., Scheier, M.F., & Weintraub, J.K. (1989). Assessing
coping strategies: A theoretically based approach. Journal of
Personality and Social Psychology, 59, 73-81.

Journal of Aboriginal Health, November 2009

33

Intergenerational Trauma

Caspi, A., Sugden, K., Moffitt, T.E., Taylor, A., Craig, I.W.,
Harrington, H., et al. (2003). Influence of life stress on
depression: Moderation by a polymorphism in the 5-HTT
gene. Science, 301, 386-389.
Castillo, R.J. (1997). Culture & mental illness: A client-centered
approach. Belmont, CA: Thomson Brooks/Cole Publishing Co.
Catani, C., Schauer, E., & Neuner, F. (2008). Beyond individual war
trauma: Domestic violence against children in Afghanistan and
Sri Lanka. Journal of Marital & Family Therapy, 34, 165-176.
Champagne, F.A. (2008). Epigenetic mechanisms and the
transgenerational effects of maternal care. Frontiers in
Neuroendocrinology, 29, 386-397.
Champagne, D.L., Bagot, R.C., van Hasselt, F., Ramakers, G.,
Meaney, M.J., de Kloet, E.R., Joëls, M., & Krugers, H. (2008).
Maternal care and hippocampal plasticity: Evidence for
experience-dependent structural plasticity, altered synaptic
functioning, and differential responsiveness to glucocorticoids
and stress. Journal of Neuroscience, 28(23), 6037-6045.
Champagne, F. & Meaney, M.J. (2001). Like mother, like daughter:
Evidence for non-genomic transmission of parental behavior
and stress responsivity. Progress in Brain Research, 133, 287-302.
Chandler, M.J. & Lalonde, C. (1998). Cultural Continuity as a
hedge against suicide in Canada’s First Nations. Transcultural
Psychiatry, 35(2), 191-219.
Chapman, D.P, Whitfield, C.L., Felitti, V.J., Dube, S.R., Edwards,
V.J., & Anda, R.F. (2004). Adverse childhood experiences and
the risk of depressive disorders in adulthood. Journal of Affective
Disorders, 82, 217–225.
Chartrand, L. & McKay, C. (2005). A review of research on Criminal
Victimization and First Nations, Métis and Inuit Peoples 1990 to
2001. Canada: Department of Justice Canada.
Chester, B., Mahalish, P., & Davis, J. (1999). Mental health needs
assessment of off-reservation American Indian people in
Northern Arizona. American Indian and Alaska Native Mental
Health Research, 8, 25-40.
Chun, C-A., Enomoto, K., & Sue, S. (1996). Health care issues
among Asian Americans: Implications of somatization. In P.M.
Kato, & T. Mann (Eds.), Handbook of diversity issues in health
psychology, (pp. 439-467). New York: Plenum Press.

34

Journal de la santé autochtone, novembre 2009

Cohen, L.R., Hien, D.R., & Batchelder, S. (2008). The impact
of cumulative maternal trauma and diagnosis on parenting
behavior. Child Maltreatment, 13, 27-38.
Coid , J., Petruckevitch, A., Feder, G., Chung, W., Richardson, J.,
& Moorey, S. (2001). Relation between childhood sexual and
physical abuse and risk of revictimisation in women: A crosssectional survey. Lancet, 358, 450-454.
Commission for Historical Clarification [Comisión de
Esclarecimiento Histórico]. (1999). Memory of silence
[Memoria del silencio]. Guatemala: CEH.
Corrado, R.R. & Cohen, I.M. (2003). Mental health profiles for a
sample of British Columbia’s Survivors of the Canadian Residential
School system. Ottawa: Aboriginal Healing Foundation.
Coyne, J.C., Fechner-Bates, S. & Schwenk, T.L. (1994). Prevalence,
nature, and comorbidity of depressive disorders in primary care.
General Hospital Psychiatry, 16, 267-276.
Creamer, M., McFarlane, A.C., & Burgess, P. (2005).
Psychopathology following trauma: The role of subjective
experience. Journal of Affective Disorder, 86, 175-182.
Cuijpers, P. & Smit, F. (2004). Subthreshold depression as a risk
indicator for major depressive disorders: A systemic review of
prospective studies. Acta psychiatrica Scandinavica, 109, 325-331.
Cukor, D. & McGinn, L.K. (2006). History of child abuse and
severity of adult depression: The mediating role of cognitive
schema. Journal of Child Sexual Abuse, 15, 19-34.
Cusack, K.J., Frueh, B.C., & Brady, K.T. (2004). Trauma History
Screening in a Community Mental Health Center. Psychiatric
Services, 55(2), 157-162.
Daigneault, I., Hébert, M., & Tourigny, M. (2006). Attributions
and coping in sexually abused adolescents referred for group
treatment. Journal of Child Sexual Abuse, 15, 35-59.
Danieli, Y. (1998). Introduction: History and conceptual foundations.
In Y. Danieli (Ed.), International handbook of multigenerational
legacies of trauma (pp. 1-20). New York: Plenum.
Daud, A., Skoglund, E., & Rydelius, P-A. (2005). Children in
families of torture victims: Transgenerational transmission of
parents’ traumatic experiences to their children.
International Journal of Social Welfare, 14, 23-32.

Intergenerational Trauma

Davidson, J.R.T. & Connor, K.M. (1999). Management of
posttraumatic stress disorder: diagnostic and therapeutic issues.
Journal of Clinical Psychiatry, 60, 33-38.

EKOS Research Associates. (2006a). Perceptions of First Nations
Residents On-Reserve: Study Results. Ottawa: EKOS Research
Associates.

Dempsey, M. (2002). Negative coping as mediator in the relation
between violence and outcomes: Inner-city African American
youth. American Journal of Orthopsychiatry, 72, 102-109.

EKOS Research Associates. (2006b). Survey of First Nations People
Living Off-Reserve, Métis and Inuit. Ottawa: EKOS Research
Associates.

Denham, A.R. (2008). Rethinking Historical Trauma: Narratives of
resilience. Transcultural Psychiatry, 45, 391-414.

Eley, T.C., Collier, D., & McGuffin, P. (2002). Anxiety and eating
disorders. In P. McGuffin, M. J. Owen & I. I. Gottesman
(Eds.), Psychiatric Genetics and Genomics (pp. 303-340). Oxford:
Oxford University Press.

Diener, C., Kuehner, C., Brusniak, W., Struve, M., & Flor, H. (2008).
Effects of stressor controllability on psychophysiological,
cognitive and behavioural responses in patients with major
depression and dysthymia. Psychological Medicine, 9, 1-10.
Dong, M., Anda, R.F., Felitti, V.J., Dube, S.R., Williamson, D.F.,
Thompson, T.J., et al. (2004). The interrelatedness of multiple
forms of childhood abuse, neglect, and household dysfunction.
Child Abuse and Neglect, 28, 771–784.
Drost, H. & Richards, J. (2003). Income On- and Off-Reserve: How
Aboriginals are Faring. Toronto: C.D. Howe Institute.
Duran, E. & Duran, B. (1995). Native American postcolonial
psychology. Albany, NY: New York Press.
Duran, E., Duran, B., Brave Heart, M.Y.H. & Yellow Horse-Davis,
S. (1998). Healing the American Indian Soul Wound. In
Y. Danieli, (Ed.), International handbook of multigenerational
legacies of trauma (pp. 341-354). New York: Plenum.
Duran, B., Malcoe, L.H., Sanders, M., Waitzkin, H., Skipper, B., &
Yager, J. (2004a). Child maltreatment prevalence and mental
disorders outcomes among American Indian women in primary
care. Child Abuse & Neglect, 28, 131-145.
Duran, B., Sanders, M., Skipper, B.,Waitzkin, H., Malcoe, L., Paine,
S. et al. (2004b). Prevalence and correlates of mental disorders
among Native American women in primary care. American
Journal of Public Health, 94, 71-77.
Eifert, G.H., Forsyth, J.P., Zvolensky, M. J., & Lejuez, C.W. (1999).
Moving from the laboratory to the real world and back again:
Increasing the relevance of laboratory examinations of anxiety.
Behavior Therapy, 30, 273-283.

Elsass, P. (2001). Individual and collective traumatic memories: A
qualitative study of post-traumatic stress disorder symptoms
in two Latin American localities. Transcultural Psychiatry, 38,
306-316.
Engstrom, M., El-Bassel, N., Go, H., & Gilbert, L. (2008).
Childhood sexual abuse and intimate partner violence among
women in methadone treatment: A direct or mediated
relationship? Journal of Family Violence, 23, 605-617.
Espejo, E.P., Hammen. C.L., Connolly, N.O., Brennan, P.A.,
Najman, J.M., & Bor, W. (2006). Stress sensitization and
adolescent depressive severity as a function of childhood
adversity: A link to anxiety disorders. Journal of Abnormal Child
Psychology, 35, 287-299.
Evans, G.W & Pilyoung, K. (2007). Childhood poverty and health:
Cumulative risk exposure and stress dysregulation. Psychological
Science, 18, 953-957.
Evans-Campbell, T. (2008). Historical Trauma in American Indian/
Native Alaska communities: A multilevel framework for
exploring impacts on individuals, families, and communities.
Journal of Interpersonal Violence, 23, 316-338.
Evans-Campbell, T., Lindhorst, T., Huang, B., & Walters, K.L.
(2006). Interpersonal violence in the lives of urban American
Indian and Alaska Native women: implications for health,
mental health, and help-seeking. American Journal of Public
Health, 96, 1416-1422.

Journal of Aboriginal Health, November 2009

35

Intergenerational Trauma

Evans-Campbell, T., & Walters, K. L. (2006). Indigenist practice
competencies in child welfare practice: A decolonization
framework to address family violence and substance abuse
among First Nations peoples. In R. Fong, R. McRoy, & C. Ortiz
Hendricks, (Eds.), Intersecting child welfare, substance abuse, and
family violence: Culturally competent approaches (pp. 266-290).
Washington, DC: CSWE Press.
Feehan, T.M. (1996). Stories of Healing from Native Indian Residential
School Abuse. Unpublished thesis. Victoria, BC: University of
Victoria.
Feiring, C. & Cleland, C. (2007). Childhood sexual abuse and abusespecific attributions of blame over 6 years following discovery.
Child Abuse & Neglect, 31, 1169-1186.
Felitti, V.J., Anda, R.F., Nordenberg, D., Williamson, D.F., Spitz, A.M.,
Edwards, V. et al. (1998). Relationship of childhood abuse and
household dysfunction to many of the leading causes of death
in adults: the Adverse Childhood Experiences (ACE) study.
American Journal of Preventive Medicine, 14, 245-258.
Felsen, I. (1998). Transgenerational transmission of effects of the
Holocaust. In Y. Danieli
(Ed.), International handbook of multigenerational legacies of trauma (pp.
43-68). NewYork: Plenum.
Fergusson, D.M., Boden, J.M., & Horwood, L.J. (2007). Recurrence
of major depression in adolescence and early adulthood, and later
mental health, educational and economic outcomes. British Journal
of Psychiatry, 191, 335-342.
Fergusson, D.M., Horwood, L.J., Ridder, E.M., & Beautrais, A.L.
(2005). Subthreshold depression in adolescence and mental health
outcomes in adulthood. Archives of General Psychiatry, 62, 66-72.
Fernando, S. (2005). Multicultural mental health services: Projects for
minority ethnic communities in England. Transcultural Psychiatry,
42, 421-436.
First, M.B., Spitzer, R.L., Gibbon, M., & Williams, J.B.W. (1997).
Structured Clinical Interview for DSM-IV Axis I Disorders:
Clinician Version: Administration Booklet. Washington, D.C.:
American Psychiatric Press.
First Nations Centre. (2005). First Nations Regional Longitudinal Health
Survey (RHS) 2002/03: Results for Adults, Youth, and Children
Living in First Nations Communities. Ottawa: First Nations
Centre.

36

Journal de la santé autochtone, novembre 2009

Fisher, R. (1992). Contact and Conflict: Indian-European Relations
in British Columbia, 1774-1890 (2nd ed.). Vancouver, BC:
University of British Columbia Press.
Follette, V.M., Polusny, M.A., Bechtle, A.E., & Naugle, A.E. (1996).
Cumulative trauma: The impact of child sexual abuse, adult
sexual assault, and spouse abuse. Journal of Traumatic Stress, 9(1),
25-35.
Francis, D.D., Szegda, K., Campbell, G., Martin, W.D., & Insel, T.R.
(2003). Epigenetic sources of behavioral differences in mice.
Nature Neuroscience, 6, 445-446.
Frasure-Smith, N. & Lespérance, F. (2005). Depression and
coronary heart disease: Complex synergism of mind, body, and
environment. Current Directions in Psychological Science, 14,
39-43.
Frijda, N. (1997). Commemorating. In J.W. Pennebaker, D. Paez, &
B. Rimé (Eds.), Collective Memory of Political Events (pp. 103127). Mahwah, NJ: Lawrence Erlbaum.
Frueh, B.C., Cousins, V.C., Hiers, T.G., Cavenaugh, S.D., Cusack,
K.J., & Santos, B. (2002). The need for trauma assessment and
related clinical services in a state public mental health system.
Community Mental Health Journal, 38, 351-356.
Fryer, G. & Miyoshi, T. (1996). The role of the environment in the
etiology of child maltreatment. Aggression and Violent Behaviour,
1, 317-326.
Garber, J. & Flynn, C. (2001). Predictors of depressive cognitions in
young adolescents. Cognitive Therapy and Research, 25, 353-376.
Gewirtz, A., Forgatch, M., & Wieling, E. (2008). Parenting practices
as potential mechanisms for child adjustment following mass
trauma. Journal of Marital & Family Therapy, 34, 177-192.
Gibb, B.E. (2002). Childhood maltreatment and negative cognitive
styles. A quantitative and qualitative review. Clinical Psychology
Review, 22, 223-246.
Gibb, B.E., Alloy, L.B., Abramson, L.Y., Rose, D.T., Whitehouse,
W.G., Donovan, P., et al. (2001). History of childhood
maltreatment, negative cognitive styles, and episodes of
depression in adulthood. Cognitive Therapy and Research, 25,
425-446.

Intergenerational Trauma

Gil, K., Elk, M.E., & Deitrich, R.A. (1997). A description of
alcohol/drug use and family history of alcoholism among urban
American Indians. American Indian and Alaska Native Mental
Health Research, 8, 41-52.

Hankin, B. (2005). Childhood maltreatment and psychopathology:
Prospective tests of attachment, cognitive vulnerability, and
stress as mediating processes. Cognitive Therapy and Research, 29,
645–671.

Gilman, S.E., Breslau, J., Conron, K.J., Koenen, K.C., Subramanian,
S.V., & Zaslavsky, A.M. (2008). Education and race-ethnicity
differences in the lifetime risk of alcohol dependence. Journal of
Epidemiology and Community Health, 62, 224 -230.

Hasin, D. & Paykin, A. (1998). Dependence symptoms but no
diagnosis: diagnostic ‘orphans’ in a community sample. Drug
and Alcohol Dependence, 50, 19-26.

Golden, S.H. (2007). A review of the evidence for a neuroendocrine
link between stress, depression and diabetes mellitus. Current
Diabetes Reviews, 3, 252-259.
Goodman, S.H. & Gotlib, I.H. (1999). Risk for psychopathology
in the children of depressed mothers: A developmental model
for understanding mechanisms of transmission. Psychological
Review, 106, 458–490.
Griffin, W.S., Liu, L., Li, Y., Mrak, R.E., & Barger, S.W. (2006).
Interleukin-1 mediates Alzheimer and Lewy body pathologies.
Journal of Neuroinflammation, 16, 3–5.
Haig-Brown, C. (1988). Resistance and Renewal: Surviving the Indian
Residential School. Vancouver, BC: Tillacum Library.
Halcon, L.L., Robertson, C.L., Savik, K., Johnson, D.R., Spring,
M.A., Butcher, J.N., et al. (2004). Trauma and coping in Somali
and Oromo refugee youth. Journal of Adolescent Health, 35,
17-25.
Hamilton, M. (1960). A rating scale for depression. Journal of
Neurology, Neurosurgery & Psychiatry, 23, 56–62
Hamilton M. (1967). Development of a rating scale for primary
depressive illness. British Journal of Social & Clinical Psychology,
6(4), 278–96.
Hammen, C. (1991). Generation of stress in the course of unipolar
depression. Journal of Abnormal Psychology, 100, 555-561.
Hammen, C. (2005). Stress and depression. Annual Review of
Clinical Psychology, 1, 293-319.
Hammen, C., Shih, J.H., & Brennan, P.A. (2004). Intergenerational
transmission of depression: Test of an interpersonal stress
model in a community sample. Journal of Consulting and Clinical
Psychology, 72, 511-522.

Hasin, D.S., Stinson, F.S., Ogburn, E., & Grant, B.F. (2007).
Prevalence, correlates, disability, and comorbidity of DSM-IV
alcohol abuse and dependence in the United States: Results
from the National Epidemiologic Survey on Alcohol and
Related Conditions. Archives of General Psychiatry, 64, 830-842.
Health Canada. (2005a). A Statistical Profile on the Health of First
Nations in Canada for the Year 2000. Ottawa: First Nations
and Inuit Health Branch, Health Canada. Summary available
at http://www.hc-sc.gc.ca/fniah-spnia/pubs/aborig-autoch/
stats_profil-eng.php.
Health Canada. (2005b). First Nations Comparable Health Indicators.
Ottawa: Health Canada, First Nations and Inuit Health.
Available at http://www.hc-sc.gc.ca/fniah-spnia/diseasesmaladies/2005-01_health-sante_indicat-eng.php.
Heim, C., & Nemeroff, C. B. (2001). The role of childhood trauma
in the neurobiology of mood and anxiety disorders: Preclinical
and clinical studies. Biological Psychiatry, 49, 1023-1039.
Heim, C., Newport, D.J., Heit, S.G., Yolanda P., Wilcox, M.,
Bonsall, R., et al. (2000). Pituitary-adrenal and autonomic
responses to stress in women after sexual and physical abuse
in childhood. Journal of the American Medical Association, 284,
592-597.
Hirsch, M. (2001) Surviving images: Holocaust photographs and the
work of postmemory. The Yale Journal of Criticism, 14, 5-37.
Holahan, C.J., Moos, R.H., Holahan, C.K., Brennan, P.L., &
Schutte, K.K. (2005). Stress generation, avoidance coping, and
depressive symptoms: A 10-Year model. Journal of Consulting
and Clinical Psychology, 73, 658-666.
Holden, E.W. & Banez, G.A. (1996). Child abuse potential and
parenting stress within maltreating families. Journal of Family
Violence, 11, 1-12.

Journal of Aboriginal Health, November 2009

37

Intergenerational Trauma

Horwitz, A.V., Widom, C.S., McLaughlin, J., & White, H.R.
(2001). The Impact of childhood abuse and neglect on adult
mental health: A prospective study. Journal of Health and Social
Behavior, 42(4), 184-201.

Jorden, S., Matheson, K., & Anisman, H. (2009). Resilience
among Somali refugees: Supportive and unsupportive social
interactions in relation to cultural adaptation and psychological
well-being. Journal of Cross-Cultural Psychology (in press).

Hull, J. (2006). Aboriginal Women: A Profile from the 2001 Census.
Ottawa: Indian and Northern Affairs Canada.

Karmali, S., Laupland, K., Harrop, A.R., Findlay, C., Kirkpatrick,
A.W., Winston, B., et al. (2005). Epidemiology of severe
trauma among status Aboriginal Canadians: A populationbased study. Canadian Medical Association Journal, 172, 10071011.

Indian Health Service (2003). Trends in Indian Health, 2000–2001.
Washington, DC: Department of Health and Human Services.
Ing, N.R. (1991). The effects of Residential Schools on Native
child-rearing practices. Canadian Journal of Native Education,
18(suppl), 66-118.
Ingram, K.M., Betz, N.E., Mindes, E.J., Schmitt, M.M., & Smith,
N.G. (2001). Unsupportive responses from others concerning
a stressful life event: Development of the Unsupportive Social
Interactions Inventory. Journal of Social and Clinical Psychology,
20, 174-208.
Iwasaki, Y., Bartlett, J., & O’Neil, J. (2004). An examination of stress
among Aboriginal women and men with diabetes in Manitoba,
Canada. Ethnicity & Health, 9, 189-212.
Jiang, L., Beals, J., Whitesell, N.R., Roubideaux, Y., Manson, S.M.,
& the AI-SUPERPFP Team. (2008). Stress burden and
diabetes in two American Indian reservation communities.
Diabetes Care, 31, 427-429.
Joiner, T.E., Jr., Wingate, L.R., Gencoz, T., & Gencoz, F. (2005).
Stress generation in depression: Three studies on its resilience,
possible mechanism, and symptom specificity. Journal of Social
and Clinical Psychology, 24, 236-253.
Jones, M.C., Dauphinais, P., Sack, W.H., & Somervell, P.D. (1997).
Trauma-related symptomatology among American Indian
adolescents. Journal of Traumatic Stress, 10, 163-173.
Jones, D., Forehand, R., Brody, G., & Armistead, L. (2003). Parental
monitoring in African American, single mother-headed
families: An ecological approach to the identification of
predictors. Behavior Modification, 7, 435-457.
Jones, C., Skirrow, P., Griffiths, R.D., Humphris, G., Ingleby, S.,
Eddleston, J., Waldmann, C., & Gager, M. (2004). Posttraumatic stress disorder-related symptoms in relatives of
patients following intensive care. Intensive Care Medicine, 30(3),
456-460.

38

Journal de la santé autochtone, novembre 2009

Kaufman, J., Yang, B-Z, Douglas-Palumberi, H., Houshyar, S.,
Lipschitz, D., Krystal, J.H. et al. (2004). Social supports and
serotonin transporter gene moderate depression in maltreated
children. Proceedings of the National Academy of Sciences of the
United States of America, 101, 17316-17321.
Kaufman, J., & Zigler, E. (1987). Do abused children become abusive
parents? American Journal of Orthopsychiatry, 57, 186-192.
Kellerman, N.P.F. (2001a). Psychopathology in children of
Holocaust survivors: A review of the research literature. Israel
Journal of Psychiatry and Related Sciences, 38, 36-46.
Kellerman, N.P.F. (2001b). Transmission of Holocaust trauma: An
integrative view. Psychiatry, 64, 256-267.
Kelly, O., Matheson, K., Ravindran, A., Merali, Z., & Anisman, H.
(2007). Ruminative coping among patients with dysthymia
before and after pharmacotherapy. Depression and Anxiety, 24,
233-243.
Kelm, M.E. (1998). Colonizing Bodies: Aboriginal Health and Healing
in British Columbia 1900-50. Vancouver, BC: University of
British Columbia Press.
Kemper, D. (1993). Sociological Models in the explanation of
emotion. In M. Lewis & J.M. Havilland (Eds.), Handbook of
Emotions. New York: The Guilford Press.
Kendler, K.S., Kuhn, J.W., Vittum, J., Prescott, C.A., & Riley, B.
(2005). The interaction of stressful life events and a serotonin
transporter polymorphism in the prediction of episodes of
major depression. Archives of General Psychiatry, 62, 529-535.
Kendler, K.S., Neale, M.C., Kessler, R.C., Heath, A.C., & Eaves, L.J.
(1992). Childhood parental loss and adult psychopathology in
women: a twin study perspective. Archives of general psychiatry,
49, 109-116.

Intergenerational Trauma

Kendler, K.S., Thornton, L.M., & Gardner, C.O. (2000). Stressful
life events and previous episodes in the etiology of major
depression in women: An evaluation of the “kindling”
hypothesis. American Journal of Psychiatry, 157, 1243-1251.
Kendler, K.S., Thornton, L.M., & Prescott, C.A. (2001). Gender
differences in the rates of exposure to stressful life events and
sensitivity to their depressogenic effects. American Journal of
Psychiatry, 158, 587-593.
Kessler, R.C. (1997). The effects of stressful life events on depression.
Annual Review of Psychology, 48, 191-214.
Kessler, R.C., Berglund, P.A., Foster, C.L., Saunders, W.B., Stang,
P.E., & Walters, E.E. (1997). Social consequences of psychiatric
disorders: II. Teenage parenthood. American Journal of
Psychiatry, 154, 1405-1411.
Kessler, R.C., Foster, C., Webster, P.S., & House, J.S. (1992). The
relationship between age and depressive symptoms in two
national surveys. Psychology and Aging, 7, 119-126.
Kessler, R.C., Mickelson, K.D., & Williams, D.R. (1999). The
prevalence, distribution, and mental health correlates of
perceived discrimination in the United States. Journal of Health
and Social Behavior, 40, 208-230.

Kotchick, B.A. (2005). Predictors of parenting among African
American single mothers: Personal and contextual factors.
Journal of Marriage and Family, 67, 448-460.
Kowal, E., Gunthorpe, W., & Bailie, R.S. (2007). Measuring
emotional and social wellbeing in Aboriginal and Torres Strait
Islander populations: An analysis of a Negative Life Events
Scale. International Journal for Equity in Health, 6, 18.
Kubany, E.S., Haynes, S.N., Leisen, M.B., Owens, J.A., Kaplan,
A.S., Watson, S.B., et al. (2000). Development and preliminary
validation of a brief broad-spectrum measure of trauma
exposure: The Traumatic Life Events Questionnaire.
Psychological Assessment, 12(2), 210-224.
Kunitz, S.J., Levy, J.E., McCloskey, J., & Gabriel, K.R. (1998).
Alcohol dependence and domestic violence as sequelae of abuse
and conduct disorder in childhood. Child Abuse & Neglect, 22,
1079-1091.
Kunz, J.L., Schetagne, S., & Milan, A. (2001). Unequal Access: A
Canadian Profile in Racial Differences in Education, Employment,
and Income. Toronto, ON: Canadian Race Relations
Foundation.

King, J. (1999). Denver American Indian Mental Health Needs
Survey. American Indian and Alaska Native Mental Health
Research, 8, 1-12.

Kupelian, D., Kalayjian, A., & Kassabian, A. (1998). The Turkish
genocide of the Armenians: Continuing effects on survivors
and their families eight decades after massive trauma. In Y.
Danieli (Ed.), International handbook of multigenerational legacies
of trauma (pp. 191-210). New York: Plenum.

Kinsfogel, K.M. & Grych, J.H. (2004). Interparental conflict
and adolescent dating relationships: Integrating cognitive,
emotional, and peer influences. Journal of Family Psychology, 18,
505–515.

Laframboise, T.D., Hoyt, D.R., Oliver, L., & Whitbeck, L.B. (2006).
Family, community, and school influences on resilience among
American Indian adolescents in the upper midwest. Journal of
Community Psychology, 34, 193-209.

Kliewer, W., Fearnow, M.D., & Walton, M.N. (1998). Dispositional,
environmental, and context-specific predictors of children’s
threat perceptions in everyday stressful situations. Journal of
Youth and Adolescence, 27, 83-100.

Landau, J., Mittal, M., & Wieling, E. (2008). Linking human
systems: Strengthening individuals, families, and communities
in the wake of mass trauma. Journal of Marital and Family
Therapy, 34, 193-209.

Kobasa, S., Maddi, S., & Kahn, S. (1982). Hardiness and health: A
prospective study. Journal of Personality and Social Psychology,
42(1), 168-177.

Lazarus, R.S. (1996). The role of coping in the emotions and how
coping changes over the life course. In C. Malatesta-Magai &
S. H. McFadden (Eds.), Handbook of emotion, adult development
and aging (pp. 289-306). New York: Academic Press.

Koss, M.P., Yuan, N.P., Dightman, D., Prince, R.J., Polacca, M.,
Sanderson, B., et al. (2003). Adverse childhood exposures and
alcohol dependence among seven Native American tribes.
American Journal of Preventive Medicine, 25, 238–244.

Lazarus, R.S. & Folkman, S. (1984). Stress, Appraisal and Coping.
New York, NY: Springer.

Journal of Aboriginal Health, November 2009

39

Intergenerational Trauma

Lee, B. (1992). Colonialization and community: Implications for
First Nations development. Community Development Journal, 27,
211-219.
Lengua, L.J. & Sandler, I.N. (1996). Self-regulation as a moderator
of the relation between coping and symptomatology in children
of divorce. Journal of Abnormal Child Psychology, 24, 681-701.
Levinson, D.F. (2006). The genetics of depression: A review. Biological
Psychiatry, 60, 84-92.
Libby, A.M., Orton, H.D., Novins, D.K., Beals, J., Manson, S.M.,
& the AI-SUPERPFP Team, (2005). Childhood physical and
sexual abuse and subsequent depressive and anxiety disorders for
two American Indian tribes. Psychological Medicine, 35, 329–340.
Lieberman, A. (2006). Depression in Parkinson’s disease: A review.
Acta Neurologica Scandinavica, 113, 1–8.
Liu, Y. (2003). The mediators between parenting and adolescent
depressive symptoms: Dysfunctional attitudes and self-worth.
International Journal of Psychology, 38, 91–100.
Liu, D., Diorio, J., Tannenbaum, B., Caldji, C., Francis, D., Freedman,
A., et al. (1997). Maternal care during infancy, hippocampal
glucocorticoid receptor gene expression and hypothalamicpituitary-adrenal responses to stress. Science, 277, 1659-1662.
Lonner, W.J. & Ibrahim, A.A. (2002). Appraisal and assessment in
cross-cultural counseling. In P.B. Pedersen, J.G. Draguns, W.L.
Lonner, & J.E. Trimble (Eds.), Counseling across-cultures (5th
ed., pp. 355-379). Thousand Oaks: Sage.
Lovejoy, M.C., Graczyk, P.A., O’Hare, E., & Neuman, G. (2000).
Maternal depression and parenting behavior: A meta-analytic
review. Clinical Psychology Review, 20, 561-592.
Lukassena, J. & Beaudet, M.P. (2005). Alcohol dependence and
depression among heavy drinkers in Canada. Social Science &
Medicine, 61, 1658–1667.
Lustman, P.J. & Clouse, R.E. (2007). Depression in diabetes: The
chicken or the egg? Psychosomatic Medicine, 69, 297-299.
Lykes, M.B. (1994). Terror, silencing and children: International,
multidisciplinary collaboration with Guatemalan Maya
communities. Social Science and Medecine, 38, 543-542.

40

Journal de la santé autochtone, novembre 2009

Lyons-Ruth, K., Yellin, C., Melnick, S., & Atwood, G. (2005).
Expanding the concept of unresolved mental states: Hostile/
Helpless states of mind on the Adult Attachment Interview are
associated with disrupted mother-infant communication and
infant disorganization. Development and Psychopathology, 17,
1-23.
MacMillan, H.L., Jamieson, E., Walsh, C.A., Wong, M.Y.-Y., Faries,
E.J., McCue, H., et al. (2008). First Nations women’s mental
health: Results from an Ontario survey. Archives of Women’s
Mental Health, 11, 109–115.
Malcoe, L.H., Duran, B.M., & Montgomery, J.M. (2004).
Socioeconomic disparities in intimate partner violence against
Native American women: A cross-sectional study. BMC
Medicine, 2, 20.
Mannarino, A. & Cohen, J. (1996). Abuse-related attributions and
perceptions, general attributions, and locus of control in sexually
abused girls. Journal of Interpersonal Violence, 11, 162-180.
Manson, S.M., Beals, J., Klein, S.A., Croy, C.D., & the AISUPERPFP Team. (2005). Social epidemiology of trauma
among 2 American Indian reservation populations. American
Journal of Public Health, 95, 851-859.
Manson, S.M., Beals, J., O’Nell, T., Piasecki, J., Bechtold, D.,Keane,
E., et al. (1996). Wounded spirits, ailing hearts: PTSD and
related disorder among American Indians. In A.J. Marsella, M.J.
Friedman, E.T. Gerrity, & R. Scurfield (Eds.), Ethnocultural
aspects of posttraumatic stress disorder: Issues, research, and clinical
applications (pp. 255-283).Washington, DC: American
Psychological Association.
Markowitz, F.E. (2001). Attitudes and family violence: Linking
intergenerational and cultural theories. Journal of family violence,
16, 205-218.
Marsella, A. & Kaplan, A. (2002). Cultural considerations for
understanding, assessing, and treating depressive experience
and disorder. In M.A. Reinecke & M.R. Davison (Eds.),
Comparative treatments of depression. Springer series on
comparative treatments for psychological disorders (pp. 47-78). New
York, NY: Springer Publishing Co.
Martins, S.S., Storr, C.L., Alexandre, P.K., & Chilcoat, H. (2008).
Adolescent ecstasy and other drug use in the National Survey
of Parents and Youth: The role of sensation-seeking, parental
monitoring and peer’s drug use. Addictive Behaviors, 33, 919933.

Intergenerational Trauma

Matheson, K. & Anisman, H. (2003). Systems of coping associated
with dysphoria, anxiety, and depressive illness: A multivariate
profile perspective. Stress, 6, 223–224.
McCauley, J., Kern, D.E., Kolodner, K., Dill, L., Schroeder, A.F.,
Dechant, H.K., et al. (1997). Clinical characteristics of women
with a history of childhood abuse: Unhealed wounds. Journal of
the American Medical Association, 277, 1362-1368.
McEwen, B.S. (1994). Corticosteroids and hippocampal plasticity.
Annals of the New York Academy of Science, 746, 134-142.
McEwen, B.S. (2000). Allostasis and allostatic load: Implications
for neuropsychopharmacology. Neuropsychopharmacology, 22,
108-124.

Min, M., Farkas, K., Minnes, S., & Singer, L.T. (2007). Impact
of childhood abuse and neglect on substance abuse and
psychological distress in adulthood. Journal of traumatic stress,
20, 833-844.
Mohr, D.C. (2007). Stress and multiple sclerosis. Journal of Neurology,
254(Suppl. 2), II65–II68.
Mol, S.S.L., Arntz, A., Metsemakers, J.F.M, Dinant, G., Vilters-Van
Montfort, P.A.P., & Andre Knottnerus, J. (2005). Symptoms
of post-traumatic stress disorder after non-traumatic events:
Evidence from an open population study. The British Journal of
Psychiatry, 186, 494-499.

McGonagle, K. & Kessler, R. (1990). Chronic stress, acute stress,
and depressive symptoms. American Journal of Community
Psycholology, 18, 681−706.

Mollica, R.F., Caspi-Yavin, Y., Bollini, P., Truong, T., Tor, S.,
& Lavelle, J. (1992). The Harvard Trauma Questionnaire:
Validating a cross-cultural instrument for measuring torture,
trauma, and posttraumatic stress disorder in Indochinese
refugees. Journal of Nervous and Mental Disease, 180, 111-116.

McQuaid, J.R., Pedrelli, P., McCahill, M.E., & Stein, M.B. (2001).
Reported trauma, post-traumatic stress disorder and major
depression among primary care patients. Psychological Medicine,
31, 1249-1257.

Monroe, S.M., Rohde, P., Seeley, J.R., & Lewinsohn, P.M. (1999).
Life events and depression in adolescence: Relationship loss
as a prospective risk factor for first onset of major depressive
disorder. Journal of Abnormal Psychology, 108, 606–614.

Meaney, M.J. (2001). Maternal care, gene expression, and the
transmission of individual differences in stress reactivity across
generations. Annual Review of Neuroscience, 24, 1161-1192.

Monroe, S.M., Slavich, G.M., Torres, L.D., & Gotlib, I.H. (2007).
Major life events and major chronic difficulties are differentially
associated with history of major depressive episodes. Journal of
Abnormal Psychology, 116, 116–124.

Meaney, M.J., Szyf, M. & Seckl, J.R. (2007). Epigenetic mechanisms
of perinatal programming of hypothalamic-pituitary-adrenal
function and health. Trends in Molecular Medicine, 13, 269-277.
Merrill, L.L., Thomsen, C.J., Sinclair, B.B., Gold, S.R. & Milner,
J.S. (2001). Predicting the impact of child sexual abuse on
women: The role of abuse severity, parental support, and coping
strategies. Journal of Consulting and Clinical Psychology, 69, 9921006.
Merskin, D. (2001). Winnebagos, Cherokees, Apaches, and
Dakotas: The Persistence of stereotyping of American Indians
in American advertising brands. The Howard Journal of
Communications, 12, 159-169.
Miller, L., Warner, V., Wickramaratne, P., & Weissman, M. (1999).
Self-esteem and depression: Ten year follow-up of mothers and
offspring. Journal of Affective Disorders, 52, 41-49.

Montaron, M.F., Drapeau, E., Dupret, D., Kitchener, P., Aurousseau,
C., Le Moal, M., et al. (2006). Lifelong corticosterone level
determines age-related decline in neurogenesis and memory.
Neurobiology of Aging, 27, 645–654.
Moretti, M.M., Obsuth, I., Odgers, C., & Reebye, P. (2006).
Exposure to maternal vs. paternal partner violence, PTSD, and
aggression in adolescent girls and boys. Aggressive Behavior, 32,
385-395.
Mueser, K.T., Goodman, L.B., Trumbetta, S.L., Rosenberg, S.D.,
Osher, F.C., Vidaver, R., et al. (1998).Trauma and posttraumatic
stress disorder in severe mental illness. Journal of Consulting and
Clinical Psychology, 66, 493-499.

Journal of Aboriginal Health, November 2009

41

Intergenerational Trauma

Murphy, S.B., Risley-Curtiss, C., & Gerdes, K. (2003). American
Indian women and domestic violence: The lived experience.
Journal of Human Behavior in the Social Environment. Special
Issue: Women and Girls in the Social Environment: Behavioral
Perspectives, 7, 159-181.
Nagata, D., Trierweiler, S., & Talbot, R. (1999). Long-term effects of
internment during early childhood in third generation Japanese
Americans. American Journal of Orthopsychiatry, 69, 19-29.
Neiderland, W.G. (1981). The survivor syndrome: Further
observations and dimensions. Journal of American Psychoanalytic
Association, 29, 413-425.
Noh, S., Beiser, M., Kaspar, V., Hou, F., & Rummens, J. (1999).
Perceived racial discrimination, depression, and coping: A study
of Southeast Asian refugees in Canada. Journal of Health and
Social Behavior, 40, 193-207.
Norton, P.J., De Coteau, T.J., Hope, D.A., & Anderson, J. (2001).
The factor structure of the Anxiety Sensitivity Index among
Northern Plains Native Americans. Behaviour Research and
Therapy, 39, 477-493.
Nutt, D.J., & Stein, D.J. (2006). Understanding the neurobiology of
comorbidity in anxiety disorders. CNS Spectrums, 11(10 Suppl
12), 13-20.
Nuu-Chah-Nulth Tribal Council. (1996). Indian Residential Schools:
The Nuu-Chah-Nulth Experience. British Columbia: Nuu-ChahNulth Tribal Council.
O’Connell, J., Novins, D. K., Beals, J., Whitsell, N., Libby, A.M.,
Orton, H.D., et al. (2007). Childhood characteristics associated
with stage of substance use of American Indians: Family
background, traumatic experiences, and childhood behaviors.
Addictive Behaviors, 32, 3142-3152.
Oetzel, J. & Duran, B. (2004). Intimate partner violence in American
Indian and/or Alaska Native communities: A social ecological
framework of determinants and interventions. American Indian
and Alaska Native Mental Health Research, 11, 49-68.
O’Hara, M.W. & Swain A.M. (1996). Rates and risk of postpartum
depression: A meta- analysis. International Review of Psychiatry,
8, 37-54.

42

Journal de la santé autochtone, novembre 2009

Ohira, H., Isowa, T., Nomura, M., Ichikawa, N., Kimura, K.,
Miyakoshi, M., et al. (2008). Imaging brain and immune
association accompanying cognitive appraisal of an acute
stressor. Neuroimage, 39, 500-514.
O’Keefe, M. (1994). Linking marital violence, mother-child/fatherchild aggression, and child behavior problems. Journal of Family
Violence, 9, 63-78.
Olfson, M., Tobin, J.N., Cassells, A., & Weissman, M. (2003).
Improving the detection of drug abuse, alcohol abuse, and
depression in community health centers. Journal of Health Care
for the Poor and Underserved, 14, 386-402.
Oliver, J.E. (1993). Intergenerational transmission of child abuse:
Rates, research, and clinical implications. American Journal of
Psychiatry, 150, 1315-1324.
Owen, D., Andrews, M.H., & Matthews, S.G. (2005). Maternal
adversity, glucocorticoids and programming of neuroendocrine
function and behaviour. Neuroscience and Biobehavioral Reviews,
29, 209-226.
Owens, T. (2002). Identification of new therapeutic targets for
prevention of CNS inflammation. Expert Opinion on Therapeutic
Targets, 6, 203–215.
Páez, D., Basabe, N., & González, J.L. (1997). Social processes and
collective memory. In J.W. Pennebaker, D. Paez & B. Rimé
(Eds.), Collective Memory of Political Events. Mahwah, NJ:
Lawrence Erlbaum.
Palinkas, L., Downs, M., Patterson, J., & Russell, J. (1993). Social,
cultural, and psychological impacts of the Exxon Valdez oil spill.
Human Organization, 52, 1-13.
Parker, G., Gladstone, G., Mitchell, P., Wilhelm, K., & Roy, K.
(2000). Do early adverse experiences establish a cognitive
vulnerability to depression on exposure to mirroring life events
in adulthood? Journal of Affective Disorders, 57(1-3), 209-215.
Pearlin, L.I., Aneshensel, C.S., & LeBlanc, A.J. (1997). The forms
and mechanisms of stress proliferation: The case of AIDS
caregivers. Journal of Health and Social Behavior, 38, 223-236.
Penley, J.A., Tomaka, J., & Wiebe, J.S. (2002). The association of
coping to physical and psychological health outcomes: A metaanalytic review. Journal of Behavioral Medicine, 25, 551-603.

Intergenerational Trauma

Perry, S.W. (2004). American Indians and Crime: A BJS Statistical
Profile, 1992-2002. Washington, DC: U.S. Department of
Justice, Bureau of Justice Statistics.
Pettit, G.S., Laird, R.D., Dodge, K.A., Bates, J.E., & Criss, M.M.
(2001). Antecedents and behavior-problem outcomes of
parental monitoring and psychological control in early
adolescence. Child Development, 72, 583-598.
Pirraglia, P.A. & Gupta, S. (2007). The interaction of depression and
diabetes: A review. Current Diabetes Reviews, 3, 249-251.
Post, R.M. (1992). Transduction of psychosocial stress into the
neurobiology of recurrent affective disorder. American Journal of
Psychiatry, 149, 999-1010.
Prescott, C.A. & Kendler, K.S. (2000). Influence of ascertainment
strategy on finding sex differences in genetic estimates from
twin studies of alcoholism. American Journal of Human Genetics,
96, 754-761.
Ramirez, R. (1998). Healing through grief: Urban Indians
reimagining culture and community in San Jose, California.
American Indian Culture and Research Journal, 22, 305-333.

Robin, R.W., Chester, B., & Goldman, D. (1996). Cumulative
trauma and PTSD in American Indian communities. In A.
Marsella, M.J. Friedman, E.T. Gerrity, & R.M. Scurfield (Eds.),
Ethnocultural aspects of post-traumatic stress disorder: Issues,
research, and clinical applications (pp. 239-253). Washington,
DC: American Psychological Association.
Robin, R.W., Chester, B., Rasmussen, J.K., Jaranson, J.M., &
Goldman, D. (1997). Prevalence and characteristics of trauma
and posttraumatic stress disorder in a southwestern American
Indian community. American Journal of Psychiatry, 154, 15821588.
Rodgers, K.B. & Fleming, W.M. (2003). Individual, family, and
community factors related to alcohol use among Native
American adolescents. Adolescent and Family Health, 3, 140-147.
Rodrigues, L.N. & Kitzmann, K.M. (2007). Coping as a mediator
between interparental conflict and adolescents’ romantic
attachment. Journal of Social and Personal Relationships, 24,
423-439.

Repetti, R.L., Taylor, S.E., & Seeman, T.E. (2002). Risky families:
Family social environments and the mental and physical health
of offspring. Psychological Bulletin, 128, 330–366.

Rose D.T. & Abramson L.Y. (1992). Developmental predictors of
depressive cognitive styles: Developmental perspectives on
depression. In D. Cicchetti & S.L. Toth (Eds.), Developmental
Perspectives on Depression, Rochester Symposium on Developmental
Psychopathology (vol. 4, pp. 323-349). Rochester, NY: University
of Rochester Press.

Rieckmann, T.R., Wadsworth. M.F., & Deyhle, D. (2004) Cultural
identity, explanatory style, and depression in Navajo adolescents.
Cultural Diversity and Ethnic Minority Psychology, 10, 365–382.

Rosen, G.H. & Lilienfeld, S.O. (2008). Posttraumatic stress disorder:
An empirical evaluation of core assumptions. Clinical Psychology
Review, 28, 837-868.

Rimé, B. Finkenauer, C., Olivier, L., Emmanuelle, Z., & Philippot,
P. (1998). Social sharing of emotion: New evidence and new
questions. In W. Stroebe & M. Hewstone (Eds.), European
Review of Social Psychology (vol. 9, pp. 146-189). Chichester:
Wiley.

Rosenthal, M.H. (2003). The challenge of comorbid disorders in
patients with depression. Journal of the American Osteopathic
Association, 103(8 Suppl 4), S10–S15.

Roberts, J.E., Gotlib, I.H., & Kassel, J.D. (1996). Adult attachment
security and symptoms of depression: The mediating roles
of dysfunctional attitudes and low self-esteem. Journal of
Personality and Social Psychology, 70, 310-320.

Royal Commission on Aboriginal Peoples. (1996). Looking Forward,
Looking Back - Report of the Royal Commission on Aboriginal
Peoples, Volume 1. Ottawa: Communication Group Publishing.
Rudolph, K.D., Hammen, C., Burge, D., Lindberg, N., Herzberg, D.,
& Daley, S.E. (2000). Toward an interpersonal life-stress model
of depression: The developmental context of stress generation.
Development and Psychopathology, 12, 215-234.
Runtz, M.G. & Schallow J.R. (1997). Social support and coping
strategies as mediators of adult adjustment following childhood
maltreatment. Child Abuse & Neglect, 21, 211-226.

Journal of Aboriginal Health, November 2009

43

Intergenerational Trauma

Rutter, M. (2006). Implications of resilience concepts for scientific
understanding. Annals of the New York Academy of Sciences, 1094,
1-12.

Seiffge-Krenke, I. (2000). Causal links between stressful events,
coping style, and adolescent symptomatology. Journal of
Adolescence, 23, 675-691.

Safford, S.M., Alloy, L.B., Abramson, L.Y., & Crossfield, A.G.
(2007). Negative cognitive style as a predictor of negative life
events in depression-prone individuals: A test of the stress
generation hypothesis. Journal of Affective Disorders, 99, 147154.

Seiffge-Krenke, I. & Beyers, W. (2005). Coping trajectories from
adolescence to young adulthood: Links to attachment state of
mind. Journal of Research on Adolescence, 15, 561-582.

Sagi, A., Van IJzendoorn, M.H., Joels, T., & Scharf, M. (2002).
Disorganized reasoning in Holocaust survivors: An attachment
perspective. American Journal of Orthopsychiatry, 72, 194-203.
Sahmoun, A.E., Markland, M.J., & Helgerson, S.D. (2007).
Mental health status and diabetes among Whites and Native
Americans: Is race an effect modifier? Journal of Health Care for
the Poor and Underserved, 18, 599–608.
Samper, R.E., Taft, C.T., King, D.W., & King, L.A. (2004).
Posttraumatic stress disorder symptoms and parenting
satisfaction among a national sample of male Vietnam veterans.
Journal of traumatic stress, 17, 311-315.
Sapolsky, R.M., Romero, L.M., & Munck, A.U. (2000). How
do glucocorticoids influence stress responses? Integrating
permissive, suppressive, stimulatory, and preparative actions.
Endocrine Reviews, 21, 55–89.
Schnurr, P.P. & Green, B.L. (2004). Trauma and health: Physical
health consequences of exposure to extreme stress. Washington, DC:
American Psychological Association.
Schonfeld, W.H., Verboncoeur, C.J., Fifer, S.K., Lipschutz, R.C.,
Lubeck, D.P., & Buesching, D.P. (1997). The functioning and
well-being of patients with unrecognized anxiety disorders
and major depressive disorder. Journal of Affective Disorders, 43,
105–109.
Schrimshaw, E.W. (2003). Relationship-specific unsupportive social
interactions and depressive symptoms among women living
with HIVIAIDS: Direct and moderating effects. Journal of
Behavioral Medicine, 26, 297-3 13.
Schuck, A.M. & Widom, C.S. (2001). Childhood victimization
and alcohol symptoms in females: Causal inferences and
hypothesized mediators. Child Abuse & Neglect, 25, 1069-1092.

Selzer, M.L. (1971). The Michigan alcoholism screening test: The
quest for a new diagnostic instrument. American Journal of
Psychiatry, 127(12), 1653-1658.
Serido, J., Almeida, D.M., & Wethington, E. (2004). Chronic
stressors and daily hassles: Unique and interactive relationships
with psychological distress. Journal of Health and Social Behavior,
45, 17-33.
Shanks, N., Windle, R.J., Perks, P.A., Harbuz, M.S., Jessop,
D.S., Ingram, C.D., et al. (2000). Early-life exposure to
endotoxin alters hypothalamic-pituitary-adrenal function and
predisposition to inflammation. Proceedings of the National
Academy of Sciences, 97, 5645-5650.
Shelton, K.H. & Harold, G.T. (2007). Marital conflict and children’s
adjustment: The mediating and moderating role of children’s
coping strategies. Social Development, 16, 497–512.
Shrout, P., Skodol, A., & Dohrenwend, B.P. (1986). A two stage
approach for case identification and diagnosis: First stage
instruments. In J. Barrett & R. Rose (eds.), Mental disorder in
the community (pp. 286-303). New York, NY: Guilford.
Simons, A.D., Angell, K.L., Monroe, S.M., & Thase, M.E. (1993).
Cognition and life stress in depression: Cognitive factors and
the definition, rating, and generation of negative life events.
Journal of Abnormal Psychology, 102, 584–591.
Skinner, H.A. (1982). The drug abuse screening test. Addictive
Behaviors, 7, 363–371.
Slavin, L.A., Rainer, K.L, McCreary, M.L., & Gowda, K.K. (1991).
Toward a multicultural model of the stress process. Journal of
Counseling and Development, 70, 156-153.
Smedley, B.D., Stith, A.Y., & Nelson, A.R. (2003). Unequal
treatment: Confronting racial and ethnic disparities in health care.
Washington, DC: National Academies Press.
Smith, A. (2003). Soul wound: The legacy of Native American
schools. Amnesty Now, 14-17.

44

Journal de la santé autochtone, novembre 2009

Intergenerational Trauma

Smith, N.G. & Ingram, K.M. (2004). Workplace heterosexism and
adjustment among lesbian, gay, and bisexual individuals: The
role of unsupportive social interactions. Journal of Counseling
Psychology, 51, 57-67.

Stark, K.D., Schmidt, K.L., & Joiner, T.E. (1996). Cognitive triad:
Relationship to depressive symptoms, parents’ cognitive triad,
and perceived parental messages. Journal of Abnormal Child
Psychology, 24, 615–631.

Smith, S.M., Stinson, F.S., Dawson, D.A., Goldstein, R., Huang, B.,
& Grant, B.F. (2006). Race/ethnic differences in the prevalence
and co-occurrence of substance use disorders and independent
mood and anxiety disorders: Results from the National
Epidemiologic Survey on Alcohol and Related Conditions.
Psychological Medicine, 36, 987–998.

Statistics Canada. (2008a). Aboriginal Peoples in Canada in 2006:
Inuit, Métis and First Nations, 2006 Census. Ottawa, ON:
Statistics Canada.

Smylie, J. & Anderson, M. (2006). Understanding the health
of Indigenous peoples in Canada: key methodological and
conceptual challenges. Canadian medical Association Journal,
175(6), 602-605.

Stevenson, W. (1999). Colonialism and First Nations women in
Canada. In E. Dua & A. Robertson (Eds.), Scratching the
surface-Canadian anti-racist feminist thought (pp. 40-80).
Toronto, ON: Women’s Press.

Somasundaram, D. (2007). Collective trauma in northern Sri Lanka:
a qualitative psychosocial-ecological study. International Journal
of Mental Health Systems, 1, 5.

Storr, C., Ialongo, N.S., Anthony, J.C., & Breslau, N. (2007).
Childhood antecedents of exposure to traumatic events and
posttraumatic stress disorder. American Journal of Psychiatry,
164, 119-125.

Spaccarelli, S. (1994). Stress, appraisal, and coping in child sexual
abuse: A theoretical and empirical review. Psychological Bulletin,
116, 340-362.

Statistics Canada. (2008b). Family Violence in Canada: A Statistical
Profile. Ottawa, ON: Statistics Canada.

Sue, D. W., & Sue, D. (1999). Counseling the culturally different:
Theory and practice (3rd ed.). Toronto, ON: Wiley.

Spaccarelli, S. & Fuchs, C. (1997). Variability in symptom expression
among sexually abused girls: Developing multivariate models.
Journal of Clinical Child Psychology, 26, 24-35.

Suls, J., & Fletcher, B. (1985). The relative efficacy of avoidant
and non-avoidant coping strategies: A meta-analysis. Health
Psychology, 4, 249-288.

Spicer, P., Beals, J., Croy, C.D., Mitchell, C.M., Novins, D.K.,
Moore, L., et al. (2003). The prevalence of DSM-III-R alcohol
dependence in two American Indian populations. Alcoholism:
Clinical and Experimental Research, 27, 1785-1797.

Summerfield, D. (1999). A critique of seven assumptions behind
psychological trauma programmes in war-affected areas. Social
Science and Medicine, 48, 1449-1462.

Stamm, B.H. & Friedman, M.J. (2000) Cultural diversity in the
appraisal and expression of traumatic exposure. In A. Shalev,
R. Yehuda, & A. McFarlane (Eds), International handbook of
human response to trauma (pp 69-85). New York: Plenum Press.
Stamm, B.H. & Stamm, H.E. (1999). Trauma and loss in Native
North America: An ethnocultural perspective. In K. Nader, N.
Dubrow, & B.H. Stamm (Eds.), Honoring differences: Cultural
issues in the treatment of trauma and loss (pp. 49-75). New York:
Brunner-Routledge.
Stanton, A.L., Danoff-Burg, S., Cameron, C.L., & Ellis, A.P.
(1994). Coping through emotional approach: Problems of
conceptualization and confounding. Journal of Personality and
Social Psychology, 66, 350-362.

Tehee, M. & Esqueda, C.W. (2008). American Indian and European
American women’s perceptions of domestic violence. Journal of
Family Violence, 23, 25–35.
Tennen, H., Affleck, G., Armeli, S., & Carney, M.A. (2000). A
daily process approach to coping: Linking theory, research, and
practice. American Psychologist, 55, 626-636.
Thabet, A.A.M., Tischler, V., & Vostanis, P. (2004). Maltreatment
and coping strategies among male adolescents living in the
Gaza Strip. Child Abuse & Neglect, 28, 77-91.
The Healing of the Seven Generations. (n.d.). [Program web site].
Retrieved March 18, 2009,from the Healing of the Seven
Generations Web site: http://healingofthe7generations.org/

Journal of Aboriginal Health, November 2009

45

Intergenerational Trauma

Thoits, P.A. (1995). Stress, coping, and social support processes:
Where are we? What next? Journal of Health and Social
Behavior, extra issue, 53-79.
Tjepkema, M. (2002). The health of the off-reserve Aboriginal
population. Health Reports Supplement, 13, 1–17.
Truscott, D. (1992). Intergenerational transmission of violent
behaviour in adolescent males. Aggressive Behavior, 18, 327335.
Underwood, P.W. (2000). Social support. The promise and reality.
In B.H. Rice (Ed.), Handbook of Stress, Coping and Health (pp.
367–391). Los Angeles, CA: Sage.
Ungar, M. (2004). A constructionist discourse on resilience:
Multiple contexts, multiple realities among at-risk children and
youth. Youth and Society, 35(3), 341-365.
Van de Vijver, F.J.R. & Phalet, K. (2004). Assessment in
multicultural groups: The role of acculturation. Applied
Psychology: An International Review, 53, 215-236.
Van De Willige, G., Ormel, J., & Giel, R. (1995). Etiological
meaning of severe life events and long-term difficulties in the
onset of depression and anxiety. Tijdschrift Voor Psychiatrie, 37,
689−703.
Vorauer, J.D., Main, K.J., & O’Connell, G.B. (1998). How do
individuals expect to be viewed by members of lower status
groups? Content and implications of meta-stereotypes. Journal
of Personality and Social Psychology, 75, 917-937.
Wadsworth, M.E., & Berger, L. (2006). Adolescents coping with
poverty-related family stress: Prospective predictors of coping
and psychological symptoms. Journal of Youth and Adolescence,
35, 57-70.
Wadsworth, M.E., Raviv, T., Reinhard, C., Wolff, B., Santiago,
C.D., & Einhorn, L. (2008). An indirect effects model of the
association between poverty and child functioning: The role of
children’s poverty-related stress. Journal of Loss & Trauma, 13,
156-185.
Wadsworth, M.E., Rieckmann, T., Benson, M.A., & Compas,
B.E. (2004). Coping and responses to stress in Navajo
adolescents: Psychometric properties of the Responses to Stress
Questionnaire. Journal of Community Psychology, 32, 391-411.

46

Journal de la santé autochtone, novembre 2009

Waldram, J.B. (1997). The Aboriginal peoples of Canada:
Colonialism and mental health. In I. Al-Issa & M. Tousignant
(Eds.), Ethnicity, immigration and psychopathology (pp. 169187). New York: Plenum.
Walls, M.L., Chapple, C.L., & Johnson, K.D. (2007a). Strain,
emotion, and suicide among American Indian youth. Deviant
Behavior, 28, 219-246.
Walls, M.L., Whitbeck, D.R., & Hoyt, D.R. (2007b). Early-onset
alcohol use among Native American youth: Examining female
caretaker influence. Journal of Marriage and Family, 69, 451–464.
Wardman, D., Clement, K., & Quantz, D. (2005). Access and
utilization of health services by British Columbia’s rural
Aboriginal population. Leadership in Health Services, 18, 26-31.
Weaver, H.N. (1998). Indigenous people in a multicultural society:
Unique issues for human services. Social Work, 43, 203-211.
Weaver, I.C., Cervoni, N., Champagne, F.A., D’Alessio, A.C.,
Sharma, S., Seckl, J.R., et al. (2004). Epigenetic programming
by maternal behavior. Nature Neuroscience, 7, 847-854.
Weiss, D.S., & Marmar, C.R. (1997). The Impact of Event Scale Revised. In J.P. Wilson, Keane, T.M., & Solomon, S.D. (Eds.),
Assessing psychological trauma, and PTSD (pp. 399–411). New
York: Guilford Press.
Weiss, E., O’Connell, A., & Siiter, R. (1986). Comparisons of
second-generation Holocaust survivors, immigrants, and
nonimmigrants on measures of mental health. Journal of
Personality and Social Psychology, 50, 828-883.
Wesley-Esquimaux, C.C. & Smolewski, M. (2004). Historic Trauma
and Aboriginal Healing. Ottawa, ON: Aboriginal Healing
Foundation.
Wheeler, R.D. & Owens, T. (2005). The changing face of cytokines
in the brain: Perspectives from EAE. Current Pharmaceutical
Design, 11, 1031–1037.
Whipple, E.E. & Webster-Stratton, C. (1991). The role of parental
stress in physically abusive families. Child Abuse and Neglect, 15,
279-291.
Whitbeck, L.B., Adams, G.W., Hoyt, D.R., & Chen, X. (2004a).
Conceptualizing and Measuring Historical Trauma Among
American Indian People. American Journal of Community
Psychology, 33(3/4), 199-130.

Intergenerational Trauma

Whitbeck, L.B., Chen, X., Hoyt, D.R., & Adams, G.W. (2004b).
Discrimination, historical loss and enculturation: Culturally
specific risk and resiliency factors for alcohol abuse among
American Indians. Journal of Studies on Alcohol, 65, 409-418.
Whitbeck, L.B., Hoyt, D.R., Chen, X., & Stubben, J.D. (2002a).
Predictors of gang involvement among American Indian
adolescents. Journal of Gang Research, 10, 11-26.
Whitbeck, L.B., Hoyt, D.R., McMorris, B.J., Chen, X., & Stubben,
J.D. (2001). Perceived discrimination and early substance abuse
among American Indian children. Journal of Health and Social
Behavior, 42, 405-424.
Whitbeck, L.B., McMorris, B.J., Hoyt, D.R., Stubben, J.D., &
LaFromboise, T. (2002b). Perceived discrimination, traditional
practices, and depressive symptoms among American Indians
in the upper midwest. Journal of Health and Social Behavior, 43,
400-418.
Whitesell, N.R., Beals, J., Mitchell, C.M., Novins, D.K., Spicer, P.,
Manson, S.M., & the AI-SUPERPFP Team. (2006). Latent
class analysis of substance use: Comparison of two American
Indian reservation populations and a national sample. Journal of
Studies on Alcohol, 67, 32-43.
Wilkins, K. & Park, E. (2004). Injuries. Health Reports, 15, 43-48.
Wiseman, H., Barber, P., Raz, A., Yam, I., Foltz, C., & Livne-Snir,
S. (2002). Parental communication of Holocaust experiences
and interpersonal patterns in offspring of Holocaust survivors.
International Journal of Behavioral Development, 26, 371-381.
Wolfe, D.A. (1999). Child abuse: Implications for child development and
psychopathology (2nd Ed.). Thousand Oaks, CA: Sage.
Wotherspoon, T. & Satzewich, V. (1993). First Nations: Race, class,
and gender relations. Scarborough, ON: Nelson Canada.
Yang, H., Stanton, B., Li, X., Cottrel, L., Galbraith, J., & Kaljee,
L. (2007). Dynamic association between parental monitoring
and communication and adolescent risk involvement among
African-American adolescents. Journal of the National Medical
Association, 99, 517-524.
Yehuda, R. (1999). Risk factors for posttraumatic stress disorder.
Washington, DC: American Psychiatric Press, Inc.

Yehuda, R. (2002). Post-traumatic stress disorder. New England
Journal of Medicine, 346, 108-114.
Yehuda, R. & Bierer, L.M. (2008). Transgenerational transmission
of cortisol and PTSD risk. Progress in Brain Research, 167,
121-135.
Yehuda, R., Halligan, S.L., & Grossman, R. (2001). Childhood
trauma and risk for PTSD: Relationship to intergenerational
effects of trauma, parental PTSD, and cortisol excretion.
Development and Psychopathology, 13, 733–753.
Yoder, K.A., Whitbeck, L.B, Hoyt, D.R, & LaFromboise, T. (2006).
Suicidal ideation among American Indian youths. Archives of
Suicide Research, 10, 177-190.
Yuan, N.P., Koss, M.P., Polacca, M., & Goldman, D. (2006). Risk
factors for physical assault and rape among Native American
tribes. Journal of Interpersonal Violence, 21, 1566-1590.
Zarowsky, C. (2004). Writing trauma: Emotion, ethnography, and
the politics of suffering among Somali returnees in Ethiopia.
Culture, Medicine and Psychiatry, 28, 189-209.
Zurita, A., Marinelli, M., Cuadra, G., Brandao, M.L., & Molina,
V.A. (2000). Early exposure to chronic variable stress facilitates
the occurrence of anhedonia and enhanced emotional reactions
to novel stressors: Reversal by naltrexone pretreatment.
Behavioural Brain Research, 117, 163-171.
Zvolensky, M.J., McNeil, D.W., Porter, C.A., & Stewart, S.H.
(2001). Assessment of anxiety sensitivity in young American
Indians and Alaska Natives. Behaviour Research and Therapy, 39,
477-493.

END NOTES
1. Although this review pertains to the experiences of First
Nations peoples, there is paucity of research conducted among
First Nations groups with regard to many important issues relevant
to the current paper. Although we acknowledge that there are
many important differences between First Nations groups and
other Aboriginal populations, when First Nations data is not
available, research conducted in other Aboriginal groups are
presented.
2. Highlighting these particular events should not be misconstrued
as reflecting the only adverse experiences of First Nations peoples
in the 20th century.
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