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Of all my family members, you are the one who has most often crossed my mind and lead
me to wonder who, what, how, and most poignantly, why... So, I’ve asked our brothers
and our father that question. Our father said it was a puzzle and that you were watching
that DeNiro film: The Deer Hunter, over and over. One brother remembers a strong
willed and independent little boy and he said that you had a look in your eye that did not
fit in the last photo that he saw... He still sees you in his dreams. One brother
remembers that you were always playing tricks on people and full of humor...you were
supposed to be with him the next weekend and that the event was all shrouded in mystery
and controversy.

For me, it was the wondering why that accompanied a sense of loss... I realize that in
part asking myself, why, has shaped who I’ve become. I’ve thought a lot about Native
people and Tribal families and their losses and the manner of these things. So, I’ve
written down what I think begins to answer the why, at least for me, in this paper. This
paper is for you, little brother, and it is for all the injured young First Nations men and
women who have chosen to take the path of suicide. In the beginning, to try and
understand why, I hope that I am honoring you ... all of you. The Shawnee poet wrote
about an elder, Horse Man, who had passed over:

I have seen the rain speak and the wind dance. I have seen the lightning
knife cut the sky. I have seen the hills at the first light of day whispering
secrets in the Southwind People’s ears. I am happy now. I am no longer
thirsty. I dance a warrior’s dance. I am not sick, I am free. This night, I
dream a new dream. Now, I come to drink the stars! (Jennifer Pierce
Eyen, 1997).

In time, we will dance that warrior’s dance together ...”Ike”.
Curriculum Abstract

Post-Colonial Stress Disorder: Intergenerational Pre-determinants of Neuro-
Development, Developmental Psychopathology, & Post-Traumatic
Stress Disorder Implications for Behavioral and
Addictive Disorders and Recovery in
Tribal Communities

Tribal communities are impacted by a historical trend of violence perpetrated by
the dominant or affluent Euro-American culture. This has included numerous systemic

influences across history: 1.) Dispossession, 2.) Biological warfare, 3.) Disruption of



culture, 4.) Indian wars, 5.) The federal and religious boarding schools (disruption of
family and language), 6.) Termination, 7.) Relocation, 8.) Modern influences (gangs &
drugs). Each of these systemic influences has, in turn; predisposed parenting practices
within the tribal communities and thusly the neurodevelopment and developmental
psychopathology of tribal people. Understanding this systemic intergenerational process
affecting tribal communities and individuals gives the professional behavioral health
worker insight into the depth and breadth of the underlying dynamic often manifesting
itself in the form of psychiatric disorders and addictive behaviors. Implications of
reclaiming tribal identity and spirituality for recovery are described and recommended.

Current Issues in Tribal/Native Mental Health

Introduction

Clearly, Indian Country presents even the most seasoned and careful researcher,
clinician, administrator, or social worker with numerous professional issues and clinical
challenges. Three of the most salient of these issues represent complex and interwoven
challenges: 1) appropriate understanding and acknowledgement of postcolonial stress in
the tribal communities, and 2) the use of participatory action research methods and
models in a culturally sensitive manner, and 3) the provision of culturally competent
clinical services (Brown & Tandon, 1983; Brydon-Miller, 1997; Duran, 1984; Duran &
Duran, 1995; Locust, 1995; Lewis, Duran, & Woodis, 1999; McTaggert, 1991; Park,
1999; Walters & Simoni, 1999; Weissberg & Greenberg, 1998; Whyte, Greenwood, &
Lazes, 1989; Wisner, Stea, & Kruks, 1991; & Yellow Horse Brave Heart, 1998).

While it is beyond the scope of this critique to describe fully the postcolonial
stress theoretical perspective, we must briefly acknowledge the issues of trauma and
grief, which robustly impact tribal peoples across and within generations. This has led to
Natives and tribal families being immersed in an intergenerational and intra-generational
crucible of stress. Thus, it follows that a higher level of posttraumatic stress within First
Nation individuals, families, and communities, and also secondary consequences similar
to those exhibited by Jewish Holocast and Khmer Rouge survivors, exist as a result of
postcolonial stress (Last & Klein, 1984; Nadler, Kav-Venaki, & Gleitman, 1985;
Rowland-Klein & Dunlop, 1998; Sack, Clarke, & Seeley, 1995; Yehuda, Schmeidler,
Elkin, Wilson, Siever, Binder-Brynes, et al., 1998). Consequently, a high incidence and



prevalence of psychiatric disorders and social problems, per se, lateral violence, and high
rates of substance abuse secondary to posttraumatic stress are observed in indigenous
peoples. (Ball, 1998; Gagne, 1998; Nagel, 1998; Weaver and Yellow Horse Brave Heart,
1999). In 1992, Herman suggested that the symptoms of a sequelae of prolonged and
complex trauma across time on psychological functioning might be very significant. The
primary effects of this sort of stress in the lives of long-term sexual abuse survivors and
combat veterans are a highly coherent description of many of the symptoms and issues
faced by tribal people (Ford, 1999; Ford & Kidd, 1998; Zlotnick, Zakriski, Shea, &
Costello, 1996). At this point, I would like to discuss the methodology for this review.
Review and Methodology Procedures

The primary task for this paper was the review of four articles provided to the
author prior to their presentation and discussion at the recent American Indian Research
and Program Evaluation Methodology Symposium, and published in this monograph.

In addition, the author reviewed two recent Fisher and Ball (2002a, 2002b) articles on
postcolonial (or tribal) participatory action research, the reference lists of several recent
books, several review articles, and various other published studies and documents, and
also manually searched several recent journals. Keywords included posttraumatic stress,
postcolonial, intergenerational trauma, unresolved historical grief, resiliency,
attachment, neurodevelopment, developmental psychopathology, participatory action
research, and collaborative community research.

Numerous studies, articles, and books were located that contained relevant
information referenced in the body of this paper. The author used the postcolonial stress
theory and the postcolonial participatory action research model proposed and described
by Fisher and Ball (2002a, 2002b) as the basis for developing a coding instrument that
was used to analyze the four reviewed articles. It is important to discuss research and
evaluation methodology in First Nations communities within the context of a postcolonial
stress theory.

Next, I will describe the general background of the postcolonial stress disorder
theory as it applies to tribal people, and then move to a brief discussion of my personal
theoretical perspective on the origins and implications of postcolonial stress in tribal

individuals, families, and communities.



Clearly, native people and tribes face numerous behavioral health challenges
including high frequency rates, incidence rates and prevalence rates of substance abuse
(alcohol & drug abuse and dependency), depression, anxiety, lateral violence (child
maltreatment and domestic violence), and suicide. Historically, the context of these
mental health and substance abuse behaviors by native individuals and in tribal
communities is related to a long history of oppressive detrimental relationships and
interactions with the dominant culture.

In this workshop, several areas of concern related to these current issues in tribal
behavioral health are examined. In addition to examining these areas of concern, we turn
our attention to healing efforts and methods. Integration (bringing together) of culturally
relevant tribal coping and healing methods with modern western methods will be
described and proposed.

Detrimental Systemic Influences

Unfortunately, native/tribal behavioral health service clients often exhibit
diagnosable behaviors that are self-defeating, or toxic behaviors that cause problems to
others (family members, other tribal members, employers, health care providers, or
representatives of the criminal justice and court system) with whom the native person
interacts. Often, these problematic behavioral and substance abuse disorders are directly
related to the tribal client’s personal history, which was influenced by their parenting and
thus, indirectly by the experiences of their parents and grandparents. In many historical
situations (some recent), tribal individuals, their parents, and their grandparents have
been adversely impacted by various traumatic experiences.

Historical impacts to tribal families, in combination with a culture of poverty, lead
to situations within which parents, grandparents or other caregivers were not able to
provide adequate care. Finally, in some cases, situations evolved within which tribal
clients were sexually or physically abused, resulting in the development of post-traumatic
stress disorder (PTSD). This type of personal history, culminating in the development of
PTSD has lead to higher then average incidence of depression and anxiety in parents and
has contributed to various behavioral problems and disorders and acting out behaviors:

substance abuse, lateral violence, and suicide in native communities.



Intergenerational PTSD, Attachment, and Attachment
Disorder Influences: Behavioral Immunity and
Compromised Behavioral Immunity

Thus, each successive generation of tribal parents has experienced their own
adverse impacts, roughly in the following order: 1.) The introduction of disease into the
system, for which there was no immunity; 2.) Dispossession of property and enforced
moving to reserved lands (i.e., typically of marginal value); 3.) Persecution and murder
during the various “Indian Wars”; 4.) Enforced assimilation and acculturation through the
general allotment act and the federal boarding school system; 5.) Oppression of and
outlawing of religion, cultural, and language (i.e., which is the carrier of culture); 6.)
Introduction to vices, such as alcohol and drugs; 7.) Inappropriate and inefficient
management of governmental and health care systems by dominant culture bureaucrats;
8.) The acting out of internalized oppression through domestic violence and child sexual
abuse on other tribal peoples, both within and outside the nuclear family by native
people.

As a result, each successive generation of new, young tribal parents has been
struggling with their own increased incidence, prevalence, and frequency of anxiety and
depression. Because of this anxiety and depression, and the simultaneous loss of
oppression of previously effective tribally based parenting and emotional coping
mechanisms, each generation of young tribal parents has provided less than optimum
parenting during the development period for their infants. This negatively affected those
infants with respect to attachment, attachment disorder, and neurological development
during critical periods of brain development. I regard this as compromised behavioral
immunity, per se; the individual impacted by compromised parenting is subsequently
much more likely to develop and exhibit psychiatric and substance abuse disorders. This
contrasts with behavioral immunity to such symptoms, per se; the resiliency that is
imparted by good adaptive parenting processes.

Therefore, not only were tribal/native people being affected by the gross social
mechanisms listed in preceding section, but by incremental increases in compromised
behavioral immunity imparted by the less then fully adequate parenting which is usually

a consequence of parental anxiety and/or depressed mood. Successive generations of



attachment disorder and its’ antecedent consequence to the developing infant: PTSD have
caused compromised behavioral immunity or lessened resilience that underlies the
current high prevalence, frequency, and incidence of psychiatric and substance abuse
disorders in native/tribal communities.

Theoretical Background

Clearly, the literature in the scientific area of attachment and infant mental health
is vast. It is not my goal herein to offer a completed theoretical discussion of attachment,
regulation, or infant mental health. Rather, I am providing a simplified version of this
complex area as a heuristic mechanism to initiate further discussion of the issues central
to attachment, self-regulation, and infant mental health as a possible mechanism to
describe the occurrence of postcolonial stress in tribal peoples. It is not my goal to
suggest that this perspective on postcolonial stress is “right or correct”, it is my goal to
suggest that it might be considered and investigated for potential value as a possible
correlate to postcolonial stress. It is possible that the description of tribal history might
have a relationship with attachment, self-regulation, and infant mental health that has
some as an influencing factor in postcolonial stress. Further, perhaps researchers should
consider taking postcolonial stress into account as an important variable in developing a
participatory research agenda with tribal communities, even if this description of the
possible relationships of attachment, self-regulation, and infant mental health ultimately
fails the scientific test.

Recently, B. Perry (personal communication, May 1, 2002) asserted that the first
four years of life are the most critical for brain development of the child. Borrowing
from Perry’s and Willis & Widerstrom (1986) description’s, I would like to provide a
simplified description of brain development during the first four years of life. Initially,
the infant’s cognitive abilities are limited by the not fully developed pre-frontal cortex
and nerve fiber system, which is involved with thinking and memory (representation of
visual and verbal experiences). Neonates appear capable of storing and retrieving
sensory information even delivered to them prenatally, however, lacking speech, they are
unable for some months to engage in the type of inner speech that one might characterize

as thought. During this initial period of time, the infant is capable of feeling arousal



because the limbic system is well enough developed to generate feelings of arousal
(Nieuwenhuys, Voogd, & van Huijzen, 1981; Papuz, 1937).

I believe that one important goal of infant behavior is emotional regulation, which
is the effort to find calmness through control, modulation, and mediation, when unmet
needs or noxious environmental events cause an uncomfortable arousal state, thus
achieving homestasis or “emotional balance”. (Post, 2002). Thus, some of the reasons
why infants cry include signaling their experience of painful arousal to the caregiver in
order to be fed, cleaned, or when they are otherwise uncomfortable in order to signal to
adult caregivers their high levels of arousal (Post, 2002). Self-soothing behavior is a
complicated area to discuss and understand, perhaps infants learn to self-sooth by
recalling a representation of the caregiver, for example, via transitional objects such as
blankets, stuffed animals, etc. They might be soothed by their caregiver’s voice
(prosodic verbal memory) and items of clothing that smell (olfactory memory) like the
caregiver? Perhaps one critical aspect of the infant becoming capable of self-regulation
of their internal limbic system-mediated arousal is that this capability is learned through
the type of response that the infant receives from caregivers or parents to its signals of
need (Schore, 1994; Stern, 1985; Greenspan, 1981).

In general, although the range of caregiver responses to children’s needs is quite
wide, I would like to point out the effects of the two polar extremes of caregiver response
to the infant’s development of a capacity to control or modulate its own arousal. These
polar extremes are the responses of adequate caregivers, who equitably meet the child’s
developmental needs for care that facilitates adaptive brain development, versus the
responses of inadequate caregivers, who do not adequately meet the child’s
developmental need for care that facilitates adequate brain development. Additionally,
there are ‘difficult to sooth” infants who present temperaments that challenge adequacy in
caregivers as well as reverse socialization processes that included “slow to warm” infants
that leave caretakers feeling rejected and gradually less willing to be involved in
attachment and bonding behavior with the infant. In the next section, I would like to
consider a simplified description of adequate caregivers and the implications for child

brain development.



The Implications of Adequate Caregiver Behavior
for Child Brain Development

Consistent caregiver response to a child’s expressed needs and the caregiver’s
unconditional attention to the child are likely the most significant and important features
of caregiver-child interaction underlying adaptive brain development of the child
(Noshpitz & King, 1991). For example, if a child cries when in an arousal state related to
a basic need (food, comfort, safety, etc.) and the caregiver responds in an adaptive and
beneficial manner, the child becomes calmer and over time more capable of self-
regulation (soothing itself or modulating its own limbic system-mediated level of
arousal). First, the caregiver provides the desired or needed items or care. It is likely that
of greater importance to the child’s adequately developing the capacity to regulate
arousal (soothe itself) is the effect of the caregiver’s contact and soothing behaviors
during the interaction (Amini, Lewis, Lannon, Louie, Baumbacher, McGuinness, et al.,
1996; Gazzaniga & LeDoux, 1978, Heineman, 1998). A caregiver who consistently
picks the child up and holds the child close and who is simultaneously in a relaxed and
calm state will physically impart that regulated state to the child. The child will
synchronize and regulate heart rate, breathing, and state of muscle tension to those of the
caregiver. Thus, through the act of holding and soothing a child, the child’s brain is
repeatedly stimulated in the process of self-soothing or regulation of arousal that parallels
the regulated state of the caregiver. Over time, with consistency, as the child’s brain is
developing, this process becomes second nature to the child (e.g., simultaneously, the
brain of the child develops the capacity for self-regulation of arousal and the process of
self-regulation of arousal is learned) (Schore, 1994). Of interest, simultaneously, the
development of the child’s prefrontal cortex and the enervation (growth of nerve fibers
connecting various areas of the brain) of the brain is occurring during the first few years
of life. This process of brain development and enervation underlies the development of
various areas of the brain communicating with and signaling to each other with
biochemical neurotransmitters. Thus, neurodevelopment leads to communication
between the prefrontal cortex and the limbic system (Schore, 1994; Birch, personal

communication, June 4, 1999).



This is tremendously important, because simultaneously with the developing
capacity for self-regulation developing during consistent caregiver responses, the child is
also developing the capacity to maintain a set of internal verbal, visual, and auditory
images (stored and integrated in the prefrontal cortex). Clearly, these processes are
dependent on approximate ages and sequences of development. Receptive language
precedes expressive language, sometimes by years in boy infants. Therefore, the
question arises, how does understanding speech at 10 months help in self-regulation? For
example, a mother smiles and says “no” gently to a 10-month old daughter and the baby
clearly stops, smiles, and hesitates, watching the mother carefully. In this case, the
mother did not have to regulate the child herself, bodily, and speech extended her range
of interaction as well as the baby’s ability to self-regulate via understanding of the verbal
cue. The complexity of how a child can develop the capacity to integrate and control
self-regulation through improved communication between the prefrontal cortex and the
limbic system, based on the growth of nerve fibers connecting these areas of the brain, is
indeed a complex process that exceeds the scope of this paper to describe. Apparently all
aspects of the caregiver and the context of the care become associated with increased
capacity to self-regulate arousal. Thus, the child can than produce internal visual, verbal,
and auditory representations of safety and care that are learned during interactions with
the caregiver. The child integrates these representations of visual, verbal, and auditory
stimuli in the pre-frontal cortex and attaches meaning to them. This process becomes the
basis of a biochemical and electrical message from the developing prefrontal cortex to the
limbic brain through the newly developing connective nerve fibers. It is like that a
complex developmental process of caregiver-child interaction occurring simultaneously
with brain development that underlies a child’s capacity to self-regulate arousal (Emde &
Buchsbaum, 1989; Fair, 1992; van der Kolk & Fisler, 1994). Two of the most critical
aspects of developmental process of self-regulation are that 1) the caregiver is consistent
and available to facilitate the developmental process of self-regulation, and 2) the
caregiver is capable of self-regulation and is consistently and predictably self-regulating
her or his arousal during this developmental process. Adaptive parenting is likely

adequate facilitation of child attachment.



There exists a polar opposite in parenting style, which is the inadequate caregiver
model, contributing to development of dysregulation of arousal. Perhaps chronic
dysregulated arousal in a child can be described as reactive attachment disorder and the
issues that surround the dysregulation of arousal of might be a product of caregiver-child

interaction.

The Impact of Inadequate Caregiver Behavior
on Child Brain Development

The scientific literature is clear; there are several types of caregiver behaviors that
are inadequate, per se; excessive anxiety, depression, substance abuse, and psychotic
process in the caregiver underlie the expression of psychopathology in the child and
developmental psychopathology as the child ages and grows (B. Post, personal
communication, June 25, 2002). Of course, it is equally reasonable that within families
affected by or functioning within stress, caregivers in stress act as the primary facilitators
of the children’s development. Therefore, I believe that in addition to caregivers with
defined psychiatric conditions, such as those discussed above, the caregivers in families
impacted by ongoing stress are also often rendered inadequate in their provision of
developmental care to the children in these families by the stressful conditions impacting
the families.

Caregivers who have anxiety, depression, or substance abuse on board are less
consistent, are less capable of self-regulation, and thus are less capable of providing an
adaptive developmental experience during the aforementioned critical period of child
neurodevelopment. Within families impacted by stress or families where the caregiver is
compromised or inconsistent, the child does not receive the type of consistent care
needed for self-regulation of arousal. Additionally, in many cases, caregivers in this type
of families are themselves not as capable of self-regulation. Therefore, the child cannot
directly experience an adult model of self-regulation while in direct contact with an adult
who is capable of self-regulation. Thus, the child’s brain cannot fully develop a capacity
for self-regulation of arousal.

I believe that inadequate caregivers can not provide the child with a consistent
experience in self-regulation because of depression, impairment by substance abuse, or

extreme anxiety and concurrent incapacity to self-regulate arousal. Consequently the



child experiences an inconsistent process of what it means to be soothed, and it follows
that the child develops an inconsistent ability to regulate arousal. Often, children with
inadequate or inconsistent caregivers receive care in intermittent spurts of stimulation.
Therefore, these children often do not develop the capacity to regulate arousal in a
consistent manner. These children’s limbic systems actually do not develop the capacity
to regulate arousal consistently as a result of inconsistent stimulation during childcare.

Caregiver attention that comes in spurts of stimulation (positive but inconsistent
and/or varying to negative) subsequently conditions the child to regulate arousal by
engaging in a stimulation-seeking process. These children become indiscriminate in the
types of stimulation that they might elicit to activate arousal-regulatory mechanisms in
their limbic system. Many times children conditioned indiscriminately “act out” in a
manner that elicits negative stimulation or punishment, because this is equally effective
in helping them activate their capacity to regulate arousal. In these situations, the child
acts out in order to be punished or abused, because even that type of response stimulates
the brain to dampen uncomfortable levels of arousal (to self-regulate).

Of course, if inconsistent caregiver attention creates a limbic response that is
sensation-seeking as a means of stimulating regulation, there is an unfortunate additional
effect to the developing prefrontal cortex and enervation. That is, the verbal, visual, and
auditory images of the caregiver and environment that are integrated into meaning in the
prefrontal cortex are disjointed and inconsistent (Brown, 1991; Coen, 1985; George,
1996; Krystal, 1990, 1991; Green, 1995, Dubowitz, Black, Harrington, & Verschoore,
1993). Furthermore, in addition to the fact that the verbal, visual, and auditory images
that stimulate the flow of chemical and electrical messages that are designed to control
limbic arousal might exist in this disjointed manner, the actual set of nerve fibers is
smaller and less robust. That is because the development of these nerve fibers is
dependent, in part, on adaptive developmental care (Rakic, 1991).

The child receiving inconsistent care develops a limbic system that regulates
arousal based on stimulation that is both positive (adaptive behavior) and negative
(maladaptive behavior). Additionally, these children often have cognitive distortions
about what represents appropriate stimuli for regulation of arousal. Finally, they often

must seek intense stimulation in order to create a biochemical and electrical message of



great enough magnitude to overcome the deficient nerve fibers connecting prefrontal
cortex and limbic system.

There is a second problem that children experience from care given by adults who
can not control their own arousal. These children can not develop the process of self-
regulation because they have no model or contact with another human who is self-
regulated. These children must replicate the level of self-control and self-regulation
experienced by their caregiver. If that is limited, the children’s capacity to self-regulate
arousal is limited. We are aware that this has long-term implications because if the
critical period of brain development passes, then it is likely that these children will
always have greater difficulty with regulation of arousal. One model for understanding
this is recent research on the children of depressed caregivers versus the children of non-
depressed caregivers. On a brain scan study of infants of depressed caregivers, the
infants had similar responses to the depressed caregiver walking toward them as infants
of non-depressed caregivers had to their caregiver walking away from them. It was
postulated that these infants might have experienced dysregulated arousal during
interactions with depressed caregivers (B. Post, personal communication, June 26, 2002).

Obviously, children with inconsistent caregivers or caregivers who could not
regulate their arousal become adult clients with up and down behavioral phases across
time of living well, not living well, living well, not living well. Falling in love, falling
out of love, falling in love, falling out of love with very exciting and toxic people who are
highly stimulating. Adults who get themselves into risky situations as a mechanism to
stimulate modulation of arousal. Perhaps they jump out of airplanes with parachutes for
fun. Perhaps they engage in high-risk sexual escapades in order to have the type of
stimulation that helps them regulate their arousal. Perhaps they engage in substance
abuse in order to use the derivative chemical interactions secondary to substance abuse as
a mechanism to regulate arousal.

Often when children have had inconsistent parenting in infanthood, as adult they
seek stimulation, they ride on this wave of stimulation, they must have stimulation in
order to regulate arousal. But that stimulation is not necessarily provided by consistent,
healthy, or adaptive behaviors. Furthermore, the child whose early capacity to self-

regulate is compromised by inconsistent or unregulated developmental interactions with



the caregiver is set up to be an adult susceptible to anxiety, depression, and consequently
substance abuse. I call this result of developmental process compromised behavioral
immunity (CBI).
Compromised Behavioral Immunity

Initially, I became aware of the phenomenon of compromised behavioral
immunity as I worked with war veterans and victims of violent sexual assault as adults.
In both of these populations, I found that the impacted individual might have a very
similar experience to his or her peers. However, some individuals responded well to
treatment and improved rapidly, but others did not. As I became more aware of the
clients’ individual histories, I saw a trend emerge. Individuals who appeared to make
good progress in therapy and to improve from treatment usually reported much more
adaptive developmental experiences as children and adolescents. They usually had
adequate caregivers and usually were not impacted by as many or as intensive a set of
developmental insults as adolescents. On the other hand, individuals who reported
experiencing inadequate caregivers as children usually exhibited a greater magnitude of
psychiatric symptoms as a result of war experiences or adult sexual assault. I term this
phenomenon compromised behavioral immunity (CBI), which is the result of the impact
of inadequate early developmental experiences on resiliency in adulthood.

Compromised behavioral immunity (CBI) seems to reduce resiliency in adults,
and thus underlies the expression of psychiatric disorders of greater magnitude. The
experience of families in stress (wherein the adults are not as available to facilitate child
brain development) and families with caregivers who have psychiatric and substance
abuse issues describes the milieu of development leading to dysregulated arousal,
reactive attachment disorders, and compromised behavioral immunity. This was the
crucible of child development for tribal families and their children across the past five
hundred years. I believe many psychiatric and substance abuse issues of postcolonial
stress emerge from and are described by the following model of colonial impact on tribal

communities, families, and individuals.



Postcolonial Neurodevelopment and Developmental
Psychopathology in First Nations Communities

This aforementioned theory of neurodevelopment is greatly simplified with
respect to the large body of scientific literature that is available, and a complete
description is clearly beyond the scope of this paper. However, perhaps a simplified
model of attachment, self-regulation, and infant mental health has some descriptive value
when integrated into a postcolonial stress model? I think we need to marry our concepts
of historical trauma, the postcolonial mechanisms that have shaped tribal communities
and families, and the impact of these events and systems on the development of tribal
children across generations. Understanding these interrelated phenomena and dynamics
leads to understanding the neurological impact of what being a tribal person in this
country has brought to each and every one of us who are tribal people.

This model describes a simplified version of neurological development and
human development in the Native community across the past several generations.
Further, one must bear in mind that this postcolonial stress model demonstrates the
tremendous resiliency and strength of survival demonstrated across the generations.
Perhaps one reason that this resiliency and survival in the tribal community is evident is
related to the strength of tribal spirituality.

Another thing to remember is that the events discussed within the various
generations in this section are examples of ongoing processes, so the reader must
consider that the negative and oppressive dynamics described herein and experienced by
our tribal ancestors are in many cases continuing for contemporary tribal people in the
U.S.A. Finally, it is important to note that this postcolonial stress model of
intergenerational neurodevelopment and developmental psychopathology can likely be
adapted and applied to other indigenous colonized populations, such as New Zealand
Maori, Australian Aborigines, South American Indigenous, and South African Blacks.

This intergenerational postcolonial stress model of neurodevelopment and
developmental psychopathology secondary to colonization and compromised behavioral
immunity in the tribal communities is by no means representative of any given individual
Native family. I initially thought about this intergenerational postcolonial stress model as

it applied to understanding my personal tribal family history for heuristic reasons.



Following my professional training, I later integrated scientific aspects of the postcolonial
stress model and generalized the theory. I think the generalized postcolonial stress model
is somewhat representative of most tribal people’s developmental experiences in general,
given the need for a more robust examination and subsequent integration of attachment,
self-regulation, and infant mental health literature if warranted. Furthermore, it is clear
that a growing number of studies support that idea that intergenerational transmission of
attachment and attachment problems exists (van Ijzendoorn, 1995a, 1995b; van
Ijzendoorn & Bakermans-Kranenburg, 1997; van Ijzendoorn, Juffer, & Duyvesteyn,
1995; Zeanah, Finley-Belgard, & Benoit, 1997).

Dispossession and Biological Warfare

I'll start my description of postcolonial stress in the early 1600s on the East Coast
and with the first colonization of this country. Early in the colonization period tribal
people were dispossessed of property: the enforced movement of Native people from the
prime country in which they lived. Tribal people experienced forced moving from the
places that they loved and were spiritually attached to. Of course, dispossession was
almost always enforced at musket point and with violence.

Beginning with early tribal dispossession, we can begin to see correlation with
posttraumatic stress in the dispossessed Native communities, families, and individuals. I
assume that the first generation of dispossession, which occurred in the eastern coastal
area of the U.S in the 1500s and 1600s, began inducing anxiety, in the form of
posttraumatic stress, into the tribal community.

Occurring simultaneously with tribal dispossession was the biological warfare
that began to occur back in that era. Biological warfare also introduced anxiety in the
form of posttraumatic stress disorder into tribal communities, families, and individuals.
The colonizers distributed blankets infected with smallpox and other foreign bacteria and
viruses to decimate tribal communities. Initially, that type of biological warfare killed a
lot of Native people outright. It also made the communities, families, and individuals
less capable of engaging in their customary economic and social process. It destroyed
our Native communities' capacity to engage in the economy, that was mainly gathering

and hunting. If a lot of the gatherers and hunters are down and sick and dying, they can't



gather and hunt. If the other tribal people are helping them, then these other Natives can't
gather and hunt while providing care to the sick.

This early biological warfare conducted against the Native communities was very
destructive to traditional child-rearing patterns and to the tribal knowledge base. It was
very destructive of our tribal knowledge base because our Native libraries were the
elders, who kept tribal knowledge in the forms of oral histories. The elders were most
susceptible to disease, and thus our historical knowledge that stretched back as an oral
history for centuries was devastated by this biological warfare as elders died. The
biological warfare also devastated children, because they were young and susceptible to
infection.

In some tribes, when children were born the parents took a whole year just to
nurture that child. Other tribal members hunted and gathered for them while the parents
just took care of their child. Then at the end of that year the child was turned over to the
tribal elders and was raised to become who they would become. The tribal elders would
choose to teach the child what he or she would need to learn to optimally function and
support the tribe. So you can imagine the effects of biological warfare impacting these
two portions of our tribal community.

The most pernicious effect of the biological warfare was its impact on tribal
spirituality. In our First Nation communities the capacity to cope with difficult situations
and/or health crises was enhanced or made greater by our Native spirituality. Our tribal
spirituality was tied in to the context within which it was practiced. Native spiritual
practices, such as smudge, or whatever we burned, the smell of that, the chanting, the
drumming, the use of tribal medicine, and the presence of tribal healers all occurred in an
environment where indigenous people were confident that it influenced healing. When
the spiritual ceremonies and practices that enacted healing would occur, of course healing
would follow, because those ceremonies and practices would activate the tribal member’s
immune system. People were confident that they would get well. Their immune system
would be enhanced by a ceremonial and so they would get well. However, when a
foreign microbe invaded the tribal community, the tribal member’s immune system could
not cope with that foreign microbe. Therefore, even if an enhanced immune function

occurred in a tribal member secondary to a ceremony, the person still did not get well



because the immune system could not cope with the microbe. In fact, even, the most
highly respected medicine people and healers could not help others or themselves. So,
we saw the abrupt and total failure of tribal spirituality to activate the immune system and
help Native people deal naturally with the microbes introduced by the colonizers. Of
course, the same tribal spiritual practices were used to cope with emotional disturbances
secondary to the trauma of illness and dispossession. Consequently, when their tribal
spiritual practices were disrupted, what coping mechanisms would Native people turn to
for emotional coping?

I think that whole process of tribal lifestyle, health care, oral history, child
rearing, and emotional coping was extremely disrupted by the biological warfare that was
initiated about 500 years ago. Of course, in addition to these effects of biological warfare
in the Native community, individual tribal people developed posttraumatic stress disorder
as a result of their family members dying around them.

The First Generation of Anxiety and Depression Secondary to Colonialism

Of course, posttraumatic stress disorder is an anxiety disorder that exists on a
continuum with depression (at the opposite polar extreme). Furthermore, subjectively
speaking, anxiety feels very much like arousal. If one is anxious one feels as if one is
experiencing a higher level of arousal most of the time. If one doesn’t have a coping
mechanism to help reduce or regulate that anxiety, one is susceptible to becoming
depressed. For these anxious individuals, their experience with anxiety is like a dog
sitting on a steel grating getting electrical shocks that it can not escape. The dog jumps as
a result of the electrical jolt and attempts to escape. Historically, I think that following a
jolt of anxiety tribal people used ceremonial community-based spiritual coping to reduce
that anxiety. However, when tribal spirituality was disrupted, these Natives’ subsequent
experience was similar to a dog, receiving uncontrollable electrical shocks but unable to
escape the shock. Every time something happened to the Native person, their anxiety
rose with nothing to control it. Soon, no matter how hard electricity hits the dog, he just
lies on the grate. In parallel, the tribal person continued feeling a lot of anxiety but could
not regulate it with the accustomed spiritual practices. These Native people felt helpless
to regulate their anxiety. Tribal people began experiencing a shift in the anxiety-

depression continuum. They developed depressed mood stemming from uncontrollable



anxiety that was no longer ameliorated by use of tribal spiritual practices as coping
mechanisms.

So, during this generation, the first generation of colonization, we really start to
see our first tribal people experiencing anxiety and depression disorders manifested in the
families and in the caregiver’s behavior toward the children. Furthermore, these tribal
families were in continual stress from other external factors predicated on colonization.

It is logical that parents who are in a crucible of family stress, such as oppression,
racism, warfare, and other factors predicated on colonization, are distracted from their
children and child-raising practices. These tribal parents were distracted by anxiety and
unavailable because of depression. Thus, this generation of Native parents became less
than optimal caregivers for the children’s developmental processes. So, we have our first
generation of colonized effects on tribal families (families within which ongoing stress,
anxiety, and depression are manifested). Of course, the dispossession and biological
warfare are ongoing processes across the Eastern seaboard, so it is highly likely that most
tribal people are affected. If most tribal people are affected, then most young tribal
people who marry and have children become families in stress, with these new parents
having their own issues from becoming the first generation of Natives manifesting
anxiety and depression as a result of the effects of colonization.

This is our first generation of colonization-impacted Native parenting practice.
By definition, we have established that children who receive parenting from inadequate
parents (families in stress, anxious parents, or depressed parents) are more likely to
manifest reactive attachment disorder or a dysregulation of arousal. This gives us our
first generation of Native children beginning to have some dysregulation of arousal,
resulting in reactive attachment disorder and compromised behavioral immunity.
Postcolonial stress-impacted Native adults (anxious and depressed) are providing
parenting within families under further continual colonization stress from external
factors.

We have defined reactive attachment disorder as stemming from a high level of
unregulated arousal that sets up a child for compromised behavioral immunity and greater
susceptibility to developmental insult. Furthermore, we must be aware that the discrete

generational events or occurrences we are discussing in fact occurred across generations



and are cumulative effects from one generation to the next generation. So it wasn't just
this generation of tribal people having dispossession and biological warfare occur. The
next generation of Natives experienced the Indian Wars, but dispossession and biological
warfare continued during the Indian War period. I will describe the Indian Wars and the
impact of posttraumatic stress on the tribal community in a more definitive manner in the

next section of this paper.

Neurodevelopment, Developmental Insult, Posttraumatic
Stress Disorder, and the Indian Wars

Envision Colonel Chivington on the hill overlooking Sand Creek in Colorado and
his pony soldiers in a skirmish line across the bend in Sand Creek. There is a camp of the
Cheyenne in the bend of the creek, and it is dawn. Tribal people are getting up and
preparing for the day. We see older people (men and women) and adult women and
children of the camp getting up and breaking camp at dawn and getting water to start
their day.

The fact that there are no Cheyenne men in the camp is why the U.S. cavalry is
here. Colonel Chivington sees this as a political opportunity to “put down an Indian
insurrection.” The Cheyenne men are off the reservation against the orders of the U.S.
government. The Cheyenne men might be hunting because the rations provided to the
tribe are not adequate and the people are hungry. Of course, oral historians suggest that
the Cheyenne men might be off and engaged in the Ghost Dance religion, which is also
against the government’s rules.

Colonel Chivington is poised to attack the Cheyenne elders, women, and children
at Sand Creek: it is politically expedient for him to prosecute the savages and it enhances
his ability to be elected to office. Another famous pony solder, General Custer, tried that
route to political office, also, and we saw how that turned out, but that's another story.

We'll envision Chivington’s mini-guns on top of the hill overlooking the Sand
Creek Cheyenne camp because that's where the colonel, being a good military man, put
his mini-guns. Mini-guns are small cannon that are easily hauled by horse team. Of
course, the Colonel, being frugal, loaded the mini-guns with grapeshot. Grapeshot was
the stuff swept up off of the floor of the blacksmith shop at the fort—bits of metal from

shoeing horses, nails, and other chunks of material. You can imagine that since



grapeshot was a product of the fort’s blacksmith shop it was mixed with large quantities
of horse manure. That means grapeshot was very, very dirty and that being hit, even in a
non-lethal manner with grapeshot could induce sepsis. So, when shooting a mini-gun
loaded with grapeshot at tribal people, it was not necessary to hit a Native directly. All
that was required was a grazing wound or a scratch, which would induce sepsis or
infection (more biological warfare). A Native injured in such a manner might die or lose
an arm or leg.

Colonel Chivington sets mini-guns up on the hill overlooking the Cheyenne camp
down in Sand Creek. The Cheyenne warriors are gone. The Cheyenne’s buffalo hide
lodges are not invulnerable to shells and shelling and these buffalo hide lodges can not
turn away mini-gun grapeshot. The colonel is on the hill with his mini-guns loaded with
grapeshot and he has his pony soldiers in a skirmish line across the river and he orders
the pony soldiers to draw sabers because he wants to save on pistol cartridge rounds.

At dawn, when the Cheyenne people are breaking camp, Colonel Chivington
orders the mini-guns fired. We hear a round of grape shot sprayed through the camp at
Sand Creek that knocks tribal people over immediately, or wounds them with that deadly
sepsis-inducing grapeshot so they might die or lose an arm or leg from infection later.
Then the colonel sends his pony soldiers across the river with their sabers and they start
hacking folks up. Now, this discussion of the Sand Creek massacre is only an example of
the type of aggressive attacks on tribal communities that goes on across the country over
and over and over during the Indian Wars.

As aresult of this type of scene, we have two hypothetical young tribal people
coming out of the first generation’s postcolonial stress-influenced parenting (tribal
parents having some anxiety and depression). Thus, two hypothetical young Native
people with some symptoms of unregulated arousal, reactive attachment, and resulting
compromised behavioral immunity, getting posttraumatic stress as a result of their
presence in the Indian Wars. Therefore, we now have a second generation of young
tribal parents facing continued externally generated stress, secondary to colonization, and
developing internal anxiety and subsequent depression, secondary to the Indian War
experiences, impacting their parenting. Since this hypothetical young tribal couple is

anxious, depressed, in a social crucible of poverty, dispossession, and forced movement



from historical land base, biological warfare, Indian warfare, and disruption of
spirituality, culture, and religion, we can assume then that they're not 100 percent
invested in or capable of adequate parenting. So, when this hypothetical Native couple
has their children, they are raising the next generation of tribal children developing with
unregulated arousal, reactive attachment disorder, and compromised behavioral
immunity.

We are now two generations into this intergenerational process, so what is next on
the colonial agenda for tribal people in this country? Since we're going to finish the
Indian Wars, what is the next stage of colonial assimilation and acculturation? The next
generation of postcolonial stress-impacted tribal people experienced the impact of the

boarding schools.

The Federal and Religious Indian Boarding Schools, Neurodevelopment,
Developmental Psychopathology, and Native People

Envision sending a young Native male to the federal Indian boarding school
system. Let's consider the federal Indian boarding school system. Created by whom?
General Richard Pratt created the federal Indian boarding school system for the express
purpose, as was clearly written in our Congressional Recordof “killing the Indian to save
the man.” Now, when these Native children are sent to the federal Indian boarding
school systems, who become their instructors and teachers? Who is there to teach these
impressionable young Native students? Well, as you can well imagine, if Richard Pratt
(retired pony solder general) is the superintendent of the newly formed federal Indian
boarding school system, then it follows that he recruits other retiring pony soldiers as
staff and teachers. So the largest group of teachers in the federal Indian boarding school
system is retired pony soldiers: lieutenants, sergeants, enlisted men, etc.

The era of the federal Indian boarding school system continues to have pernicious
effects in our Native communities, effects (often political in nature) that are observable
even today. For example, Indian policemen enforced attendance of tribal children at the
boarding schools. Indian policemen would go to other tribal members’ families and
forcibly take their children. Of course, in many cases, families resisted and serious fights
would result, often resulting in either the death of Indian policemen or of tribal family

members. In most cases, the Native children were taken to boarding school, ultimately.



In the tribal communities, we still see political effects of that period of enforced boarding
school attendance lingering three or four generations. In some tribal communities, we
have families with incredible animosities towards one another but no rational reason why
those animosities should be occurring. Tribal members who achieve political power
often act out these animosities against one another within the political forum, rather than
collaborating for the good of the tribe in general. Apparently, they can not overcome
their historical animosity derived from the boarding school era, when an ancestor from
one family was Indian police taking the child of another families’ ancestor. Rather than
the source of this dysfunction being tribal, it was the splitting or atomization effects of
the larger culture using one part of the tribe (the Indian police) against another part of the
tribe (the families of students forced into the boarding schools). However, the old
animosities still exist and are played out to the detriment of functioning in modern Native
society.

The first things that happened when tribal kids got to the federal Indian boarding
schools were that their hair was cut and they were prohibited from speaking their
language, even if that was the only language they knew. These tribal children were put
into regiments and into units and into uniforms.

Around the locations of the federal Indian boarding school system there are
killing fields or vast unmarked cemeteries. These cemeteries contain the bones of the
tribal children who died of broken hearts or diseases because they had been brought
together from around the country with no immunity to one another's diseases.

At this point in time, tribal children in the boarding schools experience their first
exposure to large-scale amounts of physical and sexual abuse. Physical abuse was a
mainstay of the discipline in the federal Indian boarding schools. As a result, our first
generation of individuals return to their tribal communities trained in the boarding
schools to use physical violence as a means of controlling family members: children and
spouses. Family domestic violence, a product of learned behavior from the boarding
schools, becomes widespread in tribal communities. Lateral violence spreads through
our Native communities as an outgrowth of the violence practiced against tribal children
in the federal Indian boarding school system. Further, the literature implies that

situational molesters are usually previously victims of physical abuse and that they



molest out of a need for power and control. Thus, a generation of situational molestation
or sexual abuse is introduced into the tribal communities as yet another form of learned
behavior derivative from the boarding school era.

So, this is the experience of our hypothetical young tribal man in the federal
Indian boarding school system: loss of culture, language (the carrier of culture), beliefs,
values, etc., and the experiential introduction to physical abuse and subsequent learning
of physical abuse as a control mechanism for family functioning. Finally, it is likely that
the young tribal member attending the federal boarding school experiences the
devastation of identity that accompanies physical (and sexual) abuse. This loss of
identity and sense of personal power lead to the expression of powerlessness as
situational molestation within the tribal community and family. Situational molestation
to achieve a sense of power and control is acted out in the Native community and family
as a form of self-perpetuating lateral violence.

Envision a hypothetical young Native woman being sent to a religious Indian
boarding school. The religious Indian boarding school was the equivalent of the federal
boarding school for the amount of physical abuse used to control the children. One good
example would be in Canada, where there is a small reserve; in that reserve there are
three generations of people, aged 55-65, 45-55, and 35-45 years. For many years, each of
these groups has smaller groups in all the social and political arenas of tribal life,
including the schools, the police, the legal system, the health system, and the political
system. Never in the history of the tribe could Natives from one of these groups
cooperate or collaborate with tribal members from the other groups. There was always
dissension and conflict, apparently without reason and certainly to the detriment of tribal
functioning in general.

Members of the youngest group of Natives (35-45 years) go into counseling and
psychotherapy. In psychotherapy, members of the youngest group of tribal members
remember and discuss sexual and physical abuse that they experienced at the hands of the
slightly older group of tribal members (age 45-55). So members of the youngest group of
Natives begin to sue members of the 45-55 year-old group of tribal members.

As aresult of the stress of the lawsuit several members of the 45-55 year-old
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the middle group of Natives begin to think about their own abuse at the hands of
members of the oldest group (age 55-65). The middle group of tribal members initiates
lawsuits against the oldest group of tribal members.

So now we have a whole bunch of lawyers getting into the fray in this Canadian
reserve, helping tribal people sue each other and splitting the community up. Of course,
all these lawsuits are high profile, so the Canadian government gets in there and they hire
a Native psychologist to find out what is going on. The Native psychologist finds out
that on that tribal reserve there was a religious Indian boarding school with a domicile.
The domicile was a four-story building for the Native children and for the religious group
that came in to teach the children.

The religious group lived up on the fourth floor of the domicile. The oldest group
of tribal people mentioned above lived on the third floor, the second oldest group of tribal
people lived on the second floor, and the youngest group of tribal people lived on the first
floor. It was revealed to the consulting psychologist that as children, the tribal people on
each floor were physically and sexually abusive to one another, the oldest children to the
middle and youngest, and the middle children to the youngest children.

However, this whole process of tribal children abusing other tribal children
derived from and was set in motion by the actions of the religious teachers. Religious
teachers would come downstairs and be sexually abusive to the children on all three
floors. But, these religious teachers did another thing that was very detrimental to the
tribal children’s future relationships with one another. The religious teachers used the
oldest group of Native children to enforce their will on the second oldest group of tribal
children, and used the second oldest group of Native children to enforce their will on the
youngest group of indigenous children. The religious leaders set these groups of Native
children at one another's throats in order to control them.

As aresult, when these tribal children grew up on that Canadian reserve, three
distinct political factions emerged in which the people hated one another, were unwilling
to talk to one another, and could not collaborate politically for the good of the reserve. In
addition, many members of these three groups also acted out in lateral violence: sexual
molestation and physical abuse in the community as a result of this happening to them in

the religious boarding school.



A really tremendous social problem evolves here for the tribe. Tribal members
are acting out lateral physical abuse and sexual molestation against the children of the
next generation, they can not cooperate or collaborate with one another at any level, and
they are all suing one another. Probably the only good thing that happened was that once
this phenomenon was understood, everybody from the tribe did finally collaborate. The
tribal people got together and sued the religious group. But unfortunately healing wasn't
emphasized in this collaboration. Apparently the hurt was so great that when this tribe
started on the path to healing they stopped and stepped back and began the process of
disagreement and social disruption again. The tribe couldn't tolerate healing together, so
they're sort of stuck right now with this distinctly split-up community, as a result of the
influence of their attendance at a tribal religious boarding school.

We have envisioned a hypothetical male tribal person from the federal Indian
boarding school with some experience of physical abuse and possibly sexual molestation.
Further, we envisioned a hypothetical female tribal member from a religious Indian
boarding school with a history of sexual and physical abuse. Perhaps she attended a
school similar to the religious boarding school in Canada. We know that people who
have been sexually abused have difficulty protecting their children from being sexually
abused. People who are physically abused often become what we call situational
molesters—not pedophiles, but situational molesters who use sexuality as a way of
achieving power and control. So a generation of tribal people came home from boarding
school with sexual abuse techniques because they’d been taught that—tribal people who
experienced physical abuse, so they have a need to cope with their own powerlessness,
and who have histories of sexual abuse so they can't protect their children.

These outside influences of learned behaviors (sexual and physical abuse) are
subsequently acted out laterally within our own First Nation communities, as happened
on the reserve in Canada, as happens in our political system yet today. We see the lateral
expression and continuation of physical or sexual abuse in our Native families and
communities. That is how the physical and sexual abuse, the political divisiveness, and
the difficulties in collaborating socially with one another were introduced to Native
people and perpetuated in the tribal community. Of course, as a result, they perpetuate

themselves.



We now have this generation of Natives from the federal Indian boarding school
and the religious boarding school with their physical and sexual abuse experiences. This
implies that tribal people in this generation experienced posttraumatic stress disorder in
the boarding schools, following a childhood characterized by unregulated arousal,
reactive attachment, and compromised behavioral immunity, and leading to an adulthood
with higher incidence and prevalence of psychiatric disorders.

These Native boarding school era survivors raise and parent the next generation of
tribal children with dysregulated arousal, reactive attachment, compromised behavioral
immunity, anxiety, and depression (still within a crucible of ongoing postcolonial stress).
Also, a further complicating factor has been introduced to the tribal communities: lateral
violence becomes an issue in our Native community because tribal people bring this type
of abusive tendency forward and act it out. This next generation of First Nations people
goes forward with dysregulated arousal, reactive attachment, compromised behavioral
immunity, and experiences of physical and sexual abuse. In the next section, we will
examine the effects of overseas service and wartime posttraumatic stress disorder in the
tribal communities.

Wartime PTSD, Tribal Termination, Neurodevelopment,
Developmental Psychopathology, and Tribal People

Tribal people, as a subgroup, are the most decorated veterans of foreign war in
this country. Native warriors have joined the U.S. Military and have gone to overseas
conflicts and fought in battles for the United States with great ferocity, with the greatest
incidence of being rewarded for being heroic. Furthermore, there is evidence in the
Congressional Record that a much higher percentage of Native and other minority solders
were placed in the front lines in Vietnam (D. Walker, personal communication, June 27,
2002). Of course, these warriors come home with posttraumatic stress disorder to a
cultural and historical experience of combined loss of language, loss of culture, loss of
spirituality, introduction of sexual abuse, introduction of physical abuse, loss of
community, and dispossession. Previously, we discussed the fact that their postcolonial
childhood experiences within Native families in stress contributed to a higher potential of

diysregulated arousal and compromised behavioral immunity. In turn, this predetermined



a less than adaptive response to the war-induced posttraumatic stress experiences. In this
case, our young Native war hero comes home to a terminated reservation.

Termination was a U.S. government experiment in managing the “Indian
problem” by declaring that the reservation and tribal systems within which a given tribe
lived or with which it was affiliated were null and void—that the tribe and all the tribal
support systems no longer were recognized by the U.S. federal government and thus no
longer existed (Ball, 1998). Passing a Congressional law that stated the tribe was so
terminated preceded termination of a tribe. Subsequently, the tribal people’s group
holdings were “nationalized;” the Natives were given a few hundred dollars and told
they're no longer Natives and their tribe no longer exists. These First Nations people
were than exhorted to go about their business. In 1998, Ball published a dissertation in
which he examined the effects of termination with respect to causing posttraumatic stress
among the members of one native Native tribe. The police, and other historical
postcolonial experiences carefully compared the effects of termination to other forms of
posttraumatic stress disorder-inducing experiences that members of this tribe had
experienced, including deaths of tribal members, violence. Following termination as a
tribe, these tribal people provided test scores indicating a rate of posttraumatic stress
disorder that was ten times that of the U.S. population at large.

As aresult of tribal terminations, yet another source of tribal posttraumatic stress
disorder exists. At this point, we have a generation with two more sources of post-
traumatic stress disorder: overseas war service and tribal termination. Envision equal
opportunity trauma to our hypothetical native couple. He went to war and she went
through a tribal termination experience. Alternately, she went to war and he went
through a tribal termination experience. It matters little what the mechanism of induction
was for the developmental insults; what is critical is that these developmental insults
accrue in addition to the historical postcolonial stress and concurrent ongoing
postcolonial stress effects on the family that forms when this couple marries.

Imagine yet another postcolonial stress-inducing effect at this time to our latest
tribal family. This postcolonial stress-inducing experience is called relocation. Before
they actually meet, this young couple is sent through the U.S. federal relocation project,

as individuals from two different reservations, to the city. The relocation program is



designed to help young tribal people assimilate into the Western economy and culture, by
transporting them to the city and providing a small of amount of money to live on as they
become established. What happens is that as he returns from war and is given a bus
ticket to the city, and some “seed money” to begin a new life, she leaves the reservation
because, as a result of termination, she no longer has a tribal setting within which to live.

Relocation, Alcohol and Alcoholism, Neurodevelopment,

Developmental Psychopathology, and Tribal People

Both of the hypothetical Native individuals go to Los Angeles or Minneapolis or
Seattle or wherever; no one speaks their language, it is difficult to communicate, and they
don't have the skills to interact adequately in the highly commercialized Western
economy and market. But, the young Native people meet, form a couple, and have a
family in the city. Let's say they are now living in relocation in Los Angeles, a foreign
country with respect to their history, beliefs, values, communication skills, etc.

What happens is that this young Native couple lives in poverty, due to lack of job
skills and language skills and ongoing racism and oppression. What coping mechanism
do they have in the city to deal with all of the internalized pain or to regulate arousal? Of
course, beverage alcohol becomes the answer to internalized pain and dysregulated
arousal. A generation of tribal people is now living in the cities and is using alcohol
excessively to cope with their pain and unregulated arousal (postcolonial stress). This
young Native couple continues to bring forward into their family interactions and to their
children the physical abuse and the sexual abuse from lateral violence they have
experienced, the trauma of termination, the trauma of war, the trauma of relocation, the
cumulative effects of postcolonial stress. As a result, this generation of Native children
have dysregulated arousal, reactive attachment, and compromised behavior immunity as a
basis to combine with whatever developmental insults occur to them.

Since there's beverage alcohol being used extensively in this generation of tribal
people, as a result of cumulative postcolonial stress and internalized emotional pain, the
first generation of Native adult children of alcoholics is created within their children.
This underlies a further fragmenting of the psyches of tribal people. In addition, the first
generation of Native people with alcohol-related neurological deficits secondary to

maternal alcohol (and drug) abuse during pregnancy is born. Thus, another generation is



created of Native people with dysregulated arousal, reactive attachment, compromised
behavioral immunity, alcohol-related neurological effects, sexual abuse, physical abuse,
and experience of complicated and subtle oppression. The dynamics of racism and
oppression are becoming quite sophisticated, and as a result young tribal people begin
internalizing that process and identifying with it as a self-image.

Implications for Research with Contemporary Tribal Communities

What are the issues of this generation of tribal people? Gangs and gang
membership, alcohol, drugs, and the biased dominant culture child protection services
and adoption. It is this generation of tribal people who may have a child of four years of
age who is reported into the child protective service system because the parents are
substance abusing. Substance abuse and parenting skills are an issue. But, this young
tribal family is carrying a lot of weight from the past in the form of postcolonial stress
effects and concurrent ongoing oppression. These young Natives might be contending
with a gang membership issue, where it is dangerous for them to withdraw from the gang,
but legally they must in order to retain their child. Their ability to parent might be
compromised by needing to participate in a demanding temporary aid to needy families
(TANF) system, while simultaneously completing an outpatient substance abuse
treatment program that was never designed for Natives and is not a culturally appropriate
route to abstinence and sobriety. These are the issues of the current First Nation
generation in the U.S.A: poverty, substance abuse, psychiatric disorders, oppressive
political and racial systems and agenda, culturally inappropriate child protection efforts
and treatment methods, and the cumulative effects of several generations of postcolonial
stress.

For purposes of this paper, in which I am reviewing four articles about research
and program evaluation methodology in the tribal community, what is the value of
discussing postcolonial stress and the cumulative effects of postcolonial stress? Well, if
we are conducting research in the tribal communities, this generation of Natives is the
research subjects. These are the people on whom we conduct research. So if we’re
thinking about disability, we need to think about the relationship between disabilities and

psychiatric disorders and stress.



Assessment and Prevention
of Native Suicide

Of the aforementioned acting out behaviors secondary to compromised behavioral
immunity, suicide is often the final resort for a native person overwhelmed with the
emotional/affective pain of an attachment disorder, PTSD, or both. The very gesture of
attempted suicide has a functional component: it is a means of coping with internal
anguish, grief, depression, or PTSD. Paradoxically, once a tribal member’s suicide is
prevented, then that native person is subsequently further afflicted with the psychological
pain of having attempted to take their life. Thus, assessing a native client’s risk of
suicide and acting to prevent it actually causes further issues for treatment. If properly
managed, this might be thought of as “opening the door” for further services to that tribal
member.

It is the author’s professional opinion that it is important to prevent native
suicides. Fortunately, there are signs and symptoms and interviewing methods that can
be used to assess the risk of suicide. Once the risk of suicide by a tribal person has been
assessed, than steps can be taken to prevent the completion of that native individual’s
suicide. Following a successful preventative intervention into a tribal client’s suicide, a

structured treatment program can be developed to address the initial emotional causes

(compromised behavioral immunity or lessened resilience) that underlies the tribal/native

person’s suicidal ideation.

Beneficial Systemic Influences

In the long run, it is critical to both prevent and or otherwise address the
underlying emotional causes of native suicide, once the actual prevention and treatment
of suicide is accomplished. Further, the manifestation of tribal psychiatric and substance
abuse issues can be positive impacted and changed by ancient, historical native cultural
beliefs, values, spirituality, and ceremonial practices. Fortunately, the tribal community
possesses effective historical, culturally relevant healing processes that can be integrated
with western healing methods for the treatment and prevention of tribal behavioral,
psychiatric, and substance abuse issues and problems.

Much like the disruptive historical influences that have affected tribal members in

a negative manner, there are beneficial historical tribal healing influences. Paradoxically,



it is often the actual acting out of behavioral health issues, such as suicide, psychiatric
disorders, or substance abuse that force native people to examine and use their culturally-
based strengths in a systemic manner to heal themselves. Let us openly acknowledge and
discuss current tribal behavioral health issues, in a manner designed to focus on resolving
and preventing these problems using culturally based healing processes integrated

appropriately with modern behavioral methods.

Appendix A: Figure 1: Systemic Influences in Tribal Behavioral Health

Literature Review

Floerchinger (1991) suggested that unfamiliarity with bereaved clients’ cultural
beliefs and practices regarding death, dying, grief, and bereavement could undermine the
therapeutic relationship, perhaps leading to poor outcomes. Indeed, lack of cultural
familiarity or sensitivity among doctors, nurses, mental health practitioners, substance
abuse counselors, and other helping professionals have been known to impact a wide
range of clinical outcomes (A. Archambault, personal communication, 1997). For
example, one physician repeatedly told a native patient diagnosed with diabetes, "You
will die if you don't take your medication.” In this patient's tribe, open discussion of
death was thought to actually invite death. An expert in traditional tribal mores advised
the physician to modify his comment as follows, "If you do take your medication, you
will live." Subsequently, the native patient began complying with this medical directive,
which was interpreted as being health-promoting (B. Toelken, personal communication,
1994). In another case, a female Hopi tribal member who was residing in San Francisco
was brought to an urban hospital after cutting her arms, pulling out her hair, and reporting
that she was hearing the voice of a recently deceased relative. Although the inter-
disciplinary treatment team considered hospitalization, a psychologist familiar with Hopi
people advised the treatment team that the woman was exhibiting culturally appropriate
bereavement behavior. Rather than hospitalization, the intervention consisted of
obtaining a bus ticket for her to return home to mourn the loss of her relative (Wheeler,

personal communication, 1993).



The Value of Traditional Cultural

Practices and Beliefs to Indigenous
Communities

Several authors have suggested that support of traditional cultural practices is
critical to the maintenance of health in tribal communities. For example, 20% of Office
of Substance Abuse (OSAP) high-risk-youth demonstration projects have been awarded
to Native American grantees (Augustson, 1990); cognizant of the importance of tribal
beliefs, almost all grantees budgeted a portion of these funds for cultural enhancement
activities. Indeed, DeJong (1991) reported that tribal members believe strongly that
efforts aimed at increasing youths’ knowledge of their cultural history, traditions, and
values cultivates positive identity and pride. The restoration of traditional ceremonials
has long been considered a health-promoting activity within native communities (Jilak,
1982).

Two recent studies of recovery from heart disease among indigenous patients
examined the correlates of the following activities: hobbies (beadwork and leatherwork),
praying (peyote meetings, Inipi', and Wiwanyag Wachipi), and social activities (hand
games, gourd dances, and pow-wows). Involvement in these traditional tribal activities
was associated with a reduction in patient stress, and improved recovery from heart
problems (Miller, Johnson, & Garrett, 1982; Miller, Garrett, McMahon, Johnson, &
Wikoff, 1985).

Tribal rituals and ceremonial practices have been utilized as intervention tools
within some native mental health programs (e.g., Guilmet & Whited, 1987; Mitchell &
Patch, 1986). For instance, Guilmet and Whited (1987) reported that at a tribal mental
health center in Washington (state), staff and clients used several traditional practices.
These traditional practices included the use of cedar and sage smoke. Cedar and sage
smoke (representing power), and prayers were considered useful in "spiritual" cleansing.
Pipe ceremonies, traditional talking circles, southwest shamanic practices, and the Inipi
were also used in this state of Washington tribal mental health program. The integration
of traditional healing practices appeared to be related to greater numbers of native clients
completing therapy.

Despite evidence that clinicians’ knowledge about native beliefs and spiritual



practices may contribute to successful health, mental health, and substance abuse
treatment of indigenous people, many traditionally important tribal beliefs and practices
have not been adequately documented. Do mental health-substance abuse professionals
know what comprises culturally adaptive, versus maladaptive ways of coping among
native people?

The Importance of Cultural
Knowledge and Sensitivity

Numerous authors recommended that mental health and substance abuse
professionals intending to serve native clients develop cultural knowledge and sensitivity.
It is the present author’s observation that because of the lack of trained mental health
workers in “Indian county,” that often substance abuse professionals are the only
professional helpers within a given community. Therefore, often-native clients must turn
to substance abuse counselors within their communities to receive services commonly
thought of as being within the domain of mental health professionals. Mental health
professionals in dominant culture communities typically provide one of these services,
bereavement counseling. The development of cultural knowledge and sensitivity is
important because of the challenges of providing services, such as psychotherapy, across
cultural boundaries. “Cross-cultural therapy implies a situation in which the participants
are most likely to evidence discrepancies in their shared assumptions, experiences,
values, beliefs, expectations, and goals” (Manson & Trimble, 1982, p 149).

An exhaustive review of the material recommending the development of cultural
knowledge and sensitivity as the basis of effective clinical work with indigenous clients
exceeds the scope of this dissertation. However, it is important to summarize the central
premise underlying this research: Cultural knowledge and sensitivity about tribal cultures
may be a prerequisite for effective clinical practice with tribal clientele. Therefore, a
brief review of the literature was conducted. The current author located 15 studies
discussing various aspects of the importance of cultural knowledge and sensitivity to the
practitioner of clinical services in native communities. Although not likely exhaustive,
several cultural arenas requiring knowledge and sensitivity of practice are presented in
the section that follows: a) gender stereotyping and other issues of native women; b)

genuine versus pseudo indigenous spirituality; c) use of tribal archetypes (Heyoka) in



counseling; d) understanding family and community variables; e) becoming familiar with
language differences; f) recognizing native methods of achieving social justice; g)
traditional models of tribal “group therapy”; h) identifying the healthy use of peyote
rituals; and i) observing the value of ceremonies for combat veterans.

Native Women in Research

Medicine (1988) writes that the native woman is usually portrayed in
stereotypical fashion in the research literature, usually either as subservient drudges (the
Plains Indian, male-dominated warrior culture), or as matriarchal matrons of an Eastern
horticultural group. The true diversity of the lives of female tribal clients that exists
beyond the stereotypical descriptions in the literature cannot be appreciated without
cultural education. Though not identified, tribal social and work roles for Indian women
are as individual and diverse as they are among women in the dominant culture.
Certainly, practitioners can best serve female Indian clients if they take the time to learn
more about this diversity. One area of importance, when studying native people to
develop cultural knowledge and sensitivity, is that of spirituality.

Native women and spirituality. Kasee (1995) explained that reclaiming a

positive sense of tribal spirituality and incorporating it into one’s daily lifestyle is critical
for native women recovering from mental health and substance abuse disorders. She
lamented the difficulties caused by exploitation of tribal belief systems and ceremonials
by charlatans and “plastic medicine men or women”. Professionals working with tribal
women must develop accurate cultural knowledge and sensitivity about the real versus
ersatz types of indigenous spirituality to which female native clients might be exposed.
Such knowledge may strongly influence the social support resources clinicians may rely
upon to assist these native clients.

Tribal Archetypes (Heyoka)

According to Herring (1994) understanding the meaning of various psychological
archetypes, such as the clown or contrary figure (e.g., the trickster, a tribal archetype)
might underlie the development of powerful mental health interventions for native
clients. Such archetypes may be represented in the thoughts and feelings of Indian
clients, and may be used by clinicians to illustrate points, make interpretations, etc. For

example, historically, the role or meaning of the contrary figure (or trickster) was used to



draw attention to the tendency of individuals or groups of tribal peoples to engage in
“black and white” or overly polarized thinking or behavior. That is, the clown behaved
in a satire or parody of the polarized thinking or behavior and called attention to it as a
possible problem, in an indirect and non-threatening manner. Clinicians may use their
knowledge of this archetype to help tribal clients gain insight into maladaptive,
dichotomous thinking

Indeed, Herring (1994) strongly cautioned workers to recognize that there is
always an underlying, metaphorical message carried within the humor of the clown
figure. He only included a few lines about the Lakota contrary figure or “Heyoka” in his
writings. However, if Herring’s views are correct, it would be important to learn more
about the metaphorical meaning and relevance of the Heyoka, in order to work
effectively with Lakota clients. For example, telling a Lakota client a culturally
appropriate story incorporating a Heyoka might be an effective means of providing an
indirect and therefore, non-threatening confrontation.

Value of Tribal Affiliation
and Spirituality

Garrett and Garrett (1994) suggested that mental health-substance abuse
professionals must not separate native clients from their spirituality or affiliation with
their tribal group. Therefore, it is incumbent upon workers to understand as much as
possible about the meaning of tribal affiliation and spirituality to their clientele.

For example, tribal individuals often belong to historical clans or groups. These
tribal groups or clans once had numerous roles that have changed over time. However, a
native client may serve a traditional role within the tribe’s historical clan system, or is
expected to participate in grieving according to a predetermined manner. Responsible
clinicians would strongly support the client’s full participation in these roles, particularly

those who are clinically depressed because of bereavement.

Understanding Community
and Family Variables

Horejsi, Heavy Runner-Craig, and Pablo (1992) described 12 situational, cultural,
and community factors that might impact Child Protective Services (CPS) providers

working with indigenous families. Of these 12 factors, three are important to discuss in



this paper: Foster care, extended family structure, and living in a tribal community. First,
it is doubtful that most clinicians in the dominant culture appreciate the fact that tribal
cultures have no words for the concept of foster care (Cross, 1987). The extended family
among Indian people is essential to tribal economies and the social fabric. If uninformed
professionals attempt to promote foster care, they may be offering recommendations that
are offensive, because the concept is at odds with tribal and family values. Rather,
clinicians must realize that the extended family can be used to support clinical
interventions and compensate for inadequacies in parenting skills among biological
parents.

Silence and L.anguage Issues

The phenomenon of interpersonal silence represents another area in which non-
indigenous therapists likely need additional training. For example, therapists at a Seattle
family therapy clinic were having difficulty communicating with a female native client.
Following an observation of their interviewing methods, a consultant familiar with the
client’s culture recommended that the practitioners add several more seconds of silence
after posing a question. Additional silence following a query was more familiar to the
native woman, and she responded by becoming a more communicative and hard-working
client (T. Tafoya, personal communication, 1995). Several authors have written about
the value of silence as a safe or culturally appropriate response by a native client to
unpredictable, uncontrollable, or unfamiliar situations such as counseling or
psychotherapy (Guilmet, 1976).

Promoting active verbal interaction with clients is a value held by many training
programs in the dominant culture. Aggressive pursuit of verbal dialogue with native
clients may be counter-productive, however. Often, there is a deeply held belief within
native communities that it is inappropriate to notice or discuss another person’s problems
or personal issues. (Spindler & Spindler, 1957). Such tribal beliefs call into the question
the common or general applicability of verbally based psychotherapy for this population
(Guilmet & Whited, 1987).

Tribal Judicial Systems

Often, mental health-substance abuse professionals provide assessment reports

and expert testimony to tribal courts. This occurs, despite the fact that such assessment



methods are not normed on particular tribes, and are rooted exclusively in the judicial
system of the dominant culture. Understanding the normative limitations of psychological
tests and the value of tribal traditions in achieving social justice may be very important to
practitioners working with tribal judicial systems.

Two recent articles argued that native communities have age-old and effective,
formal methods of dispensing justice (Bluehorse & Zion, 1993; & Mansfield, 1993). For
example, several traditional Northwest tribes recommend that traditional methods of
justice (e.g., peacemaking) be formally reincorporated into the tribal court and used to
supplant modern methods (Mansfield, 1993). Also, Bluehorse and Zion (1993)
recommend the re-introduction of the Hozhooji Naat’aanii or Navajo justice and harmony
ceremony. Mental health practitioners who work with tribal courts might benefit tribal
justice systems by shaping their recommendations and testimony so as to support tribal
traditions and values, rather than those more typically associated with normative testing
outcomes.

Traditional Tribal “Group Therapies”

Within the dominant culture, practitioners regard group therapy as a popular,
powerful method for effecting change in clients (Cohn & Osbourne, 1992; & Corey,
1990). Such methods can complement traditional native ceremonies and practices. For
example, among the Lakota, there are two tribal ceremonies which bear similarities to
group counseling work: the Inipi (Sweatlodge ceremony) and the “talking circle.” The
Inipi and talking circle are important ceremonies, which have elements in common with
western group therapy models (Stone, 1994, unpublished manuscript). It has been
suggested that these ceremonies be studied and recommended, at appropriate times, by

practitioners working with tribal clients (Garrett & Osbourne, 1995).

Appropriate Tribal Use
of Peyote Rituals

Even within the American military, the Native American Church peyote religion
has been accepted. For example, a recent general order allowed indigenous military
personnel to practice the ritualistic use of peyote (Peninsula Daily News, April 14. 1997,
p 7.) Clearly, the ethno-psychedelic use of peyote as a preferred treatment for alcohol

dependence among native people has long been documented (Albaugh, 1974, Chuelos,



1959; MacLean, 1961; & Smith, 1958). However, such a native practice might be
viewed as unhealthy or destructive by clinicians adhering to a (dominant culture)
Alcoholic’s Anonymous model, which strongly advocates total abstinence from all drugs.
It would be gravely irresponsible for dominant culture health practitioners to
automatically interpret a native client’s use of peyote as an attempt to “escape or avoid
reality” or responsibility for personal problems. However, given the fact that dominant
culture training models shape the views of most mental health-substance abuse
professionals, it might be difficult for these workers to attain the cultural sensitivity
necessary to understand the relevance of the peyote ritual to native people.

Traditional Treatment for
Post-Traumatic Stress

According to Scurfield (1995) and Silver (1994), the outcome of treatment for
post-traumatic stress disorder (PTSD) manifested by tribal Vietnam veterans has been
clearly improved by the addition of indigenous beliefs and rituals. Both of these authors
stressed the importance of integrating traditional native practices and beliefs into the
treatment of indigenous Vietnam veteran’s exhibiting PTSD symptoms. For example,
both Scurfield (1995) and Silver (1994) reported that the addition of the native sweat
lodge ceremony or Inipi benefited tribal veterans. Uniquely, beneficial effects of
integrating the Inipi and other traditional tribal rituals into the formal treatment model
also proved salutary for dominant culture Vietnam veterans.

Summary

In summary, there is sufficient documentation in the literature to justify the
suggestion that mental health-substance abuse professionals need to develop cultural
knowledge and sensitivity. Furthermore, it naturally follows that specific tribal clientele
would benefit from culturally specific knowledge and sensitivity among practitioners.
Therefore, it was deemed important to conduct the present research project to inform
professionals about contemporary and traditional native/tribal and western mental health
and substance abuse treatment beliefs and practices. Many of the clinical practices of
mental health workers in the dominant culture may or may not be consistent with the
indigenous culture. Also, culturally sensitive clinicians may best help tribal clients by

encouraging their involvement in particular native ceremonies and practices.
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! Important traditional native ceremonial practices are referred to by their tribal names for two reasons: 1.) respect for tribal
cultures and spiritual beliefs of indigenous people; 2.) to familiarize the readers with these terms
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