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ABSTRACT

Aims: Little research has examined historical trauma 
(HT), addiction, and mental health problems among 
general populations of urban American Indians (AIs). 
This study examined associations to help fill this gap.

Methods: This is a secondary analysis of data from 
a Midwestern urban AI population. Based on a 
psychological inventory, participants (n=117) were 
separated into a substance group (n=19), a psychiatric 
group (n=43), and a control group (n=55). Results of the 
historical loss scale (HLS, 12 items) and the historical 
loss-associated symptoms scale (HLASS, 12 items) were 
examined between the groups.

Results: The psychiatric group reported thinking about 
three specific losses more than the control group and 
six specific losses more than the substance group. No 
significant differences were found between the substance 
group and the control group. The psychiatric group 
reported nine historical loss-associated symptoms more 
frequently than the control group. The substance group 
reported experiencing five symptoms more frequently 
than the control group. The substance group reported 
one symptom more frequently than the psychiatric group.

Conclusion: Historical trauma appears to affect 
individuals with psychiatric or substance problems 
differently from those with no problems. American 
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Indians with psychiatric or substance problems report 
experiencing some HLAS more often than individuals 
without these problems. The direction of this relationship 
is unclear, but it is apparent that historical loss thoughts 
and symptoms likely affect individuals with psychiatric 
and substance problems differently than the general 
public. Providers need to be attuned to these results to 
understand the experiences of their AI patients.
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INTRODUCTION

The devastating effects of colonization have been 
well documented [1]. Colonization has had many 
deferential impacts on the physical, psychological, 
and spiritual wellbeing of American Indians (AIs). In 
addition, colonization has significantly stifled the AI’s 
socio-economic progress [1]. The pervasive practices 
of colonization included widespread displacement of 
AI children from their parents, forcible assimilation, 
destruction of their environment, and violent massacres 
that have tried to extinguish their way of life [2]. Some 
investigators have identified the act of colonization as a 
form of cultural genocide that has led to HT within the 
AI population [3, 4]. Several studies have shown that 
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HT can lead to the transmission of intergenerational 
trauma [5]. This concept explains how serious adverse 
outcomes can be passed onto future generations over 
time, which often leads to a pattern of repeated trauma. 
Unrecognized and untreated HT can heighten the risk for 
many mental health disorders, addiction issues, sexual 
abuse, child maltreatment, and domestic violence [5–7]. 
It is imperative for providers to fully comprehend the 
complex phenomenon and nature of HT to address the 
continuous health disparities among AIs effectively.

The high rate of addiction and mental health problems 
among many AI groups have been well documented [3]. 
Furthermore, research has suggested that substance 
misuse disorders among AIs are strongly associated 
with HT [4, 8]. Even though a somewhat smaller body 
of literature has examined HT among AIs, only ten 
identified studies have examined the convergence of 
addiction/mental health and HT. Research has found 
that the combination of HT and addiction/mental 
health disorders encompasses an array of symptoms [9]. 
Consequently, this multitude of symptoms often presents 
significant treatment barriers for AIs [9]. Given the 
prevalence of both challenges in many AI populations, 
it is likely that providers can improve the care they give 
through a better understanding of interactions between 
these issues [10].

Within many AI communities, problems such as 
suicide and alcohol misuse are common and persistent 
issues [10, 11]. American Indians are six times more likely 
than other races to have suicidal ideations or commit 
suicide [12]. The AI suicide rate for is 1.32 times higher 
than the national average among males and 1.5 times 
higher among females [13]. Suicidality can lead to other 
impulsive behaviors such as binge drinking or the use of 
illicit substances [12, 14]. Such behavior may be a method 
of self-medication to cope with or reduce HT [13, 15]. 
Studies have shown that AIs have the highest death rates 
associated with using other illicit substances [14]. AIs 
have 1.5 times the lifetime rate of an alcohol use disorder 
compared to whites and 2.1 times the rate of a severe 
alcohol use disorder in the past 12 months [16]. When 
compared to any other racial/ethnic group, AIs often have 
a greater need to receive treatment for their substance 
misuse disorders [17]. AIs experience psychological 
distress from mental health issues or cumulative 
exposure to traumatic events at 1.5 times the general 
population’s rate [18]. AIs are twice as likely to develop 
symptoms of post-traumatic stress disorder (PTSD) when 
compared to other racial ethnicities [18] with a lifetime 
PTSD prevalence as high as 22.9% compared to 11.7% in 
the white population [19]. Furthermore, approximately 
50% of those with PTSD have additional mental health 
comorbidities, such as anxiety, depression, bipolar 
disorder, and other psychoses [19].

Decades of research have established the importance 
of HT and associated symptoms among AIs in the United 
States [20]. Most studies on HT among AIs have been 
conducted on reservations [21–32]. Others have been 

conducted off reservations but with specific populations 
such as college students [33, 34]. One identified study was 
conducted with a general urban population and one with 
combined reservation and off-reservation adolescents 
[35, 36]. Many studies provided the breakdown of 
responses based on the individual HLS and HLASS 
questions. However, no identified articles have compared 
individual questions between groups with psychiatric 
symptoms, addiction, and controls. Knowing the overall 
rates of HLS and HLASS may help providers develop a 
general understanding but does not provide insight into 
the particular loss thoughts and associated symptoms 
seen at a higher rate in the population they treat.

A limited number of studies have examined the 
relationship between HT and addiction/mental health. 
Five identified studies explored mental health and HT. 
One study found that higher HLSs were associated 
with elevated anxiety in adolescents [22]. Furthermore, 
another analysis found that individuals with current 
anxiety or affective disorder or a lifetime history of PTSD 
had elevated HLAS but not HLS scores [24]. They found 
no relationship between conduct or antisocial personality 
disorders and in either of the HLS or HLAS scores. Two 
studies found associations between depressive symptoms 
and elevated HLS scores [30, 34]. In addition, another 
pertinent analysis found higher HLAS scores among 
adolescents with depressive symptoms [32].

Six studies have examined the relationships between 
substance use and HT. One study found that participants 
with a lifetime diagnosis of substance dependence had 
significantly higher HLS and HLAS scores [24], while 
another study found higher HLS scores associated with 
alcohol use among women [31]. Wiechelt et al. [35] found 
higher HLS scores associated with alcohol and illicit drug 
use, excluding the use of cannabis. However, another 
study found no association between HLS and substance 
use [28]. In a study of Native Hawaiian college students, 
the investigators found that HT was negatively associated 
with substance use [33]. Finally, Soto et al. [36] found a 
relationship between HT and smoking habits.

This paper aims to examine the convergence of 
substance/mental health problems and HT/ethnic 
experience among an urban population of AIs. The 
study’s specific aims include the following:

1.	� Compare the frequency of historical loss thoughts 
between urban AIs who met the threshold for 
clinically significant substance problems, those 
who met the clinically significant threshold for 
other mental health problems, and those who did 
not meet the clinically significant threshold for 
any mental health problems.

2.	� Compare the frequency of historical loss 
symptoms between urban AIs who met the 
threshold for clinically significant substance 
problems, those who met the clinically significant 
threshold for other mental health problems, and 
those who did not meet the clinically significant 
threshold for any mental health problems.
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MATERIALS AND METHODS

Participants were recruited through a booth at local 
powwows and through contacts of research assistants. 
AI community members were trained to administer 
surveys. Responses were entered into a REDCap portal. 
More complete methods have been described previously 
[37]. The same data set was used for the current analysis. 
Participants were placed in the “substance,” “psychiatric,” 
or “control” groups. Participants who met the threshold 
for clinically significant substance issues were placed 
into the substance group. Some of these individuals 
also met the threshold for clinically significant mental 
health problems. Participants who met the threshold for 
at least one clinically significant non-substance mental 
health problem were placed into the psychiatric group. 
Participants who did not meet the threshold for any 
substance or other mental health problems were placed 
in the control group.

Measures
Demographics included sex, age, and number of years 

spent on a reservation. The historical loss scale asks 
respondents how often they think about 12 specific losses 
such as land, language, and respect for elders. Possible 
responses include “Never,” “Yearly or at special times,” 
“Monthly,” “Weekly,” “Daily,” and “Several times a 
day” [31]. The historical loss associated symptoms scale 
asks respondents how often they experience 12 specific 
symptoms (i.e., anger, anxiety, insomnia) when they 
think about historical losses. Possible responses include 
“Always,” “Often,” “Sometimes,” “Seldom,” and “Never” 
[31]. These instruments were administered in a REDCap 
survey.

We also administered the Achenbach System of 
Empirically Based Assessment Adult Self Report 
(ASEBA ASR). The ASEBA ASR is a psychological 
symptom inventory that assesses competencies, 
adaptive functioning, behavioral, emotional, and social 
problems for individuals aged 19–59 years old [38]. 
The inventory includes 123 close-ended questions, three 
open-ended questions, and questions on living status 
and demographics. Responses range from 0 (not true) 
to 2 (very/often true). This instrument was administered 
through the ASEBA web-link which calculates t scores 
with classifications for “normal,” “borderline,” and 
“clinical” symptom levels. 

Analysis
Descriptive statistics included the mean and standard 

deviation for continuous variables, along with count and 
percentage for categorical variables, overall and by group. 
For this analysis, results of the HLS were dichotomized 
into “weekly or more” and “monthly or less” while results 
of the HLASS were dichotomized into “Often or more” 
and “Sometimes or less.” The reliability of HLS and HLAS 
scales was assessed by Cronbach’s alpha. Demographic 

variables were compared by group using the general linear 
model for continuous variables and the Chi-square test 
for categorical variables. Logistic regression analysis was 
performed to compare the distribution of HLS and HLAS 
items by group. Odds ratios and 95% confidence interval 
were reported. Statistical analyses were performed using 
SAS 9.4 (Cary, NC), and p-values <0.05 were considered 
statistically significant.

RESULTS

Demographics
The analytic sample (n=117; age, mean [standard 

deviation]=36.7[12.2] years; 66.7% female) was classified 
into three mutually exclusive groups: psychiatric 
problems (n=43), substance problems (n=9), and no 
problems (n=55). There were no significant differences 
between the three groups in proportion of women, mean 
age, or mean years spent on a reservation (Table 1).

Aim 1. There were relatively few significant differences 
between the three groups in the prevalence of historical 
loss thoughts (Table 2). Three significant differences 
were found in comparisons between the psychiatric and 
control groups. The psychiatric group reported thinking 
about losing traditional spiritual ways, culture, and people 
through early death more frequently than the control 
group. No significant differences were found between 
the substance and control groups. The psychiatric 
and substance groups differed on six of the twelve loss 
questions. The psychiatric group reported more frequent 
thoughts on all questions relative to the substance group. 
The psychiatric group had higher odds of thinking about 
the losses of land, language, traditional spiritual ways, 
family due to boarding schools, culture, and losses from 
the effects of alcoholism than the substance group.

Aim 2. The differences between the three groups 
regarding HLAS were somewhat more numerous 
(Table  3). The psychiatric group was more likely to report 
symptoms on nine of the twelve questions than the control 
group. These included anger, anxiety or nervousness, 
shame, loss of concentration, isolation, loss of sleep, 
rage, fearful or distrusting the intentions of white people, 
and feeling like the trauma is happening again. In five of 
the twelve questions, the substance group reported more 
symptoms than the control group. These included being 
uncomfortable around white people, shame, rage, fearful 
or distrusting the intentions of white people, and feeling 
like the trauma is happening again. The substance group 
reported higher rates of only one symptom relative to the 
psychiatric group (fearful or distrusting the intentions of 
white people).

DISCUSSION

It is difficult to compare the rates of historical loss 
thoughts and associated symptoms in this sample to 
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Table 1: Sample demographics

All
(n=117)

Control 
(n=55)

Psychiatric problem 
(Psych)
(n=43)

Substance problem 
(Sub)

(n=19)

p-value

Sex (female) 78 (66.7%) 40 (72.7%) 26 (60.5%) 12 (63.2%) 0.42

Age 36.7 (12.2) 37.8 (12.7) 37.1 (12.7) 32.5 (8.7) 0.26

Reservation years 17.9 (24.3) 21.3 (28) 17.2 (19.5) 9.7 (21.4) 0.19

Table 2: Comparison of historical loss thoughts in the American Indian samplea

Itemsb All None Psych Sub Psych vs. none Sub vs. none Sub vs. Psych

N (percentage)
(n=117) (n=55) (n=43)

 
(n=19) OR 

(95% CI)
p OR 

(95% CI)
p OR

(95% CI)
p

Loss of our land 78 
(66.7%)

38 
(69.1%)

31 
(72.1%)

9 
(47.4%)

1.7 
(0.7–4.5)

0.26 0.4 
(0.1–1.2)

0.10 0.2 
(0.1–0.8)

0.02

Loss of our language 94 
(80.3%)

44 
(80%)

38 
(88.4%)

12 
(63.2%)

2.2 
(0.6–7.4)

0.22 0.4 
(0.1–1.2)

0.11 0.2 
(0–0.7)

0.02

Losing our traditional 
spiritual ways

94 
(80.3%)

42 
(76.4%)

39 
(90.7%)

13 
(68.4%)

4.0
(1.1–15.2)

0.04 0.7 
(0.2–2.1)

0.50 0.2 
(0–0.8)

0.02

The loss of our family ties 
because of boarding schools

61 
(52.1%)

29 
(52.7%)

26 
(60.5%)

6 
(31.6%)

1.3 
(0.5–2.9)

0.60 0.3 
(0.1–1)

0.05 0.3 
(0.1–0.8)

0.03

The loss of families from the 
reservation to government 
relocation

50 
(42.7%)

22 
(40%)

22 
(51.2%)

6 
(31.6%)

1.6 
(0.7–3.5)

0.29 0.7 
(0.2–2)

0.45 0.4 
(0.1–1.3)

0.14

The loss of self-respect 
from poor treatment by 
government officials

84 
(71.8%)

37 
(67.3%)

33 
(76.7%)

14 
(73.7%)

1.2 
(0.5–3.2)

0.64 1.1 
(0.3–3.5)

0.93 0.8 
(0.2–2.9)

0.80

The loss of trust in whites 
from broken treaties

82 
(70.1%)

35 
(63.6%)

31 
(72.1%)

16 
(84.2%)

1.4 
(0.6–3.3)

0.45 2.9 
(0.7–11.2)

0.12 2.1 
(0.5–8.4)

0.31

Losing our culture 96 
(82.1%)

42 
(76.4%)

40 
(93.0%)

14 
(73.7%)

4.1 
(1.1–15.6)

0.04 0.9 
(0.3–2.9)

0.81 0.2 
(0.0–1.0)

0.04

The losses from the effects 
of alcoholism on our people

100 
(85.5%)

46 
(83.6%)

40 
(93.0%)

14 
(73.7%)

2.3 
(0.6–9.3)

0.24 0.5
(0.1–1.7)

0.27 0.2
(0.0–1.0)

0.04

Loss of respect by our 
children and grandchildren 
for elders

94 
(80.3%)

43 
(78.2%)

37 
(86.1%)

14 
(73.7%)

1.6 
(0.5–4.7)

0.41 0.7 
(0.2–2.4)

0.59 0.5 
(0.1–1.7)

0.25

Loss of our people through 
early death

83 
(70.9%)

35 
(63.6%)

35 
(81.4%)

13 
(68.4%)

2.7 
(1–7.3.0)

0.04 1.2 
(0.4–3.6)

0.78 0.4 
(0.1–1.5)

0.19

Loss of respect by our 
children for traditional 
ways

84 
(71.8%)

39 
(70.9%)

33 
(76.7%)

12 
(63.2%)

1.3 
(0.5–3.2)

0.61 0.7 
(0.2–2)

0.46 0.5 
(0.2–1.7)

0.27

aSeparate logistic regression was performed to compare the historical loss thought (outcome variable, yes vs. no) among groups 
(predictive variable). Odds ratio [95% confidence level] and p-value for each comparison were reported.
bCronbach’s alpha for the reliability of the HLS was 0.87.
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previous studies as most publish results do not give 
responses to the individual questions. However, it can be 
broadly stated that the rates of historical loss thoughts 
and associated symptoms were higher in the current 
study than previous samples. Specifically, having “daily” 
thoughts was the most common response in this study 
compared with “yearly” and “never” in other studies [24, 
32, 35] except the original study in which “daily” was 
also the most common response [31]. The historical loss 
associated symptoms also appear to higher in this study 
with “sometimes” being the most common response 
compared to “never” as reported in previous studies [24, 
31, 35].

Previous research has found significant associations 
between substance use, other mental health symptoms, 

and historical loss thoughts/associated symptoms [4, 
8, 9, 22, 24, 30–36]. However, most previous research 
has focused on reservation populations leaving providers 
with relatively minimal insight into the experiences of the 
majority of AIs, who now live off reservations [21–32]. 
Additionally, some non-reservation studies have focused 
on a specific group (i.e., college students) rather than the 
general population [33–36]. Lastly, no identified studies 
provided a frequency analysis of the group’s historical 
loss thoughts/associated symptoms based on the 
individual questions. These results inform providers that 
some of their patients may experience more historical 
loss thoughts and/or associated symptoms but do not 
give them insight into which ones may be more frequent 
among their patients.

Table 3: Comparison of historical loss associated symptoms in an American Indian sample

Items All None Psych Sub Psych vs. none Sub vs. none Sub vs. Psych

N (percentage) (n=117) (n=55) (n=43) (n=19) OR p OR p OR p

Sadness or depression 61 
(52.1%)

29 
(52.7%)

24 
(55.8%)

8
(42.1%)

1.2
(0.5–2.7)

0.67 0.7
(0.2–1.9)

0.43 0.5
(0.2–1.6)

0.28

Anger 51 
(43.6%)

19 
(34.6%)

24 
(55.8%)

8
(42.1%)

2.5
(1.1–5.8)

0.03 1.4
(0.5–4)

0.56 0.5
(0.2–1.6)

0.28

Anxiety or nervousness 33 
(28.2%)

10 
(18.2%)

17 
(39.5%)

6
(31.6%)

3.1
(1.2–7.7)

0.02 2.2
(0.7–7.4)

0.18 0.7
(0.2–2.3)

0.60

Uncomfortable around 
white people

48 (41%) 17 
(30.9%)

18 
(41.9%)

13 
(68.4%)

1.7
(0.7–3.9)

0.23 4.8
(1.6–14.9)

0.006 2.9
(0.9–9.1)

0.07

Shame 19 
(16.2%)

2
(3.6%)

13 
(30.2%)

4
(21.1%)

11.4
(2.4–54.2)

0.002 6.8
(1.1–40.8)

0.04 0.6
(0.2–2.1)

0.43

Loss of concentration 21
(18%)

5
(9.1%)

13 
(30.2%)

3
(15.8%)

4.5
(1.5–13.9)

0.009 1.9
(0.4–8.7)

0.42 0.4
(0.1–1.7)

0.22

Isolated or distant from 
other people

23 
(19.7%)

5
(9.1%)

13 
(30.2%)

5
(26.3%)

4.4
(1.4–13.6)

0.01 3.5
(0.9–13.8)

0.07 0.8
(0.2–2.7)

0.71

A loss of sleep 10 
(8.6%)

1
(1.8%)

8 
(18.6%)

1
(5.3%)

12.5
(1.5–104.2)

0.02 2.9
(0.2–49.5)

0.45 0.2
(0.0–2.0)

0.19

Rage 26 
(22.2%)

6 
(10.9%)

14 
(32.6%)

6
(31.6%)

4.1
(1.4–11.8)

0.01 3.8
(1–13.6)

0.04 0.9
(0.3–2.9)

0.89

Fearful or distrust the 
intentions of white people

54 
(46.2%)

16 
(29.1%)

22 
(51.2%)

16 
(84.2%)

2.6
(1.1–6.1)

0.03 12.7
(3.2–49.6)

0.0003 4.8
(1.2–19.1)

0.02

Feel like it is happening 
again

70 
(59.8%)

23 
(41.8%)

31 
(72.1%)

16 
(84.2%)

3.9
(1.6–9.4)

0.002 7.4
(1.9–28.5)

0.004 1.9
(0.5–7.8)

0.38

Feel like avoiding places or 
people that remind you of 
these losses

29 
(24.8%)

11 (20%) 12 
(27.9%)

6
(31.6%)

1.6
(0.6–4.1)

0.33 1.8
(0.6–6.0)

0.31 1.2
(0.4–3.7)

0.81

aSeparate logistic regression was performed to compare the historical loss associated symptom (outcome variable, yes vs. no) among 
groups (predictive variable). Odds ratio [95% confidence level] and p-value for each comparison were reported.
bCronbach’s alpha for the reliability of the HLS was 0.76.
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Nine of the 36 historical loss thought questions 
showed significant differences between the groups. 
More numerous differences may be found with a larger 
sample size. However, the results reveal some interesting 
patterns. For all the significant questions, the psychiatric 
group showed higher rates than the control group. The 
substance group also had higher rates than the control 
group. When treating AI patients with psychiatric 
conditions or substance use disorders, these results may 
further inform providers about the specific losses that 
this population often thinks about during their lifetime.

Historical loss associated symptoms may be even 
more important than the historical loss thoughts from 
the providers’ perspective. Fifteen of the 36 HLAS 
showed significant differences between the groups. In 
nine historical loss thought questions, the psychiatric 
group showed more frequent thoughts than the control 
group. The substance group showed more frequent 
symptoms than the control group in five of the questions. 
The substance group showed more frequent symptoms in 
only one question relative to the psychiatric group. All of 
the significant relationships were in the same direction 
(i.e., the psychiatric group was more frequent than the 
control group and the substance group is more frequent 
than the control group). Perhaps predictably, the three 
questions that relate most directly to white people all 
showed significant differences (uncomfortable around 
white people, fearful or distrusting the intentions of white 
people, and feeling like the trauma is happening again). 
This may pose a challenge to providers in this country 
since most of them are white.

This study has limitations. The sample was relatively 
small which precludes multivariate analyses and the 
ability to adjust for other influencing factors. Larger 
longitudinal studies would help clarify many issues. The 
sample was also based on a convenience methodology. 
However, no more systematic methods were available for 
this urban population. Lastly, the ASEBA ASR focuses on 
symptoms rather than disorders.

CONCLUSION

Historical loss thoughts and associated symptoms 
play a significant role in the experience of AIs. This study 
explored how these affect AIs with psychiatric or substance 
use problems differently. Providers should learn more 
about HT and how it may affect their patients. Further 
research is needed to better comprehend HT among AIs 
with psychiatric or substance use issues. Specific research 
in this area can help providers identify ways to improve 
their quality of care when treating AIs, especially when 
they embrace an understanding of the complexities 
involved with HT. Therefore, to facilitate healing, 
providers need to be mindful and carefully examine the 
root causes of HT within the AI population. For providers 
to successfully create culturally specific treatment plans 
and preventative measures that are therapeutic for this 

population, they first need to acknowledge the history of 
AIs and the challenges they have endured.
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