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Reconceptualizing Native Women's Health:
An "Indigenist" Stress-Coping Model
This commentaty presents an "In-

Karina L. Walters, PhD, MSW, and Jane M. Simoni, PhD

digenist" model of Native women's
health, a stress-coping paradigm
tiiat situates Native women's heaith
within the larger context of their sta-

A people it not defeated until the
hearts of its women are on the
ground.

tus as a coionized people. The
modei is grounded in empirical evidence that traumas such as the
"soui wound" of historical and contemporary discrimination among
Native women infiuence health and
mentai health outcomes. The preliminary model aiso incorporates
culturai resilience, inciuding as
moderators identity, encuituration,
spiritual coping, and traditional
healing practices.
Current epidemiologicai data on
Native women's general heaith and
mental heaith are reconsidered
within the framework of this model.
[Am J Public Health. 2002;92:
520-524)

Traditional Cheyenne proverb
CORN W O M A N OF THE

Cherokee, Spider Woman of the
Hopi, Grandmother Turtle and
Sky Woman of the Haudenosaunee—these and other spiritual
female figures reflect the sacred
and central positions that women
have held among indigenous nations over many centuries. Contemporarily, Native women's
power is manifested in their roles
as sacred life givers, teachers, socializers of children, healers, doctors, seers, and wanioi-s.' With
their status in these powerftil
roles. Native women have
formed the core of indigenous resistance to colonization,^ and the
health of their communities in
many ways depends upon tliem.
Any discussion of the health of
Native women must begin with a
consideration of their "fourth
world" context According to
O'NeHl^ fourth world reiers to sit-

uations in which a minority indigenous population exists in a
nation wherein institutionalized
power and privilege are held by
a colonizing, subordinating majority. An "indigenist" perspective
is a progressive. Native viewpoint
that acknowledges the colonized
or fourth world position of Na-
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tives in the United States and advocates for their empowerment
and sovereignty.''
Subordination of indigenous
populations in the United States
has taken many forms. The US
government has sponsored polides of genocide and etlinocide,
including distribution of small
pox-laden blankets by the US
army, forced removal and relocation of Natives from traditional
land bases, and disproportionate
placements of Native children
into non-Native custodial care.*
DLsempowerment of Native
women specifically was a piimary
goal of the colordzers, with the intent of destabilizing and, ultimately, exerting colonial domination over each indigenous nation.''
For example, among the Cherokee, a traditionally matriarchal
society, the British decreased the
power of women by "educating"
Cherokee males in European
ways, encouraging marriage to
non-Native women, and privileging mixed-blood male offspring
in nation-to-nation negotiations.''
During the 1970s, the Indian
Health Service (IHS) oversaw the
nonconsensual sterilization of approximately 40% of Native
women of childhearing age.^
More recently. Native women's
anecdotal reports indicate that
Medicare has denied flmding for
the removal of Norplant contra-

ceptive devices, despite their
high risk for deleterious side effects in women with diabetes.
The cumulative eftects of these
injustices have been characterized as a "soul wound" among
Native peoples^ and constitute
considerable "historical trauma."^
Our evolving work on Native
women's health has led to a
stress-coping model that incorporates an indigenist perspective.
After presenting pertinent sociodemographic data, we describe
this model along with data substantiating the need to consider
historical trauma and current
trauma as key stressors in the
lives of Native women. Current
epidemioiogical data on Native
women are reconsidered from
this perspective.
SOCIODEMOGRAPHICS
The 2.3 million American Indians and Alaska Natives residing in the United States constitute approximately 1 % of the
total population, and this group
is expected to grow 44% (to 2.9
million) by tbe year 2030.'^* According to census data from
1990, Natives, in comparison
with the overall US population,
were younger (39% vs 29%
younger than 20 years), were
more likely to reside in a female-headed household (27%
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vs 17%), had larger families (3.6
vs 3.2 members), had lower
high school graduation rates
(66% vs 75%), and were more
likely to live below the poverty
level (47% vs 13%).*'^ Native
women, who represent 51% of
the total Native population, are
relatively young (median age:
23.3 years) and have a life expectancy rate of 74.7 years, 4.2
years less than the rate for US
women overall.'" The mean income for employed Native
women in 1989 was $14 800,
$3000 less than that for employed Native men.'^
AN INDIGENIST STRESSCOPING MODEL OF
NATIVE WOMEN'S HEALTH
How do Native women cope
with life stressors in the face of
colonization, and what effects
do life stressors have on their

STRESS

Trauma
Historical trauma
Discrimination
Traumatic life events
Physical and sexual
assaults/ abuse

health? These questions have
been at the heart of our development of an indigenist stresscoping paradigm. As can be
seen in Figure 1, our modified
stress-coping model posits that
the effect of life stressors (e.g.,
historical trauma) on health is
moderated by cultural factors
such as identity attitudes that
function as buffers, strengthening psychological and emotional
health and mitigating the effects
of stressors.
Our model is theoretically situated within the work of Dinges
and Joos'^ and Krieger''' Dinges
and Joos elaborated on an earlier
model of stress and coping by induding stressful and traumatic
life events. In their model, environmental contexts and person
factors are identified as potential
mediators or moderators of
stressful life events, and wellness
outcomes depend on the interac-

COPING

Cultural
Buffers
Identity attitudes
Enculturation
Spiritual coping
Traditional health
practices

tions of internal processes with
stress states. They found this
model to be applicable to Native
populations.
Krieger's work incorporates
the health consequences of discrimination and ecosocial theory,
highlighting the importance of
incorporating identity processes
and expressions of self as moderators of the discriminationhealth outcomes relationship.'"'
With respect to the ecosocial
framework, our model delineates
the pathways between social experiences and health outcomes,
thus providing a coherent means
of integrating social, psychological, and cultural reasoning about
discrimination and other forms
of trauma as determinants of
health.
In the sections to follow, we
describe the model's components, including Native women's
health outcomes, the traumatic

HEALTH OUTCOMES

Health
HIV risk
Morbidity
Alcohol/Drug
Use / abuse
Dependence
Mental Health
PTSD/anxiety
Depression

Me. PTSD = posttrautratic stress disorder.

FIGURE 1-lndigenist model of trauma, coping, aiid health outcomes for American Indian women.
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stressors they encounter, relationships between these stressors
and health outcomes, and the
stress-buffering role of cultural
factors.
CONTEMPORARY HEALTH
OF NATIVE WOMEN
There are few comprehensive
reviews of Native women's
health (e.g., Kauf&nan and
Joseph-Fox' and Joe"). Centers
for Disease Control and Prevention data spanning 1994 to
1998 indicate that rates for most
of the top 10 causes of death
among Native women are similar
to or lower than rates among
women of all races: major cardiovascular disease, 192.9 per
100000 and 307.3, respectively;
heart disease, 140.3 and 228.8;
malignant neoplasms, 113.3 and
171.6; ischemic heart disease,
94.2 and 161.7; cerebrovascular
disease, 40.1 and 59.6; lung cancer, 25.0 and 41.3; sind pneumonia and influenza, 22.4 and
29.0.'"
However, Native women have
higher death rates due to diabetes (45.4 vs 22.4), all types of
accidents combined (38.1 vs
22.0), motor vehicle accidents
(22.7 vs 10.5), chronic liver disease and cirrhosis (20.5 vs 6.1),
alcohol abuse (20.3 vs 3.5), and
suicide (5.2 vs 4.4). Native
women are second only to African American women in terms of
death rates due to homicide (4.8
vs 9.0) and drug abuse (4.7 vs
4.8). Native women's ageadjusted cervical cancer death
rate during the period 1994 to
1996 was 52% higher than the
all-race rate in 1995 (3.8 vs.
2.5).'°
The infant mortality rate for
Natives residing within the 35state IHS area is 22% higher
than the overall US rate (9.3 vs
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7,6 per 1000 live births),'" Factors related to this increased
mortality include Native women's
lower rates of prenatal care in
the first trimester (18% lower
than for all races combined),
higher rates of alcohol consumption during pregnancy (3 times
higher than for all races combined), and higher rates of tobacco use during pregnancy (1,5
times higher than lor all races
combined),'"
The relatively low number of
reported AIDS cases among Native women belies the many factors contributing to the increased
vulnerability of these women to
HIV infection,'' Moreover, problems associated with racial misdassification may result in serious underestimations of HIV
rates among Native women, "'•'^
One study revealed that in 3
western states, HIV rates among
third-trimester Native women
were 4 to 8 times higher than
rates among childbearing women
of all other races,'^ It has also
been shown that Native female
sexually transmitted disease patients in urban areas have HIV
rates 1,5 times higher than their
rural counterparts. Fisher and
colleagues''' found that White
men who had sex with both
White and Alaska Native women
were significantly less likely to
use condoms vrith Alaska Native
women.
High rates of psychiatric problems and related comorbidity
have been reported in many Native communities (with frequency estimates ranging from
200/0-630/0 of adult populations),
often higher than rates exhibited
by non-Native groups,^" Depression is among the most prevalent
psychiatric disorders in Native
communities,^' and it has been
associated with living in urban
areas and with substance

'^'^ Rates of cooccurrence
of mental health problems and
substance abuse problems are
estimated to be as high as 80%
among Natives,^*
Although more than 60% of
Natives live in urban settings,
only a handful of studies provide
any relevant data on the healthrelated concerns of such individuals, and none, to our knowledge, have focused spedfically
on women. It has been shown
that there are higher rates of infant mortality, low birthweight,
and alcohol- and injury-related
mortality among urban Natives
than among rural Natives,^^ Furthermore, urban Native mothers
have been shown to be 50%
more likely than rural Native
mothers to delay prenatal care
or receive no such care. These
data, along with the finding that
only 2o/o of IHS funding serves
urban communities, suggest that
urban Natives are at a disproportionate risk for health-related
Absent a fourtli world context,
interpreting epidemiological data
such as these leads to problematic
interpretations of Native women's
health statistics. As noted by
Browne and Fiske,^' failure to account for sodoemdronmental
contexts can lead to pathologized
perceptions of Natives, reinforce
power inequities, and perpetuate
paternalism and dependency in
regard to health care,^* Many of
the behavioral health problems
(e,g,, diabetes, alcoholism) of Native women are directly connected to their colonized status
and to associated forms of environmental, institutional, and interpersonal discrimination.
For example, among Tohono
O'Odham living within US
boundaries, adult diabetes rates
exceed 50%; however, their
counterparts in Mexico, who

have access to a traditional diet,
have diabetes rates well below
the national average. Other operative factors include environmental barriers such as inadequate
transportation, limited availability
and accessibility of services, institutionalized discrimination, and
avoidance of health care systems
that ai-e not deemed ailturally

TRAUMATIC LIFE
STRESSORS
Natives are victims of violent
crimes at an annual rate of 124
per 1000, more than 2,5 times
the national average,'^ Native
women are disproportionately affected by violence at a rate almost 500/0 higher than that reported for African American
males. In addition, the violent
crime rate among Native women
(98 per 1000) is higher than that
among women of any other ethnic group. Furthermore, Natives
are more likely than members of
other radal groups to report interradal violence, and Native victims of sexual assault report that
900/0 of the assailants are African Ainerican or European
American,
It has been shown that Native
women are at increased risk of
experiencing physical and sexual
assault"^^"^' as well as child abuse
and neglect,^^ In fact, during
1992 to 1995, Natives and
Asians were the only ethnic/
racial groups to show increases
in substantiated rates of child
abuse or neglect of children
younger than 15 years,
RELATIONSHIP BETWEEN
TRAUMA AND HEALTH
OUTCOMES
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There is ample evidence of the
effects of discrimination and dif-

ferent types of trauma on the
health outcomes of non-Native
populations. Discrimination has
been related to psychological distress,^^ global measures of distress,'^* depressive symptoms,
anxiety symptoms,^^ poor physical health, and high blood pressure,'^ Recent evidence suggests
that a combination of oppression
and the chronic strains assodated
with multiple forms of discrimination may lead to more cumulative physical and mental health
symptoms among people of
Among women of color, perceptions of racism or genderbased discrimination have been
related to increased stress,''^ depression,'''' psychological distress,'"'''" h3?pertension,*^ higher
blood pressure levels,^" and decreased satisfaction 'with medical
care,''"' One study showed that
invalidating encounters within
mainstream health care systems
and routinization in regard to
service delivery affected the
quality of care experienced by
Native women and recapitulated
daily discriminatoiy encounters
endured by the women outside
health cai'e systems,^^ Among
Native female youths, discrimination has been found to be related
to withdrawn behavior, anxiety,
depression, and physical complaints related to stress,'*''
The high rates of posttraumatic stress disorder (FTSD)*^'^^
and other psychological distress
experienced by Natives may be
due to elevated rates of 'violence.
However, historic traumas (e,g,,
boarding school exposure, coercive migration, and non-Native
custodial care placements) must
also be considered, Robin et al,**
presented data supporting the
supposition that both specific
trauma and cumulative trauma
among Natives are significant fac-
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tors in their high rates of substance use and abiise, traumatic
depression, and PTSD. Along
with their alcohol and sexual risk
behavior, high rates of childhood
abuse, unresolved grief and
trauma, and PTSD may affect
Native women's health.*^'*"

roots and teas) and healing practices (e.g., use of a sweat lodge in
ritual purification) may have intrinsic benefits directly connected
to positive health outcomes
among Natives.^'^'^^

CULTURAL BUFFERS
Clearly, not every Native
woman under stress develops
health-related problems. What
are the factors that might buffer
or moderate the vulnerability of
Native women? Research on
urban Native samples has suggested that identity attitudes (i.e.,
the extent to which one internalizes or externalizes attitudes toward oneself and one's group)
are important in enhancing selfesteem, coping with psychological distress, and avoiding depression.**^ Likewise, Zimmerman
and colleagues^" proposed that
enculturation, or the process by
which individuals leam about
and identify with their minority
culture, is a protective mechanism that can either mitigate the
negative effects of stressors or
enhance the effects of buffers,
decreasing the probability of negative outeomes such as drinking
problems.

The health problems of Native
women are not simply an artifact
of Native genetics, culture, or
lifestyle. An examination of these
women's sociodemographic vulnerabilities and fourth world context suggests that poverty, geography, racism, and discrimination
undermine physical health and
mental health outcomes, as they
do among other marginalized
populations. However, fourth
world dynamics uniquely affect
Native peoples living within the
United States, and they may have
distinctive effects on Native
women's healtli. Precisely how
historical and current traumas
(e.g., unresolved grief and
mourning related to loss of land
and place and the negotiation of
invisibility' in urban settings) affect the health of Native populations has yet to be empirically
documented. Within indigenous
communities, however, these
stressors are viewed as key factors related to health.

Empirical studies have suggested that spiritual methods of
coping are associated with psychological, sodal, and physical
adjustment to stressful Life events
as well as •with physical and mental health status.^' Moreover, it
has been shown that spiritual
coping continues to predict significant variance in outcomes even
after control for the effects of
nonspiritual coping measures and
global religious measures.'^'^^ Finally, recent data suggest that immersion in traditional health
practices (e.g., use of indigenous

The model introduced here
represents a preliminary attempt
to articulate the stress and coping
processes operating in the fourth
world context of Native women.
Importantly, the model highlights
protective or buffering factors, in
contrast to the focus on pathology that characterizes much of
the research on Native peoples.
Interpreting the vulnerabilities of
Native women within the context
of their historic and contemporary oppression while capitalizing
on their strengths represents an
indigenist perspective tliat will

assist public health researchers
and practitioners in promoting
the individual health and wellbeing of these women and, ultimately, the health and well-being
of indigenous communities and
nations. •

CONCLUSION
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