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The Basics



Hey, I’m Autumn! 

• Tradition - “Before you tell me what you 
know, tell me who you are”

• Tsistsistas - From the mighty Southern 
Cheyenne Nation in western Oklahoma 

• 5th year PhD Candidate @ WashU

• Studying intersection of interpersonal 
violence and behavioral health among 
American Indian and Alaska Natives 



American Indians 
+ 

Alaska Natives 
at a glance 

• 5.7 million people as of 2019 – 1.7% of the 
population identify as AI/AN 

• 78% live outside tribal statistical areas

• Meaning only 22% live on reservation 

• 574 federally recognized tribes and more 
than 100 state recognized tribes 



The Problem



What went wrong?

• Natives were once the healthiest people in 
the Americas as we lived in harmony with 
one another and the natural resources 
around us.

• Colonization over the last 500 years has 
resulted in some of the worst health 
disparities in the US 

• Colonization began with the exploitation of 
Native lands and resources for settlers to 
gain wealth and power while subsequently 
making Natives dependent upon state 
resources 



Settler Colonialism

• “solve the Indian problem”
• outlawed tribal institutions, beliefs systems 

and practices, and traditional ways of life 
• imprisoning Natives for attending powwows, 

praying, and even holding traditional 
ceremonies

• in schools, Native children were not permitted 
to speak in their Native languages 



Settler Colonialism
Present Day Problems
• Systemic issues give rise to health disparities:

• Genocide
• Uprooting from homelands and tribal 

community structure
• Bans on cultural practices and language
• Racism
• Poverty
• Poor education
• Limited economic opportunity 



Health Disparities
• 28% AI/ANs live in poverty – highest rate 

among any other race in US

• Life expectancy 4.4 years less than all races 
in US 

• Continue to die at higher rates than other 
Americans

• Chronic liver disease and cirrhosis

• Diabetes mellitus

• Unintentional injuries

• Assault/homicide

• Intentional self-harm/suicide

• Chronic lower respiratory diseases 



The Proposed Solution



Federal Health Benefits 
for Natives

• Treaties exchanged aboriginal lands for federal 
trust responsibilities and benefits 

• Snyder Act (1921) authorized funds “for the relief 
of distress and conservation of health and for the 
employment of physicians for Indian tribes 
throughout the United States.” 

• Several policies since then: Transfer Act (1955), 
Indian Sanitation Facilities Act (1959), Indian 
Self-Determination and Education Assistance Act 
(1975), Indian Health Care Improvement Act (1976)

• This is a political relationship based on domestic 
sovereignty. It is not race based. 



The Indian Health Service
• “comprehensive health service delivery 

system” for approx. 2 million AI/AN 
• 45 hospitals and more than 600 facilities 
• Fund 33 urban Indian health organizations 

• IHS has been historically underfunded to 
meet the health needs of Natives

• Access to services through IHS varies across 
locations

• Natives who rely solely on IHS often lack 
access to needed care including preventive 
care and early treatment of chronic diseases



The Actual Solution: 
Indigenous Health Equity



Health Equity

• Healthy People 2020 defines health equity as 
the “attainment of the highest level of health 
for all people.” 

• Recognizes that not all people have same 
opportunity to achieve optimal health 
outcomes

• Access influenced by institutional + 
structural barriers build and sustained by 
colonization 



What hasn’t 
worked…
• We have seen very little improvement in 

our health outcomes because the 
movement for health equity has always 
been based in western cultural norms

• Why can’t we be in the stands with 
everyone else?

• Assumes the fence is the only barrier and 
that we’re all looking at the same “game” 
when it comes to health



Tribal 
Self-Determination > 
Western Equity
• We believe health equity will be achieved 

when our efforts are grounded in our 
culture and traditional knowledge systems. 

• Grounded in our own ways of knowing, 
recognizing that the answers lie within our 
cultures, and that our resilience is based in 
taking action to improve the health and 
well-being of the future generations. 

Urban Indian Health Institute



A Real World Example:
Evidence Mapping



Native Mental Health

• Suicide is the 2nd leading cause of death for 
Native youth aged 15-24

• Natives have the highest rate of suicide among 
all ethnic groups in the US

• Native youth have suicide rate 1.5x higher 
than the general population and at higher 
risk for depression and substance use

• A persistent need remains for culturally specific 
mental health interventions for Native youth 



Available Literature
• Suicide cannot be understood without the larger 

context of historical and ongoing trauma

• Colonialism impacts culture + spirituality

• Majority of research-supported treatments are built on 
assumptions of a western medical model which 
emphasizes distress + dysfunction

• Incompatible + hypocritical to use with AI/AN 

• “you cannot be the doctor if you are the disease”



My Study
• What good quality evidence exists regarding 

interventions for American Indian and Alaska 
Native youth mental health? 

• Goals:

• Map mental health interventions for AI/AN 
youth

• Move beyond prevalence statistics

• Seek out culturally-grounded, 
population-specific interventions to 
address mental health disparities 



Methods: 
Evidence Mapping

• Less exhaustive analysis of evidence, yet still 
systematic, rigorous, and replicable

• Presents extent + distribution of evidence in a broad 
clinical area 

• Highlights what is known + gaps 

• Summarize studies to incorporate evidence into 
clinical practice

• Bridge the gap between research + practice



Inclusion + Exclusion Criteria
Inclusion

• American Indian, Native American, Alaska 
Native

• Excluded outside of United States 
including First Nations in Canada and 
Indigenous populations in New Zealand

• Mental health as a whole
• Mental health, mental illness, psychiatric 

illness, mental disorder, anxiety, 
depression, and suicide

• Evidence-based practice
• EBP, intervention, EB intervention

Exclusion

• Excluded substance use only (DAP)
• Broad “behavioral health” but focused 

more on sexual behaviors, HIV/AIDS 
disparities, substance use

• Mental health measured as proxy for 
health condition like diabetes or chronic 
health condition

• Policy recommendations
• Risk + protective factors/profiles
• No outcome measurement
• Grey literature



Search Results

• Vast majority of articles were excluded based 
on search criteria

• As a result, a total of 9 interventions were 
included within the study

• While it appears to be a small amount of 
articles to include, these results are similar to 
previous work examining mental heath 
interventions for AI/AN populations 



Results

• The interventions fell into one or more of four main 
categories:

• School-based services

• Cultural adaptations

• Culture as treatment

• Community involvement 



School-based Services

• Coping with Depression for Adolescents 

• Cognitive Behavioral Intervention for Trauma in 
Schools

• Culturally adapted with Native professionals 

• Zuni Life Skills Development Program



Cultural Adaptations

• New Hope 

• Apache version of ER post-suicide 
attempt intervention, CBPR to adapt

• Living in Harmony 

• Curriculum and culturally-adapted CBT for 
PPD



Cultural as Treatment
• Our Life

• Foundation of traditional beliefs + 
practices for healing and wellbeing

• 4 main components: historical trauma, 
traditional culture, social skill building, 
strengthening family relationships

• Qungasvik

• Yup’ik for toolbox 

• Tribal specific suicide prevention 



Community 
Involvement

• Kognito Gatekeeper Simulation

• Community wide suicide prevention

• Trained community members to recognize warning signs and 
symptoms of Si and make referrals in community 

• Model Adolescent Suicide Prevention Program

• 15 year study of suicidal behavior prevention program 

• Extensive community planning program, active involvement 
tribal leadership, elders, parents, youth, healthcare 
professionals, clients, etc. 



Ultimately, Honor tribal sovereignty and self-determination, 
especially in research practice, whether it be through the 
adaptation of other research-supported treatments or the 
creation of interventions utilizing culture as treatment



Nea’ese!
Thanks for having me! 

Additional questions? 
Email: autumn.asher@wustl.edu

Twitter: @AsherBlackDeer
Website: www.autumnasherblackdeer.com  

mailto:autumn.asher@wustl.edu
http://www.autumnasherblackdeer.com/
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