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ABSTRACT

Characteristics of Internalizing Social-Emotional Behaviors

of Southwestern Native American Children

by

Carolyn Thomas Morris, Doctor of Philosophy
Utah State University, 1998

Major Professor: Dr. Susan L. Crowley
Department: Psychology

The knowledge base targeting internalizing symptomatology in Native American
children is surprisingly limited. As yet, it is not clear if the process and symptoms of
internalizing disorders are the same across cultures. The need for further investigation is
heightened by the fact that, compared to the majority population, Native Americans are
believed to be at greater risk for psychological problems because of impoverished conditions,
high unemployment, and high numbers of traumatic events on the reservations. Additionally,
the losses of traditional culture and language are considered risk factors for greater
psychopathology. The negative ramifications of internalizing disorders (e.g., depression and
anxiety) include academic failure, lowered social skills and self-esteem, and greater risk for
substance abuse and suicide. Furthermore, evidence suggests that all children with mental
disorders are at high risk for severe psychopathology when left unidentified or untreated. It
seems clear that additional research is needed to better understand internalizing symptoms
among members of this cultural group.

To help meet this need, the present study focused on internalizing disorders among




iv
Native American children from the southwest, utilizing a portion of extant data from the
Flower of Two Soils Project. This project was one of very few methodologically sound studies
that have been successful in obtaining multisource, multimethod data on social, emotional, and
behavioral functioning of Native American children. Data were collected using a modified
version of the Child Behavior Checklist (CBCL), Youth Self-Report (YSR), and Teacher’s
Report Form (TRF) assessment instruments for parents, teachers, and children.

Findings with respect to elementary school-aged children found relatively high rates of
depression, anxiety, somatization symptoms and, potentially, disorders. These findings are a
cause for concern among parents, teachers, and all agencies responsible for children’s mental
health. Across all three informant groups a consistent pattern of negative correlations was
observed between internalizing symptoms and child competencies. This finding is consistent
with previous findings for the general population. However, competitiveness and academic
achievement were positively correlated with internalizing symptoms, perhaps indicating that an
emphasis on competitiveness and individual achievement is stressful for children from a
collectivistic Native American culture.

This was a descriptive study providing broad exploratory information, but there
remains a need for more focused research identifying mutivariate relationships among relevant
variables. These findings should be cautiously interpreted and with due consideration for the
specific cultural and historical context of children and families. Recommendations are included
for research and practice.

(125 pages)
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CHAPTER ]

INTRODUCTION

Statement of the Problem

The prevalence and overall seriousness of emotional and behavioral disorders of children
are becoming progressively greater (Bickman & Rog, 1995). An estimated 12% of all children
have a diagnosable mental health disorder (approximately 7.5 million children), half of whom are
estimated to have a serious mental health disorder (Saxe, Cross, & Silverman, 1987). Children
with mental health problems are at high risk for later adult psychopathology when left
unidentified or untreated (Quay, 1986a).

Behavioral and emotional problems in children are usually grouped into two broad
classes identified as internalizing and externalizing domains (Cicchetti & Toth, 1991).
Internalizing symptoms entail excessive emotional distress and responses directed against the
self, resulting in anxiety, depression, social withdrawal, and self-deprecation (Achenbach, 1982;
Achenbach & Edelbrock, 1984; Quay, 1986a; Quay & LaGreca, 1986). Conversely, symptoms of
externalizing problems include hyperactivity and delinquent and aggressive behavioral patterns
that are characteristic of violating the norms of society (Achenbach, 1966).

Internalizing problems are the most common pattern of psychopathology found in
children and are considered to be an “overcontrolled” form of psychopathology (Achenbach,
1982; Achenbach & Edelbrock, 1984; Quay, 1986a). Because of their covert, subjective nature,
internalizing disorders are difficult to study and are often overlooked by children’s caregivers
and teachers (Cytryn & McKnew, 1996). In short, internalizing disorders among children
represent an extensive and serious problem that is difficult to address. For these reasons, the

present study will focus on internalizing disorders.
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The question naturally arises as to what extent and whether types of symptoms found in
the internalizing dimension are similar across diverse cultures. Many ethnic minority youth have
unique mental health issues, partly because of being culturally different and living under
disadvantaged conditions (Rivers & Morrow, 1995). Although internalizing symptoms and
related psychological disorders are a problem for all children, with minority children these
problems may be even greater. The National Center for Health Statistics (1991a, 1991b) reports
psychological problems have a greater impact on minority members than on Caucasian children.
These psychological problems continue to increase as ethnic populations grow, primarily within
the younger age groups (Aponte & Crouch, 1995).

Research studies conducted with African Americans suggest higher rates of depression in
this population than are found among European Americans, and these disorders are frequently
undetected, undiagnosed, and untreated (Dembo, 1988; Gibbs, 1982). Other studies suggest that
Hispanic, Asian American, and Native American youth present high frequency of mental health
problems because minority group status is associated with higher overall stress level and
psychological maladjustment (Gibbs, 1984; Myers, 1989; Tolmach, 1985). Additionally, Canino
and Spurlock (1996) found in a group of Puerto Rican children that the most common
internalizing symptoms were sleep disturbances, anxiety, and fears. Furthermore, some evidence
suggests that psychopathology is associated with low socioeconomic status, male gender, young
age, poor medical history, and living in a stressful environment (Bird, Gould, Yager, Staghezza,
& Canino, 1989). Children from disadvantaged or disturbed families were often found to have
low self-esteem. Additionally, internalizing symptoms such as sleep disturbance, somatic
complaints, fearfulness, and withdrawal are commonly found in these groups of children
(Beitchman, Zucker, Hood., DaCosta, & Akman, 1991). A review of the literature (McShane,

1988) indicates there is little empirical research describing internalizing disorders among Native




American children. Therefore, the present study will focus on internalizing problems (such as

depression, anxiety, and somatization) in Navajo children.

Internalizing Disorders and Native American Children: An Overview

The research on majority children indicates that internalizing disorders affect between
7% and 33% of children depending on the definition and severity of symptom criteria used to
identify cases (Petersen et al., 1993). The prevalence of internalizing disorders in children varies
depending on the disorder studied and diagnostic criteria utilized. Childhood depression has been
identified as one of the leading mental health disorders among all children. Both anxiety and
depression may lead to psychopathology when left unidentified or untreated in children (Quay,
1986a). Children who have a notable depressive syndrome are likely to have continuous or
recurrent bouts of depression, as well as other persistent psychiatric difficulties (Kovacs,
Feinberg, Novak-Crouse, Paulauskas, & Finkelstein, 1984).

Prevalence estimates for the most common internalizing problems in childhood (i.e.,
depression and anxiety) have ranged from 2% to 7.3%, with a median prevalence estimate of
3.9% (Walters, 1996). Generalized and specific fears are also very common in childhood (Morris
& Kratochwill, 1990). According to the Diagnostic and Statistical Manual of Mental Disorders
(DSM-1V, 1994), separation anxiety disorder is common in children and adolescents with
prevalence estimates averaging about 4% in this population (DSM-IV, 1994). The research on
internalizing disorders to date has focused primarily on majority children with few prevalence
estimates available for minority children.

There is little information on internalizing disorders among Native children in the
literature. Therefore, an examination of related research on Native American child and

adolescent mental health and disorders may be informative. American Indian adolescents have
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more serious mental health problems than the overall U.S. population (U.S. Office of Technology
Assessment, 1990; USOTA). This finding was supported by Indian Health Services (IHS)
suggesting Native American adolescents living on Indian reservations display excessive mental
health problems in comparison to the general population (Nelson, 1989). Berlin (1986) found
emotional and behavioral problems among Native American adolescents similar to the majority
adolescent population. However, the prevalence of psychological problems was greater,
problems were more severe, and treatment was more challenging in a Native American
population as compared to the majority culture. Furthermore, a national survey of 14,000 Native
American youth found that 11.4% experience hopelessness, 6.6% worry about losing their mind,
and 18.3% experience constant sadness (University of Minnesota Adolescent Health Program,
1992). Other findings report that Indian youths have more serious problems than youth of other
ethnic minority groups with respect to posttraumatic stress disorder (PTSD), depression, suicide,
anxiety, substance abuse, adjustment and behavior disorders, and issues related to cultural
identity (USOTA, 1990).

In the same vein, reports from the Navajo Children’s Summit (Joe, 1996; Smithson,
1996) suggest that children of the Navajo tribe face greater risks than majority children due to
having to synthesize ways of life from two different cultures and often contending with family
violence, being in a single-parent family, alcoholism, child sexual abuse, child physical abuse,
and poverty. This was also evident in empirical findings suggesting that the high rates of
behavioral and emotional problems may possibly emerge from dysfunctional families,
alcoholism, abuse, violence, neglect, and loss of cultural and social supports (Nelson, 1989;
Dinges & Duong-Tran, 1993).

Mental health researchers have devoted their energies to the study of patterns of

maladaption and incompetence (Garmezy, 1983). With ethnic minority populations growing
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(Rivers & Morrow, 1995), the sheer numbers of internalizing disorders and related psychological
disorders among minority youths, including Native Americans, may increase in the future. These
circumstances have generated a serious need for accurate information describing positive aspects
of children’s social, emotional, and behavioral functioning. In particular, information regarding
social and behavioral competencies is critical for effective mental heaith promotion, for
prevention of specific internalizing problems, and for treating such problems when they arise.
Mental health professionals have identified the need to improve quality of mental health
services for Native American families and children (Shore, 1989). However, empirical research
on mental disorders among Native American children, in particular childhood depression and
anxiety of Navajo children, has been meager. In recent years, few studies have been conducted,
due to the tedious approval process with tribal governments. The negotiation and approval
process for community research on any Indian reservation involves significant time, preparation,
and expense (Norton & Manson, 1996). The dilemma of the need for community based research,
combined with the difficulties of doing such research, has been a long-standing challenge for
many in the field of Native American mental health. The ambiguity of findings from the few
studies makes it challenging to understand the incidence, prevalence, and significance of
internalizing disorders in children in all Native American communities, including the Navajo

Reservation.

Study Purpose and Research Questions

The purpose of the study was to determine the prevalence of internalizing symptoms, and
the relationships among internalizing symptoms, competencies, and family variables, as defined
within a Western culture, with a sample of Native American children and families who live on a

reservation. The lack of information and sparse empirical studies on internalizing disorders




among Native American youth clearly show the need for additional research in this area. The
current project will focus on a sample of elementary school-age Navajo children from the Flower
of Two Soils Project (Beiser, 1989; Sack, Beiser, Phillips, & Baker-Brown, 1993). The Flower of
Two Soils Project was an epidemiological study jointly funded by the National Institute of
Mental Health (NIMH), the National Health Research Development Program of Canada, and the
W.T. Grant Foundation.

The wealth of data collected from the sample of Navajo children and families who
participated in the Flower of Two Soils Project has not yet been fully analyzed. Therefore, to
help meet this need, the present study utilizes a portion of the extant data set from the Flower of
Two Soils Project (Beiser, 1989; Sack et al., 1993), a longitudinal study of mental health and
competencies across Native American groups. The extant data set from the Flower of Two Soils
is now 10 years old, and this constitutes a limitation of the present study. However, this project
has been the only methodologically rigorous study that has been successful in obtaining
information on social, emotional, and behavioral functioning from Navajo caretakers, children,
and teachers. The following research questions will serve to guide the study:

1. What is the prevalence rate of internalizing symptoms as reported by parents,
teachers, and children?

2. What is the relationship among internalizing symptoms, social competence,
instrumental competence, language ability, community mindedness, competitiveness, and
academic achievement, within and across information sources?

3. What is the relationship between intemnalizing symptoms and family characteristics?




CHAPTER I

REVIEW OF THE LITERATURE

In the literature review that follows, topics relevant to understanding the history of
internalizing disorders in school-age children, specifically depression and anxiety, will be
outlined. These topics include: (a) taxonomies of childhood psychopathology, (b) behavioral
dimensions and the Child Behavior Checklist, (c) specific types of internalizing disorders, (d)
comorbidity of depression and anxiety symptoms, (e) competencies and protective factors, (f)
correlates of internalizing disorders, (g) internalizing disorders and Native Americans, (h)
Navajo culture, (i) acculturation, (j) health and mental disorders among Navajo, and (k)

cultural shaping of etiology and symptomology.
Taxonomies of Childhood Psychopathology

The continuous movement in developing empirically sound taxonomies of child
psychopathology has resulted in the classification of behavioral and emotional problems into
two broad global syndrome areas, most commonly referred to as internalizing and externalizing
disorders (Achenbach, 1966). The broad dimensions of classification are based on factor
analytical studies identifying two general classification areas in what has been called the
behavioral dimensions approach (Merrell, 1994). This approach is an empirically sound method
for categorizing behavioral, social, and emotional problems exhibited by children and youth.
The paradigm used in the behavioral dimensions approach is rooted in empirical methods of
measuring behavior and complex statistical procedures that allow for the identification of
behavioral clusters; that is, clusters of intercorrelated behaviors. The use of these techniques in

classification became prominent between the late 1960s and 1980s, mainly through the work of




Thomas Achenbach and his colleagues (Achenbach, 1982; Achenbach & Edelbrock, 1978,
1981, 1984) and by Herbert Quay and his colleagues (Quay, 1977, 1986b; Quay & Peterson,
1967, 1987). These investigators developed and enhanced classification of behavioral problems
through the use of sophisticated rating scales with empirically derived factor structures.

The broad band approach developed by Achenbach has been useful in showing
commonalities across a wide range of internalizing disorders. For instance, Reynolds (1990)
indicated that aspects of multivariate behavioral dimensions can be found in the Diagnostic and
Statistical Manual of Mental Disorders (3rd ed.; American Psychiatric Association, 1980).

These patterns continue to be evident in the recent DSM-IV (1994).
Behavioral Dimensions and the Child Behavior Checklist System

In the process of developing a classification system for identifying behavior problems
Achenbach (1966) began with a behavior problem checklist obtained from a survey of existing
literature and case histories of 1,000 child psychiatric patients. The checklist was later
transformed into the Child Behavior Checklist, or CBCL (Achenbach, 1978). The CBCL
encompassed a diverse array of behavior problem items and items reflecting adaptive
competencies, including participation in various activities, social relationships, and school
success. The CBCL is filled out by the parent or parent surrogates. The CBCL led to the
development of the Youth Self-Report (YSR) and the Teacher’s Report Form (TRF), as
additional sources of information from children and teachers on social and emotional problems
and adaptive behavioral competencies. The YSR is a self-report instrument. The TREF is filled
out by teachers rating students on items related to emotional functioning, school performance;
and adaptive functioning. The CBCL, YSR, and the TRF are all a part of the multiaxial CBCL

system, intended for use as a "cross-informant” assessment instrument (Achenbach, 1991;




Merrell, 1994), and for identifying patterns of reported problems that characterize symptoms
into either internalizing or externalizing dimensions, with a separate factor that includes
behavioral indicators of thought problems. There’s also subscales for social problems and
attention problems that don’t fall in the internalizing or externalizing scale

In the various stages of development of both parent and teacher rating scales of the
CBCL, Achenbach and his colleagues utilized a factor analytic methodology in identifying two
general classification dimensions referred to as broad band syndromes that accounted for many
related emotional and behavioral problems in children and adolescents (Achenbach, 1991;
Reynolds, 1990).

The two broad band syndromes utilized in the CBCL system are internalizing
behavioral problems that relate to overcontrolled behavior, and externalizing problems that
relate to undercontrolled behaviors, with a separate factor that includes behavioral indicators of
thought problems. Internalizing types of behavior or symptoms may include excessive
emotional distress such as crying, or other responses directed against the self resulting in
anxiety, depression, social withdrawal, and self-deprecation (Quay & LaGreca, 1986). The
broad band internalizing dimension encompasses several narrow band syndromes. The narrow
band syndromes are smaller behavioral clusters indicating specific types of behavioral, social,
or emotional problems. The narrow band syndromes that form the internalizing grouping are
withdrawn, somatic complaints, and anxiety/depression. Specific examples of internalizing
narrow band symptoms inciude problem areas related to anxiety, fear, shyness, low self-
esteem, sadness, suicide, and depression (Reynolds, 1990; Ollendick & King, 1994).

Internalizing symptoms are particularly in need of further research because they are
often difficult to detect and can be mingled with other sociocultural conditions. Poznanski and

Zrull, (1970), suggested depressive symptoms such as guilt, feelings of rejection, lethargy, low
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self-esteem, and negative self-image are difficult to observe, making an assessment more
difficult in detecting internalizing problems in school children. Some consensus has emerged
among educators in the field that internalizing disorders are not detected early in the elementary
schools because teachers are often busy with disruptive children (Seppa, 1997). Internalizing
symptoms are often more disturbing for a child than others around him or her, given the self-
directed nature of these disorders, making it difficult for school personnel and parents to

recognize problematic internalizing symptoms in children (Cytryn & McKnew, 1996).
Specific Types of Internalizing Disorders

This section of the literature review will focus on narrow band internalizing disorders
such as depression, anxiety, somatic complaints, and social withdrawal in school-age children.
These topics include: (a) historical perspectives on depression, (b) childhood depression, (c)
prevalence of depressive disorders, (d) childhood anxiety, (e) phobias, (f) separation anxiety,
(g) overanxious disorder of childhood, (h) posttraumatic syndrome, (i) prevalence of anxiety

disorders, (j) somatic complaints, and (k) social withdrawal.

Historical Perspectives on Depression

Recognition of depression as a form of psychopathology has been do.cumented since
ancient Greece (Horthersall, 1990; Weller & Weller, 1984). Hippocrates is cited (470-360 BC)
as among the earliest to identify and define melancholia as one of the primary forms of mental
disorders (Horthersall, 1990; Weller & Weller, 1984). Robert Burton noted in his 1621 paper,
"The Anatomy of Melancholy,"” that children can become "so disheartened and cowed, that
they never after have any courage, a merry hour in their lives, or take pleasure in anything"

(Burton, cited in Weller & Weller, 1984, p. 38). Recent history suggests that for some years
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children were considered never to be depressed; however, in recent literature there appears to
be agreement regarding the existence of childhood depression and basic symptoms of
depression that are the same from child to child, no matter their social class or family

environment (Cytryn & McKnew, 1996).

Childhood Depression

Childhood depression has been generally recognized as a distinct illness for over 20
years (Cytryn & McKnew, 1996). It is marked by mood and behavioral signs which may
include sadness of facial expression, crying, slowness of movement, emotional reactions such
as irritability, disturbances of appetite or sleep, school failure, and/or physical complaints for
which no physical cause can be found. In verbal expression of depression through talking or
writing, the child may reveal feelings of hopelessness, helplessness, unattractiveness, being
unloved, guilt, suicidal ideation, sadness, a feeling of worthlessness, and a conviction that
nothing one can do matters. If left untreated, children who are significantly depressed have an
unfavorable prognosis, at least in adolescence (Apter et al., 1982; Poznanski, Krahenbuhl, &
Znull, 1976).

Cantwell (1990) noted three common terms used in explaining depression: depression
as a symptom, depression as a syndrome, and depression within the framework of a depressive
disorder. Firstly, depression as a symptom is a state that is common to all mankind. It is
marked by feeling unhappy, sad, low, or being "down in the dumps,” blue, or despondent
(Hammen & Zupan, 1984; Merrell, 1994). These subjective markers are usually transitory,
lasting a few hours or a few days, generally have minimal impact on the functioning of the
individual, and are only a small part of the full-blown depressive syndrome or disorder (Cytryn

& McKnew, 1996). Under many circumstances, a depressed mood may be an appropriate
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reaction, for example, when a loved one dies or when a person suffers other losses. Transitory
depressive moods are not usually a cause for concern or intervention.

Secondly, depression as a syndrome, or depressive sympotomology, is described as a
constellation of problems or a grouping of signs and symptoms that occur together to constitute
a recognizable condition. A depressive syndrome commonly involves not only mood changes
but additional changes in psychomotor functioning, cognitive performance, and motivation

(Cantwell, 1990). According to the DSM-IV (1994), a syndrome is less specific than the

disorder or disease. For example, a child may show both an unhappy mood and a sense of self-
deprecation. Other symptoms associated with the syndrome of depression include sleep
disturbance, lessened desire to socialize with peers, change in attitude toward school, change in
school performance, physical complaints, loss of usual energy, and unusual change in appetite
or weight. Certain symptoms such as somatic complaints, irritability, and social withdrawal
have been identified as particularly common in children (DSM-IV, 1994). Although multiple
depressive symptoms within the syndrome may be present, a child may not meet criteria for

any of the diagnoses subsumed under the DSM-IV (1994) general category of mood disorders.

Thirdly, depression as a disorder includes a set of symptoms which meet specific
diagnostic criteria as within the context of the DSM-IV (1994) classification system. The
criteria used for adults are also used for children. DSM-IV (1994) lists three types of
depression: (a) major depressive disorder, single episode; (b) major depressive disorder,
recurrent; and (c) dysthymic disorder.

Major depressive disorder, single episode, corresponds to what is often called acute
depression, and major depressive disorder, recurrent and dysthymic disorder correspond to
what is often referred to as chronic depression (Cytryn & MCNEW, 1996). To meet the

criteria for major depression, adolescents and children, like adults, must have experienced at
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least five or more symptoms during the same 2-week period. For children and adolescents, at
least one of the symptoms must be either a depressed (or irritable) mood or loss of interest or
pleasure. The other symptoms must be from among the following: (a) changes in weight or
failure to make anticipated weight gains, (b) disturbance of sleep, (c) slowness of movement or
psychomotor agitation, (d) loss of pleasure and energy, (e) feelings of worthlessness or
abnormal amounts of guilt, and (f) thoughts of death, including repeated suicidal ideation or
plans for suicide, as well as attempts. All of these may not be present in one individual, but at

least five must be present for a diagnosis of major depression.

Prevalence of Depressive Disorders

The prevalence of major depressive disorder in children ages 4 to 15 years approaches
3% and more than doubles in adolescence (Fleming & Offord, 1990). Costello (1989)
suggested that the prevalence rate of depressive disorders in children and adolescents ranges
from about 1% to 5.2%. Depressive disorders are not very common among prepubertal
children but often become more common in adolescents. Some research findings suggest
controversy about male-to-female ratio of depressive disorders among prepubertal children
(Beitchman, Inglis, & Schachter, 1992). In prepubenrtal children, boys and girls are equally
affected (APA, 1994), but some studies indicate that depressive episodes occur twice as
frequently in girls as in boys (Beitchman et al., 1992). Other findings suggest that depressive
disorders are equally common in girls and boys (Fleming, Offord, & Boyle, 1989; Kashani,
McGee, Clarkson et al., 1983; Velez, Johnson, & Cohen, 1989), while others suggest
depression is more common in boys than girls (Anderson, Williams, McGee, & Silva, 1987).
At this time, there is no information regarding prevalence of depression with regard to Native

American children.
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Childhood Anxiety

Anxiety in children has increasingly become the focus of research and clinical efforts
over the past several years (Strauss, 1990). Prior to looking at anxiety as a disorder for
children, the symptology was overlooked, simply because symptoms were common and
transient (Wolfson, Fields, & Rose, 1987).

Childhood anxiety can also be considered as a symptom, as a syndrome, and as a
disorder. Firstly, anxiety as a symptom is a state that is common to all human beings. It is
marked by internalizing responses that may involve subjective feelings or behavioral responses
characterized by disturbances in four main areas: motor tension, autonomic hyperactivity,
apprehensive expectation, and vigilance and scanning. Motor tension may be manifested by
subjective feelings of shakiness, jumpiness, actual trembling, gritting of teeth, clenching of
fists, tension, muscle aches, fatigability, inability to relax, fidgeting, restlessness, and an easy
startle response (Mandos, 1993; Merrell, 1994; Roy-Byme, Wingerson, Cowley, & Dager,
1993). Finally, the vigilance and scanning component may lead to difficuity in concentrating,
insomnia, feeling "on edge," irritability, and impatience (Mandos, 1993; Merrell, 1994). The
symptoms of autonomic hyperactivity may include sweating, racing or pounding of the heart,
cold clammy hands, dry mouth, lightheadness, dizziness, paresthesia, upset stomach, hot or
cold spells, frequent urination, diarrhea, sensation of a lump in throat, flushing, pallor, and/or
a high resting pulse and respiration rate (Mandos, 1993; Roy-Byme et al., 1993). Apprehensive
expectation may be expressed as anxiety, worry, fear, and rumination on, or anticipation of,
misfortune to self and others. These subjective markers are usually transitory (lasting a few
hours or a few days), generally have minimal impact on the functioning of the individual, and
are only a small part of the full-blown anxiety disorders. Transitory anxiety symptoms do not
cause significant clinical distress or impairment in social, academic, or other important areas of

functioning.
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Secondly, anxiety as a syndrome is generally described as a constellation of problems
or a grouping of signs and symptoms that occur together that constitute a recognizable
condition. An anxiety syndrome commonly involves not vnly excessive anxiety and worry or
sleep disturbance but additional changes in psychomotor functioning and cognitive
performance. Some specific symptoms associated with the syndrome of anxiety found in
children are agitation, fears, excessive anxiety and worry, which are characterized by intense
subjective distress and accompanied by maladaptive patterns of thinking and behavior (Strauss,
1990). Although multiple anxiety symptoms may be present as a syndrome, a child may not

meet criteria for any of the diagnoses subsumed under the DSM-IV (1994) general category of

anxiety disorders.
Thirdly, anxiety as a disorder includes a set of symptoms which meet specific

diagnostic criteria based on the DSM-IV classification system (1994). The disturbance causes

clinically significant distress or impairment in social, academic, or other important areas of

functioning for the child or adolescent. The DSM-IV (1994) lists four different disorders

applying to children in where anxiety is the major feature. The remainder of this section on
childhood anxiety will be broken down into the four childhood disorders categories: phobias,

separation anxiety, overanxious disorder of childhood, and PTSD.

Phobias

A phobia is described as an intense and constant fear of situations, objects,
environment, or people (e.g., fear of being in an enclosed space or fear of clowns). Phobias are
described as maladaptive and can lead to crippling effects. Fear of animals, blood, and other
common objects in the natural environment such as thunderstorms, lightning, heights, and

water are particularly common and are usually transitory in childhood. Additionally, a child
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may experience intense fear of social or performance situations resulting in possible
embarrassment that is referred to as a social phobia.

Anxiety is closely related to fears and phobias, overlapping in many areas, but,
historically, some differences have been drawn among these categories. A phobia is thought to
be different from anxiety. Fear refers to an individual’s fear of a very specific stimulus (e.g.,
noise or darkness), whereas anxiety is a more dispersed type of reaction (apprehension) to
stimuli that is not as specific or clear in nature. Phobias and fears are associated in that both
involve intense reactions to specific stimuli, but phobias are more consistent, maladaptive, and

crippling (Barios & Hartmann, 1988; Morris & Kratochwill, 1983).

Separation Anxiety Disorder

Separation anxiety disorder is distinguished from the normal response experienced by
children with their caretakers as a more "intense and persistent” anxiety. The essential feature
of separation anxiety disorder is distress about separation from home or from a major
attachment figure (usually the parents or primary caretakers), with the anxiety beyond an
individual’s expected developmental level. Additionally, other possible features are unrealistic
and persistent worry about attachment figures being the victims of major harm or death, refusal
to attend school or day care to stay close to caretaker, persistent avoidance of being out of sight
of attachment figure (e.g., "clinging” and "shadowing”), and persistent nightmares (DSM-IV,
1994; Merrell, 1994). Children with this disorder must demonstrate at least three of the nine
diagnostic criteria for a minimum of 2 weeks, and the disturbance must cause significant
distress or impairment in social, academic, or other important areas of functioning of the child

or adolescent’s life (APA, 1994).
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Overanxious Disorder of Childhood

Cveranxious disorder is characterized by intense subjective distress and accompanied
by maladaptive patterns of thinking and behaviors (Strauss, 1990). The generalized anxiety is
not focused on a specific object or situation, but instead overanxious children are described as
"worriers" and display excessive or unrealistic worry about multiple situations and events.
Children diagnosed with overanxious disorder show evidence of at least four of the seven
diagnostic criteria for a period of 6 months or longer, that may involve excessive or unrealistic
worry about future events, past behavior, personal competence, a variety of somatic
complaints, marked self-consciousness, excessive need for reassurance, and marked feelings of
tension. Symptoms of overanxious disorder are identical to those of the adult generalized

anxiety disorder (DSM-IV, 1994).

Posttraumatic Stress Disorder

Posttraumatic stress disorder (PTSD) is described by DSM-IV as development of
characteristic symptoms following exposure to extreme traumatic stressor involving direct
personal experience of an event that involves actual or threatened death or serious injury, or a
threat to the physical integrity of another person; or learning about unexpected or violent death,
serious harm, or threat of death or injury experienced by a family member or other close
associate (APA, 1994). In children, distressing dreams of the event may occur within several
weeks, changing into generalized nightmares of monsters, of rescuing others, or of threats to
self or others. Children’s response to the traumatic events may involve intense fear,
helplessness, headbanging, and disorganized or agitated behavior. Sexually traumatized
children may have had developmentally inappropriate sexual experiences without threatened or

actual violence or injury. Unlike adults, young children usually do not have the sense that they
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are reliving the past; rather, the reliving of the trauma may occur through repetitive play in
which themes or aspects of the trauma are expressed (e.g., a child who was involved in a
serious automobile accident repeatedly reenacts car crashes with toy cars). Furthermore,
children may have the sense of foreshortened future, "life is too short,"” and may exhibit
various physical symptoms, such as stomachaches and headaches.

In addition to these four anxiety disorder subtypes that arise most commonly in children
and adolescents, youngsters may also be diagnosed using the DSM-IV (1994) classification
system as having any of the adult anxiety diagnoses, including panic disorder and obsessive-
compulsive disorder. These disorders will not be reviewed because of the low prevalence rates

in young children.

Prevalence of Anxiety Disorders

Bernstein and Borchardt (1991) suggested that anxiety disorders are the most common
nervous and emotional problems encountered by physicians and mental health practitioners. In
a clinical sample of children ages 7 through 11, 8.9% met the criteria for anxiety disorder
(Costello, 1989). It appears that girls generally report some type of anxious symptomology
more often than boys (Morris & Kratochwill, 1990). However, recent findings indicate few
differences in sex ratios for anxiety disorders in early childhood, except for overanxious
disorder, which was found to be more common in girls (Beitchman et al., 1992). Separation
anxiety may be the most prevalent anxiety disorder, with 3.5% to 4% of the general child
population meeting the criteria for this disorder (DSM-IV, 1994; McGee & Silva, 1987).
Although specific rates are unknown (Nagel, 1994), Navajo people are likely to suffer
disproportionate incidence and prevalence of anxiety disorders due to high rates of stress and

trauma, which appear to be common on the Navajo Reservation.
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Somatic Complaints

Narrow band behavior problems of somatic complaints and social withdrawal do not

fall as casily under specific DSM-IV (1994) categories applying to children. Nonetheless, they

are important to discuss because they have been found to be strongly related to childhood
depression and anxiety disorders (Merrell, 1994). Somatization has been defined as any somatic
presentations with contributing psychological factors or conflicts that result in communication
through somatic symptoms without known medical cause (Garralda, 1992). On the CBCL,
somatic problems are indicated by reports of dizziness, fatigue, physical pains including
headaches, nausea, vomiting, eye problems, and skin problems. It appears that somatic
complaints are a common phenomenon among children because of their limited ability to
verbalize emotional distress. A common complaint during childhood is the occurrence of
headaches (Blanchard & Andrasik, 1985). Extensive epidemiological studies suggest that almost
40% of children have headaches by age seven with this rate increasing to 75% by age 15
(Sillanpaa, 1983). Other investigators such as Greene and Thompson (1984) suggested that
somatic complaints (e.g., abdominal pain, limb pain, backache, tingling sensation on neck,
headaches) occur at some point in time in 15% to 20% of all school children, and that in 90%
of the complaints there is no identifiable physical origin. Any of these physical symptoms may
be reported by children who are experiencing depressive, anxious, or withdrawn symptoms
(Merrell, 1994). At the present time, no studies can be found that addressed somatic complaints

within Native American populations.

Social Withdrawal
Socially withdrawn children are unresponsive to social interactions initiated by others

and lack specific social skills to make and keep friends. On the CBCL, this narrow band is
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represented by behaviors such as secretiveness, shyness, sulking, staring blankly, underactivity,
unhappiness, refusal to talk, and preferring to be alone (Achenbach, 1991). Social withdrawal
is one of the major correlates of depression and anxiety (Merrell, 1994), and is a common
problem observed in children who are referred for mental health services (Apolloni & Cooke,
1977). Studies of social withdrawal among Native American populations were difficult to
locate, but one study found that children from one Native American reservation responded to
frequent traumatic stressors with interpersonal distancing, isolation, sadness, loneliness, and

withdrawal (Long, 1983).
Comorbidity of Depression and Anxiety Symptoms

Currently, in the literature there is a large and growing body of evidence that strongly
supports the idea of behavioral covariation among characteristics of internalizing disorders such
as depression, anxiety disorders, and somatic complaints (Maser & Cloninger, 1990). Among
children, estimates of comorbidity of internalizing disorders range from approximately 16% to
62% (Brady & Kendall, 1992). The range appears rather large, but a consensus exists that co-
occurring symptoms of anxiety and depression have clinically significant implications (Kendall,
Kortlander, Chansky. & Brady, 1992). Other findings indicate that "pure” depression in
children and adolescents is a rare entity and that anxiety is the most common comorbid
diagnosis, along with substance abuse (Fleming & Offord, 1990), and externalizing disorders
(Merrell, 1994).

Internalizing problems in general (Fischer, Rolf, & Cummings, 1984), depressive
disorders (Kovacs et al., 1984), and anxiety disorders (Bernstein & Borchardt, 1991) have been
found to be quite stable across time, with symptoms frequently persisting into adolescence and

adulthood.
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Competencies and Protective Factors

The roles of culture and competencies with respect to internalizing symptoms need
attention as part of protective systems that may prevent negative consequences of internalizing
disorders. Competence has many meanings, but generally refers to a pattern of effective
adaption in the environment, in terms of success at the major tasks expected for a person of a
given age and gender, in the context of the person’s culture (Masten & Coatsworth, 1998).
Competencies may be closely defined in terms of specific domains of achievement, such as
academics, peer acceptance, or following instructions. Competence results from complex
interactions between a child and his or her environment, changing as the child develops and
grows. Recent literature suggests that a child’s capabilities and the context in which the child
lives are both major influences on the development of competence (Oerter, 1986).

A child may be seen as competent when that child lives in a cultural or community
context that differs greatly from the larger society in which the community or cultural group is
embedded (Coll et al., 1996). Children could be judged as competent in one context and
incompetent in another because they have to live and survive in a number of systems,
embedded within many other systems, such as families, community, and school. As children
grow up, the contexts in which they must function may change, and the challenges they must
negotiate to demonstrate competence will differ (Masten & Coatsworth, 1998).

Competence, whether instrumental (Compas, 1995), social (Harter, 1990) or emotional
(Saarni, 1997), is indicated by coping styles and behaviors that are effective within a
community for individuals to reach desirable goals or outcomes. Competencies have as great an
impact on children’s adaptive functioning as behavioral problems, and self-perceived

competence has been positively associated with school achievement and stress coping (Harter,
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1990). However, criteria used in deciding whether a child is competent can be different when a
child lives in a cultural or community context that differs markedly from the larger society in
which the community or cultural group is embedded (Oerter, 1986). For example, Navajo
parents may have different values and expectations about competencies that may be important

for the prevention of internalizing disorders in Navajo children.

Correlates of Internalizing Disorders

The term "correlate” is used to denote those factors which may have a high degree of
relationship to internalizing symptoms of children. Internalizing disorders share a number of
common risk factors and consequent impairments. A number of correlates will be examined
with regard to the various internalizing problems of childhood.

In the general population, childhood depression has been associated with parental
influence, life events, and family interactions patterns (Miller, Birnbaum, & Durbin, 1990).
Numerous studies have also shown family dysfunction and stressful life events, high rates of
parental stress, death of mother or father, family separation, and family conflicts to be
associated with childhood depression (Fleming & Offord, 1990; Merrell, 1994). Additionally,
there appears to be a relationship between a "loss" (identified as the loss of an animal or
person that is close to the child) and childhood depression.

Other findings suggest marital instability and parental conflicts before and after divorce
are associated with increased risk of internalizing disorders in children (Emery, 1982; Emery,
Joyce, & Finchman, 1987; Grych & Finchman, 1990; Rutter, 1989; Wallerstein, 1991).
Psychological maltreatment, whether perpetrated by parents or others, also tends to be
associated with internalizing symptoms (Seagull, 1997). Additionally, some evidence suggests

that negative events outside the family context, such as school problems, acculturation stress,
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and friendship problems, may be associated with childhood depression and anxiety (Merrell,
1994; Rogler, 1993).

Children sexually abused at a young age may be at high risk for internalizing
symptoms. Sexually abused young girls are likely to report or show depressive symptoms,
emotional problems, low self-esteem, predominately negative self-image, and other
internalizing difficulties (Cohen & Mannarino, 1988; Friedrich, Urquiza, & Beilke, 1986;
Goldston, Turnquiest, & Knutson, 1989; Kalko, Moser, & Weldy, 1988; Tong, Oates, &
McDowell, 1987). School-age children who have been sexually abused for more than 2 years
tend to show the most severe depressive symptoms (Johnston, 1979). Children who have been
abused by father figures are the most disturbed, with depression and withdrawal as the most
common sequelae (Adams-Tucker, 1982).

Cytryn and McKnew (1996) stated that children under age 14 rarely commit suicide.
However, suicide in this age group appears to be on the rise (Cytryn & McKnew, 1996).
There is strong evidence that suicidal thoughts or behaviors are common, especially among
depressed children 6 to 12 years old. They worry about school failure, disturbed friendships,
fears of parental punishment, or changes in the family or school (Kovacs, Goldston, &

Gatsonis, 1993; Pfeffer, Conte, Plutchik, & Jerrett, 1980).

Internalizing Disorders and Native Americans

Symptomology

A review of literature indicates there is no empirical research describing internalizing
disorders among Native American children. Therefore, broader reviews of internalizing
symptoms in minority children will be examined.

Studies of cross-cultural generality show the two dimensions of internalizing and
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externalizing types of behaviors to have emerged very clearly in studies of Hawaiian American
adolescents (Gordon & Gallimore, 1972), American Indian adolescents (O’Donnell & Cress,
1975), and Mexican American elementary (Touliatos & Lindholm, 1976) and preschool-aged
children (O’Donnell, Stein, Machabanski, & Cress, 1982). However, recent studies with
various ethnic groups and Native American populations which examine similarities and
differences of internalizing symptoms between the various ethnic groups have not been
conducted.

Depression and anxiety are frequently cited as commonly experienced distress by
Native American youth. McShane (1988) sought to identify research studies focusing on
internalizing disorders of Native American Indian children and found a complete absence of
studies. There were virtually no research studies that attempted to explore etiology,
characteristics, course, incidence, prevalence and effects of internalizing disorders among
Indian children. Additionally, tribally specific correlates of internalizing disorders have not
been investigated (McShane, 1988). A study conducted by Development Associates in 1983
used a screening instrument to screen for depressive symptoms in a school population of Native
American first through twelfth grade students, and found 56% of students frequently were
troubled by depression (USOTA, 1990). In another similar study in 1981, Indian Health
Services used a mental health service utilization review and found 3.3% of children reported
depression (USOTA, 1990). Anxiety, fear, and social withdrawal have not yet been
investigated in Native American children. However, these symptoms have been identifed to
have strong relationships to poor self-concept, low self-esteem, identity conflicts, suicide,
substance abuse, school failure, sexual abuse, child abuse, and emotional abuse (McShane,

1988).
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Correlates

In many Native American communities, it appears that risk factors for the development
of internalizing disorders are often multiple and interlocking. Some preliminary findings from
the Flower of Two Soils study suggest risk factors for depressive symptoms appear to be
multifaceted and nonspecific. The nonspecific factors include themes of loss, poor self-esteem,
parental use of alcohol, single-parent family, number of stressors in past year, and family
dysfunction (Beiser, 1989). Furthermore, other risk factors such as family disorganization,
multiple arrests of caretakers, losses by divorce or desertion, and attending boarding school
have been documented to be associated with childhood depression among American Indian
children (Dizmang, Watson, & May, 1974).

Because social withdrawal or isolation is a major correlate of internalizing problems
(Merrell, 1994), Native American children who experience feelings of rejection, withdrawal,
and alienation are likely to have internalizing symptoms and poor social adjustment (Bryde,
1970). Other studies suggest that Native American children respond with interpersonal
distancing, isolation, sadness, loneliness, and withdrawal as a resuit of traumatic losses. These
children respond with greater intensity to the traumatic losses than children in the general
populations (Long, 1983).

Internalizing symptoms such as depression and depressive thinking have been found to
be strong correlates of suicidal behavior (Kashani, Goddard, & Reid, 1989). The rate of suicide
varies from one Native American community to the next and appears to vary over time (Berlin,
1986; Shore, 1974; USOTA, 1990). Within many Native American communities, youth suicide
rates have risen more rapidly over the past three decades than among nonnatives (USOTA,
1990). Some preliminary findings from the Flower of Two Soils project suggest that 20% of

second through fourth grade Indian children endorsed either "sometimes” or "often" to the item
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"Life is not worth living."” Findings from this study suggest that Indian children evidence less
depressive symptoms but more suicidal thoughts than do similar Caucasian children (Sack,
Beiser, Baker-Brown, & Redshirt, 1994).

Native American youth have more serious problems than youth from other ethnic
minority groups with respect to PTSD. Native children have to deal with harsh living and social
conditions on the reservations, including high incidence of accidents and violence, and they
hear stories through their parents and/or grandparents who were affected by severe trauma of
the past. Native children have to continue experiencing these traumas referred to as having
secondary PTSD (Epperley, 1991). Secondary PTSD is described as adolescents and children
having to repeat the generational experience of discrimination, unemployment, poverty, anger,

depression, traumas, and/or alcoholism (Berlin, 1987; Epperley, 1991).

Assessment

Within the last 10 years, there has been an increase in assessment techniques for use in
clinical and research settings to measure depression and anxiety in children (Kaslow & Rehm,
1985; Strauss, 1990). Several assessment instruments have attempted to encompass statistical
techniques in identifying behavioral clusters for externalizing and internalizing behavioral
problems.

Little of the work on assessment tools measuring depression for children and adolescent
populations has addressed American Indian youth populations. However, the last several years
have been characterized by a growing number of attempts to develop adequate means of
assessing depression and associated symptomatology among Native American adolescents
(Manson, Ackerson, Dick, Baron, & Fleming, 1990). These particular efforts have been in the

area of self-report measures, especially in the adaptation of adult measures for use with
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children. Several issues have impeded these efforts, including problems with depressive
criteria, transforming scale scores into meaningful clinical approximations of diagnosis,
culturally different presentation of symptoms, and suggestions of cutoff points (Ackerson,
Dick, Manson, & Baron, 1990; Manson et al., 1990).

School personnel on the Navajo reservation identify children with disabilties for special
education services, but are not trained in identifying children with internalizing symptoms.
Futhermore, internalizing disorders are often beyond the scope of typical school-based services
on the Navajo reservation (Larrine Manuel, personal communication, June 22, 1997). Non-
school-based services will need to continue addressing the increasing number of Native
American children with mental health pro.blems who will require assistance by mental health

professionals.
Navajo People and Culture

This overview of relevant characteristics of the Navajo people and their culture
represents an attempt to provide information that will form an appropriate context for the
development of the proposed study and for reporting study findings. Culture involves an
integrated pattern of behaviors including thoughts, communications, behaviors, rituals, beliefs,
traditions, and values that are all common to a particular group (Cross, Bazron, Dennis, &
Isaacs, 1989). These patterns of behaviors address the actions, reactions, conduct, and
conditioned behaviors that occur within families. Tradition is the transference of customs and
practices from one generation to another. Collectively, these core variables are definitive
aspects of culture. There are aspects of culture that are difficult to assess, because deeper levels

of cultural values and beliefs cannot be seen or written in some cultures (Denham, 1995).
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Navajo Culture

In the Navajo culture, legends of the Navajo people have been handed down from
generation o generation. These legends inform Navajo people that they are given a healing
science to help themselves and abide within these laws. Many families continue to live in close-
knit, matrilineal, matrilocal groups in rural and isolated areas of the reservation. Traditional
hogans (six- or eight-sided dwellings) are still a common sight, with no running water or
electricity. Yet it is not uncommon to see a mixture of the traditional with the modern, for
example, a hogan, house trailer, and television satellite antenna juxtaposed. Family lifestyles

follow suit, blending past and present in uncertain harmony.

Acculturation

Acculturation, in essence, refers to the changes in behavior of members of a distinct
cultural group, as a result of contact with more than one culture (Birman, 1994). Acculturation
is an everyday experience for many Navajo children and families for they have greatly
increased social contact with mainstream U.S. society since the early- and middle-1970s. This
contact was for employment, improved transportation, communication, and other forms of
social development (Van Winkel & May, 1986). As Western ways permeate the traditional
Navajo culture in most areas of the reservation, traditional ways of life have become
fragmented among Navajo people. Video games and video tapes have invaded even the most
remote trading posts. Gatherings of community people at the trading post to discuss current
events are rare. Some practices of the traditional medicine have been lost. Many Navajo
parents worry that knowledge and respect for Navajo beliefs and values are crumbling because
old stories are no longer communicated to children, the Navajo language is being disregarded,

and taboos are being broken. Both children and parents are forced into a dominant society
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whose values ;nd rewards differ greatly from the Navajo culture, creating ingroup differences
between children and parents. The continuing rapid changes are ongoing and believed by many
members of the Navajo culture to have created increased levels of acculturation stress, anxiety,
and disruption among families and children.

Psychological acculturation stress (Berry & Annis, 1974) varies within groups of
families and children, even though they may come from the same tribal group. Acculturation
stress results in heightened anxiety, lowered self-esteem, and withdrawn behaviors. These
symptoms contribute to such problems as substance abuse, academic underachievement or
dropout, teenage pregnancy, delinquency, suicide, and homicide among ethnic minority youth
(Berlin, 1987; Rivers & Morrow, 1995). The struggle to achieve balance in the face of diversity,
and assimilation to the larger society is mirrored in the personal struggles of many individual
members of ethnic groups. Native American children are caught between the pull of their cultural
identity and the force of acculturation. By adolescence, the internal stresses of puberty and the
external stresses of finding worthiness and acceptance in two conflicting cultures can add up to
an unresolvable problem for Native American youth. These adolescents often find themselves
faced with conflicting cultural values, acculturation stress, fragmented family structure, and high
rates of chemical dependency (Patchell, 1989). The impact of acculturation stress and other
external risk factors would seem to have an impact on an individual’s development of

internalizing symptoms.
Health and Mental Disorders Among the Navajo

There are distinct differences between traditional Navajo and mainstream world views,
including conceptions of health and well-being. The Navajo philosophy of life comes from the

holy people and the directions of life that are of the earth and sky. The four cardinal directions
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and the four sacred mountains surrounding the Navajo Reservation are the basis of the Navajo
philosophy of life. The east is associated with the beginning of life, a place of dawn and spring,
and all knowledge which determines the clarity and perspective for the mind, permeating every
facet of an individual’s life. The south cardinal direction is associated with setting goals for the
day, self-reliance, and physical and emotional stamina to accomplish work in all areas, including
education. The south represents the principles of balance between moderation and excessiveness,
awareness of the environment and people. The west cardinal direction is associated with the
principles of planning and family cohesiveness. The establishment of interpersonal and family
relationships are eminent in the Navajo culture. The concept of K’e hwiinidzin (positive human
relationships) and the clanship system help guide individuals in learning how to establish
positive interpersonal relationships. K’e guides an individual to learn about the importance of
life, relationship with kin, spirituality, and relying on family strength. Lastly, the north cardinal
direction is associated with the principles of hope, fulfillment, respect, and reverence that help an
individual gain awareness of the interrelatedness and interdependence of everything in life. This
direction recognizes the elderly, marking the significance of traveling circular from east to the
north direction, signifying birth, adolescence, adulthood, and old age, drawing respect that also

comes with death (Benally, 1987).

Cultural Shaping of Etiology and Symptomology

The complexity of culture and its many manifestations makes an integrated
understanding of cultural shaping of mental disorders difficult to achieve (Maser & Dinges,
1993). But an attempt to explain how culture can influence the experience and communication of
symptoms of depression and anxiety in the Navajo culture will be made. Culture can influence

the experience and communication of symptoms of depression (APA, 1994). It seems that
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cultural shaping of depression and anxiety symptoms is likely to be expressed in somatic terms. It
seems that stronger persistent identification with the traditional culture, which entails adherence
to traditional medicine and religious practices, creates greater amounts of depression and anxiety.
For example, anxiety disorders are prevalent on the Navajo reservation, with cultural shaping of
symptom presentation very evident (Nagel, 1994). Professionals working with Native American
clients cannot conveniently say a symptom or syndrome is unique to an American Indian
population because they have to deal with subtypes based on cultural differences between tribes.

The Navajo theory of health suggests all sickness begins in the heart, spreading to the
stomach, and to all parts of the body including the head (Morgan, 1931; Silversmith, 1994).
Therefore, in the Navajo culture, mental health problems may be expressed by physical
symptoms rather than through expression of psychological symptoms. In the Navajo culture,
physical and mental disorders are usually attributed to wrong or broken alignments (taboos) with
outer life. For example, breaking connection with the community, offending an animal spirit, or
being in a place that was struck by lightning could make an individual susceptible to physical
illness and mental disorder. Physical, mental, and emotional problems are inevitable; but healing
is always available in the Navajo culture. Various types of healing herbs and therapies are readily
available through traditional Navajo medicine healers. As Navajo ways of life change in many
areas of the reservation, so do traditional healing practices. Navajo medicine men (and women)
have become fewer in number, and many ceremonies have disappeared.

Internalizing symptoms such as depression and anxiety, as defined in the Westem
culture, are known and expressed in the Navajo culture but may be conceptualized, expressed,
and experienced differently. For example, in the Navajo culture there is no single word to
describe either depression or anxiety, as there is in the English language. Presentation of somatic
symptoms is regarded by mainstream mental health providers as indicators of depression,
anxiety, or somatoform found in DSM-IV (1994). This type of presentation seems to be common

among Navajo people.
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Some examples of Navajo expressions of depression that appear similar to the
mainstream culture are expressed primarily in somatic terms, including “my body does not feel
good,” or “my stomach hurts all the time,” rather than direct expression of sadness or guilt.

9 &8

Complaints of “being lonely,” “not being hungry,” “can’t sleep,” “uninterested in activities,”
“being overly tired,” “my heart hurts,” “sleep too much,” and * I worry,” are all common to the
Navajo culture in verbally and physically expressing anxiety and depressive experiences. These
symptoms or complaints have never been formally labeled as depressive or anxiety symptoms in
the Navajo culture, but they appear to fit depression and anxiety criteria.

Members of different cultures may differ in ways of experiencing or expressing
dysphoria (Solomon, 1992). For example, physical illnesses may be seen as more credible than
irritability, depression, sadness, withdrawal, or anxiety within the Navajo culture, so individuals
experience and express symptoms physically rather than psychologically. Or, a distressed person
may perceive psychological symptoms as relatively unimportant, and, therefore, minimize the
seriousness of the depressive symptoms, mentioning them only briefly in passing.

Fears and anxiety symptoms may be more accepted and tolerated in the Navajo culture as
a normal part of life. From earliest childhood, the Navajo child has contact with the fears of
witchcraft and taboo through parents, grandparents, and extended family members. Children’s
fears and anxieties may be culturally shaped (Nagel, 1994) as the child hears family members
discuss the circumstances surrounding witchcraft and taboos and begins to feel their fear of
individuals, objects, thoughts, and places connected with the witchcraft or taboos.

The belief in witchcraft and taboos is almost universal among the Navajo and may be
accepted as a normal part of life in most Navajo families, depending on their acculturation with
respect to the majority Anglo culture. Although witchcraft is considered dangerous and evil,

taboos are seen more favorably as safety rules having the purpose of protecting people from the




33

many powerful natural forces that can pose a threat to well being. Because of their wide
acceptance, witchcraft and taboos play an important role in the Navajo social structure, and may
play a role in the cultural shaping of symptoms. An example of a taboo is when an individual is
socialized not to think or talk about bears or owls because of the exceptional significance and
power attached to these animals. If an individual talks about a bear while in the mountain, the
person is inviting dangerous spirits on himself/herself and family members. If an individual talks
about these animals, an individual is not only acting for himself/herself, but might be possibly
inviting dangerous spirits, causing something bad to happen to the individual, family members,
or members of the extended family. This may not necessarily be pathological; nonetheless, when
clinically significant symptoms do develop, they may be largely shaped by such cultural
determinants. Additionally, culturally distinctive experiences such as feelings of being hexed or
bewitched, vivid feelings of being visited by a “skinwalker,” or by an owl, are experiences
specific to the Navajo culture. Although reports of these experiences may be symptomatic, care
must be taken before identifying them as actual hallucinations or delusions related to a specific
disorder.

In summary, symptoms of depression and anxiety may go unnoticed until a Navajo child
is stricken physically ill or has physical complaints. Both may be unexpressed symptoms of
depression and anxiety. Furthermore, cultural shaping of symptoms may have a strong impact on
presentation of mood and anxiety disorders. These factors bring up several interesting points.
Depending on the acculturation status of an individual, the symptoms may be conceptualized,
expressed, or experienced differently. For example, the symptoms may be seen being a result of
some physical illness rather than as depression or anxiety. Additionally, presentation of
symptoms, presentation, and determinants of mental health among the Navajo may be

significantly different depending on the extent of acculturation to the majority culture.
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METHODS

Sample

The Flower of Two Soils project included two sites in the U.S. and two in Canada that
represent indigenous tribes of the Northwest Coast, Northern Woodlands, Great Plains, and
Southwest desert. The present study will focus on the Navajo sample, which represented the
southwest desert region. The Navajo sample was taken from four subsites located in different
communities on the Navajo Reservation. These communities were chosen with the assistance of
the tribal government, for their representativeness in terms of geography and demographics. A
comparison sample of majority group (Caucasian) children and their families was drawn from a
school district in a small community neighboring the reservation. The community was selected
because of the geographic and demographic similarity to the Navajo Reservation, and

willingness of the school districts and community representatives to participate.

Participants

The present sample of Flower of Two Soils participants included 351 Navajo families
with a child in Grade 2 or Grade 4. All subjects participated voluntarily, and written parental
permission for participation was obtained. Families and children were followed for 3 years with
data collected annually, so that at the time of final assessment children were in Grade 4 or 6.
Logistical difficulties created some problems with the consistency in following and contacting
families, due to remoteness of families. Additionally, often interviewers had no way to contact

families because 20% of Navajo families do not have telephones (Beiser, 1989). The difficulties
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with follow-up and lack of contact resulted in an overall attrition rate of 20% in the Navajo
sample (Sack et al., 1993, 1994). Because different instruments were administered at different
times and settings, the specific number of families and children retained varies among the

instruments.

Procedures

Community Involvement

Several meetings were conducted with representatives from each community, school
officials, and Dr. Morton Beiser, principal investigator, soliciting community interest to
actively participate in the research process (Beiser, 1989). The communities who approved the
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