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ABSTRACT 

Historical trauma refers to the generationally transferred human consequences of 

cultural oppression in a population associated with colonization, slavery, and genocide. 

Historical trauma theory suggests that such trauma functions as a social determinant of health 

influencing mental and physical health problems of members in the present. On the Pacific 

Island of Guam, the Indigenous population of CHamorus has over 300 years of colonization 

history. The CHamorus’ profile of present-day health disparities follows a pattern similar to 

those of other Indigenous populations, who often experience poorer health outcomes than 

non-Indigenous people. Yet few researchers have explored the influences of historical trauma 

from the CHamorus’ perspective. This is important because historical trauma may have 

implications for perceptions about disease and healing and may influence health behaviors. 

As a result of this oversight, the historical trauma experiences and perceptions of CHamorus 

that relate to their health beliefs, practices, and outcomes risk going unrecognized and their 

health needs misunderstood. The purpose of the study was to provide a basis for more 

Indigenous-centered and historical trauma-informed nursing and other health care for 

CHamorus. The study aimed to establish a better understanding of how the collective 

experience of loss and violence among the CHamoru people is perceived relative to 
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contemporary health beliefs and practices. Using narrative inquiry methodology, I conducted 

repeat, in-depth, story-eliciting interviews with 10 CHamoru adults. Using thematic narrative 

analysis, I identified a common overarching narrative of liminality in which participants 

described how they navigated between health practices of Traditional and Western cultures. I 

identified specific repeated themes in the narratives of struggle with history and unequal 

relationship with the dominant culture that represented CHamorus’ strategies for managing 

meanings and practices around health and illness in the context of ongoing, centuries-long 

involvement with a colonizing culture. This research provides a description of the ways in 

which the CHamoru people conceptualize historical trauma in relation to health behaviors 

and health beliefs. The result will be useful in guiding future research and practice 

recommendations to better ensure that nursing and other care is historical trauma-informed, 

Indigenous-centered, and culturally safe.  

Keywords: CHamorus, Guam, historical trauma, liminality, cultural safety, nursing 
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CHAPTER 1 

INTRODUCTION 

On the Pacific island of Guam, a United States territory, the Indigenous population of 

CHamorus make up 37.3% of the population of 167,772 (2018). CHamorus have 

disproportionately high rates of noncommunicable diseases (NCDs), with heart disease, 

cancer, stroke, respiratory disease, and diabetes being the leading causes of death (David et 

al., 2014). Contributing risk factors are obesity and smoking. Approximately 49% of 

CHamoru adults are obese (Guerrero et al., 2008), and CHamorus have the highest rate of 

smoking compared to other ethnicities in Guam (David et al., 2014). The most up-to-date 

statistics show that Guam, with a poverty rate of 22.9%, is ranked 53/56 among U.S. states, 

federal districts, and territories (U.S. Bureau of the Census, 2010). CHamorus also bear a 

disproportionate burden of self-reported psychological distress (Bosqui et al., 2018); cervical 

cancer in women; and lung, liver, and nasopharynx cancers in men (Hernandez et al., 2017).  

The CHamorus’ profile of present-day health disparities and their history of 

colonization follow patterns similar to those of other Indigenous populations. Yet the 

CHamorus are also a distinctive population, with their own background of colonization. The 

impact of colonization can be traced in the cultural expressions of resistance and 

interrogation created by CHamoru writers and artists of the past half-century. CHamoru 

authors and artists have represented the loss and violence of colonization and war in their 

stories, poetry, and film. In Joseph Borja’s poem, “Quipuha’s Sin” (Borja, n.d.), for instance, 

the poet portrays how the Hågatña chief Quipuha’s welcoming of the Spanish missionaries to 

Guam opened the door to the exploitation through religion of the CHamoru poor, who “beg 
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for salvation” (p. 44) only to be told, “Sure enough my son,/but you must first make a 

donation.” The loss and violence of the Japanese occupation of Guam during World War II 

has been another common focal point for postcolonial writing by authors of Guam, who 

reflect on the injustices of past events and their tendency to reach into the future. In Chris 

Perez Howard’s (2019) semi-biographical novel Mariquita-Revisited, first published in 1982, 

the author describes his mother’s carefree life before World War II, her struggles during the 

Japanese occupation, and her last days as a laborer, when CHamorus were treated as 

“dispensable animals” (Howard, 2019, p. 91). Recounting the suffering his mother endured at 

the Japanese agricultural camp, Howard (2019) wrote, “There she toiled in the hot sun from 

sunrise to sunset with very little rest and a meager ration of food” (p. 92). Like many other 

young CHamoru women, his title character Mariquita was believed to have been murdered 

by a Japanese officer for refusing to sleep with him. Oppression, starvation, and forced 

prostitution by the Japanese are also depicted in Palomo’s (1984) Island in Agony, which 

provides detailed insight into CHamoru suffering during World War II.  

Other writers, including filmmakers, have focused on the U.S. colonization of Guam. 

Anne Perez Hattori’s (n.d.a) postcolonial feminist poem, entitled “Forefathers,” questions 

why the CHamoru continue to claim as their own the “delusive diplomacy” (p. 53) of 

America’s “white-wigged […] historical superHEroes” (p. 53). The author critiques the 

reverence paid to U.S. forefathers in light of the legacy of devaluation and demeaning of 

CHamorus inflicted by their descendants. A similar sentiment is expressed in Guamanian 

Poet Laureate Frederick Quiene’s poem (n.d.), “What am I?” which he read on the floor of 

the U.S. Congress. In “What am I?” Quiene attributes an ambivalence about CHamoru 
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identity to the people’s unequal status and lack of voice in U.S. politics—despite the people 

having been granted U.S. citizenship in 1950. The perception of inequality and its effects on 

perceived identity is featured as well in Hattori’s “Thieves” (n.d.b), in which the author 

points out how profoundly the Americans’ labels—”sinful,/naked, savage, primitive/ […] 

Half-castes […] Infantile […] UNeducated, UNdeveloped, UNcivilized” (p. 116)—have 

influenced CHamorus’ self-understandings as inferior and less-than. Finally, while films such 

as Shiro’s Head (Muna & Muna, 2008, 1:21) feature themes of family, faith, and forgiveness, 

they too grapple with the history of loss and violence woven through the fabric of CHamoru 

community. 

The echoes of violence and loss in the past and their effects that reverberate in the 

lives of present-day people of Guam and are recorded in their cultural narratives and art are 

congruent with the idea of historical trauma, which refers to the collective depredations 

suffered in the past that continue to impact the health and well-being of a population through 

intergenerational transmission (Brave Heart, 1998; Evans-Campbell 2008; Whitbeck, Adams 

et al. 2004). The concept of “inherited” trauma suggests implications for the perceptions of 

and attitudes about disease and healing that may influence preventive health behaviors, but 

the concept remains under-conceptualized. Historical trauma research has concentrated on 

populations affected by the Jewish Holocaust and on the Indigenous peoples of the United 

States and Canada. That research mainly addresses the mental health implications of 

historical trauma (Brave Heart, 1998; Whitbeck, Adams et al., 2004; Whitbeck, Chen et al., 

2004). Studies of mental health symptoms arising from historical trauma related to other 
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types of illnesses—i.e., chronic and infectious diseases—are few (Baider et al., 2006; 

Iwazaki et al., 2004; Jacklin et al., 2017; Kelley & Lowe, 2018; Walls et al., 2017). 

I conducted this study to better understand the role of historical trauma in the health 

beliefs and behaviors of present-day CHamorus in order to set the stage for future research to 

help mitigate the influence of historical trauma on health disparities in CHamorus. In-depth, 

one-on-one, story-eliciting interviews were conducted to explore CHamorus’ experiences and 

perceptions of historical trauma and their intersections with health beliefs and behaviors. 

Despite a complex, three-century history of colonization, the CHamorus have been 

overlooked in research on historical trauma and how historical trauma might function as a 

social determinant to influence their disproportionately high rates of chronic disease. As a 

result, the impact of historical trauma on the health beliefs, practices, and outcomes of 

present-day CHamorus risks going unnoticed, and their health needs misunderstood and 

unaddressed. 

Study Purpose and Specific Aim 

The purpose of the study was to provide a basis for more Indigenous-centered and 

historical trauma-informed nursing and other health care by establishing a better 

understanding of how the collective experience of loss and violence among the CHamoru 

people is perceived in relation to contemporary health beliefs and practices. The specific aim 

of this research was to use a story-eliciting narrative inquiry method to interpret how 

CHamorus perceive historical trauma and its influence on their health beliefs and practices. 
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Research Questions 

Two questions informed the study: What stories do CHamorus tell about their health 

beliefs, attitudes, and practices? How do the CHamorus’ stories relate health and health care 

experiences to collective historical experiences of loss and violence? 

Definition of Terms 

The following key terms—derived mainly from sociology, psychology, and 

anthropology—are used throughout the study:  

Acculturation. Acculturation is being reared in traditional values but attaining 

behaviors that are required to function in the mainstream (Garrett et al., 2009) 

Assimilation. Assimilation is the identification with mainstream values, behaviors, 

and expectations (Garrett et al., 2009). 

Cultural Safety. Cultural safety is a practice that recognizes, respects, and nurtures 

the unique cultural identity of a patient with a focus on the structural and interpersonal power 

imbalances that affect the health care experience (Anishnawbe Health Toronto, 2011). 

Culturally safe care promotes consideration of the individual’s historical, economic, and 

social contexts that affect the health care experience. In contrast, unsafe cultural practice 

comprises any action that diminishes, demeans, or disempowers an individual’s cultural 

identity and well-being (Gerlach, 2012).  

Enculturation. Enculturation is how individuals learn about their own culture 

through experience, observation, and instruction. Enculturation is the degree to which one 

identifies with and maintains the ancestors’ values, customs, and beliefs (Garrett & Pichette, 

2000). 
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Indigenous. The United Nations (2013) defines Indigenous as 1) self-identification, 

2) by non-dominant groups of society, who have a 3) history of colonization, and a strong 

connection to their lands, and 4) distinctive social, economic or political systems, language, 

culture, and beliefs.  

Internalized Oppression. Internalized oppression is a concept that describes the 

experience of people who have been marginalized by others and have adopted a dominant 

group’s ideology, accepting their subordinate status as deserved, natural, and inevitable 

(Griffin, 1997, p. 76). 

Microaggression. Microaggressions are subtle, intentional, or unintentional slights, 

insults, and mistreatments regarding someone’s race, ethnicity, gender, religion, sexuality, or 

ability (Pierce, 1970).  

Noncommunicable Disease. Noncommunicable diseases (NCDs), also known as 

chronic diseases, tend to be of long duration and result from a combination of genetic, 

physiological, environmental, and behavioral factors. The main types of NCDs are 

cardiovascular diseases, cancers, chronic respiratory diseases, and diabetes (World Health 

Organization, 2019). 

Resilience. Resilience is the ability of an individual, system, or organization to meet 

challenges, survive, and do well despite adversity (Kirmayer et al., 2009). 

Social Determinants of Health. Circumstances including the distribution of money, 

power, governmental and personal resources, and the environments in which people are born, 

live, learn, work, play, worship, and age that affect a wide range of health, functioning and 
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quality-of-life outcomes, and risks (Office of Disease Prevention and Health Promotion 

[ODPHP], 2019; World Health Organization [WHO], 2016). 

Indigenous Paradigm and Research Methodology 

One’s philosophical paradigm or worldview informs all scholarly research of the 

researcher, based on their metaphysical beliefs, assumptions, and values (Creswell, 2013; 

Mertens, 2015). These are defined by assumptions a researcher makes about the nature of 

reality (ontology), knowledge (epistemology), the place or function of values in research 

(axiology), and the purpose and process of conducting science (methodology) (Creswell, 

2013). In this study, I worked from a worldview that most closely aligns with the Indigenous 

paradigm elaborated by Chilisa (2012).  

Unlike Western Eurocentric postpositivist, constructivist, transformative, and 

pragmatic paradigms, the Indigenous paradigm is a transformative approach that specifically 

supports Indigenous ways of knowing. These are place-based (pertaining to one’s 

community), relational, and composed of Indigenous knowledge, beliefs, and practices (Reo, 

2011). The Indigenous paradigm emphasizes relational ontology and epistemology. That is, 

reality and knowledge are socially constructed based on a multitude of relationships through 

the interconnectedness to the living and nonliving and environment (Chilisa, 2012). The 

Indigenous paradigm also supports a decolonizing research practice that integrates 

Indigenous rights and sovereignty by giving power to the Indigenous person and by placing 

the Indigenous voices and epistemologies at the center of the research process (Denzin & 

Lincoln, 2008; Smith, 2012). The decolonizing approach holds that it is necessary to 

recognize Indigenous assumptions and perspectives and acknowledge Indigenous self-
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determination to overcome the dominant Western culture (Chilisa, 2012). The Indigenous 

paradigm and the decolonizing approach together provide the most appropriate foundation 

for the research questions, data collection, and analysis methods in this study and are key 

elements of the theoretical framework for this study. In keeping with the Indigenous 

paradigm, this study utilized a qualitative methodology. The qualitative approach of narrative 

inquiry allowed me to record the specificity and multiplicity of CHamorus’ experiences of 

historical trauma and interpret their meanings for health beliefs and behaviors based on the 

context, cues, and contributions of the participating CHamoru people. 

Theoretical Framework and Assumptions 

The theoretical framework is the foundation upon which research is constructed and 

guides the rationale for the study, including the purpose, significance, and research questions 

(Grant & Osanloo, 2015). The theoretical framework also gives direction to the search for 

appropriate literature and scholarly discussions of the research findings (Imenda, 2014). The 

theoretical framework that guided this research brought together historical trauma theory, the 

metaparadigm of nursing, and the concept of cultural safety (see Figure 1.1). 

Historical Trauma 

Historical trauma theory describes the emotional and psychological wounding 

specific to a population that has suffered collective depredations as a result of colonization, 

genocide, and slavery and its effects on the present descendants of those who originally 

suffered them (Brave Heart, 1998). Some scholars have classified historical trauma as 

contemporary trauma (Armenta et al., 2016). Historical loss (e.g., dispossession of land and 

loss of language and culture) rooted in the history of colonization is not a temporal concept 
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but represents a contemporary phenomenon because it involves the ongoing life experiences 

of many Indigenous people today (Armenta et al., 2016). Even though one may not have 

been impacted directly by historical events that resulted in cultural loss, the awareness of 

profound loss is believed to influence behaviors, the effects of which are compounded by 

contemporary stressors. These can include racial discrimination, microaggression and lower 

socioeconomic status, which often more significantly affect Indigenous populations than 

non-Indigenous populations (Whitbeck, Chen et al., 2004). Isaac (2012) stressed the 

importance of knowing the historical experiences of the Indigenous people in any research 

that seeks to address their needs. He recognized that the experiences to which Indigenous 

people collectively have been subjected could help explain underlying causes of health 

disparities. Historical trauma theory provides this study a framework for understanding how 

the collective past affects the CHamorus today, specifically their health beliefs and 

behaviors. 

Nursing and Cultural Safety 

Another key component in the research framework governing the study was nursing. 

Nurses have a professional responsibility and obligation to acknowledge and understand the 

lived experiences of inequality and social marginalization that affect people’s health 

(American Nurses Association [ANA] 2015a). The metaparadigm of nursing considers four 

concepts: person, environment, health, and nursing (Butts & Rich, 2015; Fawcett, 2005). 

With these interlinked concepts, nursing is concerned with the actions that are beneficial to 

human beings and the principles and laws that govern human health experiences of living and 

dying. The nursing metaparadigm recognizes that human beings are in a continuous 
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relationship with their environment (Donaldson & Crowley, 1978; Gortner, 1980). 

Specifically, the concept of person is aligned with a holistic view of the person that includes 

their psychological, physical, and social needs. Furthermore, illness cannot be understood 

only through a biomedical approach. The person is valued as a unique being with a unique 

perspective on their own health in the context of the physical environment, culture, 

interpersonal relationships, geographic location, and politics (ANA, 2015b).  

 As caregivers at the forefront of patient care, nurses have the opportunity to advocate 

for vulnerable populations by providing trauma-informed care and by integrating Indigenous 

ways of knowing into patient care while acknowledging the power differences that exist 

between the nurse and the patient. Such care is aligned with the tenets of cultural safety, a 

term developed by a New Zealand Māori nursing student, Irihapeti Ramsden (Ramsden, 

1992). Cultural safety is a practice that recognizes, respects, and nurtures the unique cultural 

identity of a patient with a focus on the structural and interpersonal power imbalances that 

affect the health care experience (Anishnawbe Health Toronto, 2011). Cultural sensitivity 

focuses on respecting the differences among clients (Darroch et al., 2017). Cultural 

competence focuses on practitioners’ skills, knowledge, and attitudes (Lin, Lee, & Huang, 

2017). By contrast, the distinguishing aspect of cultural safety focuses on understanding the 

power differences inherent in health care and the emphasis on the necessity of redressing 

inequities as determined by the person receiving care, not those who provide it (Nursing 

Council of New Zealand, 2011). Providing culturally safe care means that nurses must also 

understand how their cultural identities and biases affect their professional practice. As 

nurses better understand the influences of historical trauma on their patients’ perceptions and 
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behaviors, the cultural safety approach holds that they will be better able to provide 

appropriate care and to develop health programs to meet the needs of their patients 

(Anishnawbe Health Toronto, 2011). In Figure 1.1, the person and health of the 

metaparadigm of nursing are highlighted to indicate their centrality in the theoretical 

framework that guided this research. Yet aspects of environment and nursing are also 

important, and in my analysis of data, I remained open and receptive to perceptions and 

experiences that reflected on concepts of environment and nursing. 

 

Figure 1.1 

Theoretical Framework: Historical Trauma, Metaparadigm of Nursing, and Cultural Safety 

 

Reflexivity: Positionality and Background 

My cultural background, experiences, education, social identity, and values influence 

the way I perceive the world and affected my research design, questions, interpretation, and 

Health

NursingEnvironment

Person

Cutural 
Safety

HT

HT
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the outcomes of my research. I am a Korean-American woman married to a CHamoru man 

with whom I have two children. I have two bachelor’s degrees (political science and nursing) 

and a master’s degree in clinical nursing education. I have been a registered nurse for over 20 

years, with experience in Navy nursing, inpatient and outpatient care, community health, 

education, and research. There are two personal catalysts for this study. One is my 

fundamental belief that all people are created equal, which is a reflection of my Christian 

faith and my empathy for those who have been marginalized and whom I recognize to be 

different from me but also to whom I can relate on many levels. The second personal impetus 

for this is my personal history. 

I was born in South Korea and emigrated to the United States with my family when I 

was a child. Growing up as an immigrant in the predominantly white suburbs of Kansas City, 

I experienced my share of racism and microaggression, so I can understand some of the 

struggles and challenges faced by people of non-dominant cultures. During my junior year in 

college, my mother passed away four months after being diagnosed with Stage IV stomach 

cancer. This experience showed me how the lack of preventive care, funds, and English 

proficiency could contribute to poor health and a shorter life expectancy. Ten years after her 

passing, I learned the advantages of knowledge, social and professional position, and 

adequate income. My mother’s situation stood in stark contrast to my experience when I was 

diagnosed with a rare cancer, urachal adenocarcinoma, and received top-notch care, hand-

picking my team of providers. I believe that my personal experience, personal and 

professional relationships, and knowledge of CHamoru history and familiarity with research 
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in the U.S.-affiliated Pacific Islands gave me identification and connection that were 

advantageous in the research process.  

At the same time, I am aware that people who possess different backgrounds may 

understand the world differently than I do. As Denham (2008) pointed out, it is impossible to 

assume that a particular event will affect two individuals or cultural groups in the same way. 

As such, I engaged in reflexivity throughout the research to monitor the perceptions and 

biases that may affect the interpretations and outcomes of the research. I recorded memos 

that provide a self-critical account of the research and analysis process and to keep track of 

my interpretations as I analyzed the transcripts. 

 I aimed to be sensitive to the fact that the Indigenous community would be watching 

and assessing me, even as I made observations about them. CHamorus have had experiences 

with scientists who come to Guam to conduct studies without real knowledge of the 

CHamoru culture. Some have made no attempts to understand the culture and have 

patronized and treated the CHamorus as test subjects, creating mistrust of the researchers 

(Keck, 2012). In conducting research, I pursued culturally competent cross-cultural research 

to understand and apply Indigenous peoples’ paradigms of health, knowledge, science, and 

research as described by Palafox et al. (2002). I made a conscious effort to present myself 

with humility and sincerity and to show my respect for the people and their culture. I 

believed that if the CHamoru community’s perception of me and my research was positive, 

they would be more apt to share their life experiences, perceptions, feelings, and emotions, 

allowing for more constructive and meaningful results. 
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Chapter Overview 

The dissertation is organized as a “manuscript dissertation,” meaning that some 

chapters are written in the form of manuscripts intended or submitted for publication. The 

chapters of the dissertation include this introductory chapter, review of literature, description 

of methods, presentation of findings and discussion, and a conclusion. Chapter 1 introduces 

the study, including the theoretical framework, definitions of terms, research questions, and 

significance of and rationale for the inquiry as a whole. In Chapter 2, I present a literature 

review in the form of a manuscript published in the Journal of Holistic Nursing, a general 

scoping review of the literature on historical trauma. In Chapter 3, I present the design of the 

study, including (a) description of the narrative inquiry approach, (b) rationale for sampling, 

(c) data collection and preparation methods, (d) human subjects’ protections, (e) data analysis 

approach, and (f) plans for presentation of findings. Chapter 4 is the findings of the study and 

a discussion of their place in the field as a manuscript for publication. Chapter 5 is a brief 

report based on the four COVID-19 questions posed to the participants during the interview 

for the dissertation study published in Public Health Nursing. Chapter 6 sets forth the 

conclusions of the study and reaffirms the importance of its aims and contributions. 
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CHAPTER 2 

LITERATURE REVIEW 

Chapter 2 begins with a published scoping study titled Understanding Historical 

Trauma for the Holistic Care of Indigenous Populations: A Scoping Review (Joo-Castro & 

Emerson, 2020). The reference list from this scoping review is included in the references for 

the dissertation. I have changed the designated numbers for the figures and tables for 

organizational purposes, which differ from the published manuscript. 

Abstract 

Historical trauma refers to the collective depredations of the past that continue to 

impact populations in the present through intergenerational transmission. Indigenous people 

globally experience poorer health outcomes than non-Indigenous people, but the connections 

between Indigenous people’s health and experiences of historical trauma are poorly 

understood. To clarify the scope of research activity on historical trauma related to 

Indigenous peoples’ health, we conducted a scoping review using Arksey and O’Malley’s 

method with Levac’s modifications. Seventy-five articles (1996-2020) were selected and 

analyzed. Key themes included (a) challenges of defining and measuring intergenerational 

transmission in historical trauma; (b) differentiating historical trauma from contemporary 

trauma; (c) role of racism, discrimination, and microaggression; (d) questing for resilience 

through enculturation, acculturation, and assimilation; and (e) addressing historical trauma 

through interventions and programs. Gaps in the research included work to establish 

mechanisms of transmission, understand connections to physical health, elucidate present and 

past trauma, and explore epigenetic mechanisms and effects ascribed to it. Understanding 
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first what constitutes historical trauma and its effects will facilitate development of culturally 

safe holistic care for Indigenous populations.  

 Keywords: Historical trauma, Indigenous Peoples of North America, American 

Indian, First Nations, Scoping review 

Introduction 

In a globalized world, nurses are called on to care for culturally diverse populations. 

Holistic nursing acknowledges the importance of understanding human health beyond a 

biomedical focus, encompassing a range of influences including the cultural. The American 

Holistic Nurses Association and American Nurses Association’s Holistic Nursing: Scope and 

Standards of Practice (3rd ed., 2019) provide a framework for holistic nurses to create an 

optimal healing environment by recognizing the multiple factors—physical, cultural, 

psychological, social, spiritual, and historical—that affect health and wellness. For 

Indigenous populations, the past continues to impact the health of members in the present. 

Historical trauma refers to the generationally transferred human consequences of cultural 

oppression of a population through colonization, slavery, and genocide (Brave Heart, 1998; 

Evans-Campbell 2008; Whitbeck, Adams et al., 2004). Prominent among those affected by 

historical trauma are Indigenous populations of North America and beyond that have 

undergone significant historical violence and loss as a result of centuries-long patterns of 

imperialist colonization (Brave Heart, 1998; Whitbeck, Adams et al., 2004). Under colonial 

subjugation, the Indigenous people in the Americas and elsewhere experienced—and in some 

cases still experience—forced religion, military conquest and relocation, epidemic disease, 

language suppression, resource theft, family disruption, government dependency, and 
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coercive assimilation (Brave Heart, 1999; Brave Heart-Jordan & DeBruyn, 1995). The direct 

descendants of those who first occupied the lands thus colonized are often referred to as 

“Indigenous,” especially when they have retained the cultural memories and practices of their 

forebears (Chilisa, 2012).  

Globally, Indigenous people experience poorer health outcomes than non-Indigenous 

people (Anderson et al., 2016). For example, the Aboriginal and Torres Strait Islander people 

of Australia have five times the rate of diabetes and four times the rate of chronic kidney 

disease than non-Indigenous Australians (Australian Bureau of Statistics, 2015). In New 

Zealand, the Māori have poorer health than non-Māori across many diseases, including heart 

disease and cancer (Cameron et al., 2012). In American Indian youth, there is a higher 

prevalence of obesity than the United States national average (Kelley & Lowe, 2018). 

Indigenous people of Canada are disproportionately affected by type 2 diabetes, with rates 3–

5 times higher than the non-Indigenous population (Jacklin et al., 2017).  

Some have claimed to find evidence of disparate genetic susceptibility to certain 

diseases like depression and posttraumatic stress disorder (PTSD) across ethnic groups. For 

the most part though, health issues that disproportionately affect Indigenous people have 

been attributed to social determinants of health (SDOH). Social determinants include social, 

economic, and environmental factors that impact groups disparately due to unequal 

distributions of money, power, and other resources and have influence on health and access 

to health care (Office of Disease Prevention and Health Promotion [ODPHP], 2019). Racism, 

ethnocentricity, and socioeconomic marginalization are well-known social determinants of 

health that affect Indigenous populations. In the United States, American Indians have the 
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highest diabetes incidence and mortality rates of any group (Cho et al., 2014). Their poor 

health has been associated with long-standing patterns of poverty and lack of access to 

healthy foods, including for some, the less nutritious processed foods provided through 

government-funded food distribution programs (Warne & Westscott, 2019). In Canada, 

inequalities in health between Indigenous and non-Indigenous people are evident in life 

expectancy (Tjepkema et al., 2019), incidence of chronic diseases such as diabetes and 

obesity (Turin et al., 2016), and prevalence of substance abuse and suicide (Chachamovich et 

al., 2015). Social marginalization and patterned poverty create vulnerability to poor health 

outcomes for many Indigenous groups.  

In a growing body of research to investigate the role of historical trauma in health 

disparities (Gone & Kirmayer, 2020; Hartmann et al., 2019; Walls & Whitbeck, 2012), 

researchers have argued that historical trauma impacts health by influencing Indigenous 

people’s perceptions of disease and healing and in turn their health behaviors. Literature 

reviews have focused on the impacts of historical trauma on families (O’Neill et al., 2018), 

on youth (Smallwood et al., 2020), and on those who attended residential schools (Wilk et 

al., 2017). Recent systematic literature reviews have examined historical trauma resulting 

from the residential school experience in the United States and Canada (Gone et al., 2019) 

and interventions to address historical trauma in the Native communities of North America, 

Australia, and New Zealand (Gameon & Skewes, 2020). Historical trauma study is currently 

a complex, growing field with topically, geographically, and methodologically diverse 

emphases. Our purpose in this scoping review was to survey broadly to summarize patterns 
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of purpose, study design, and theme in the literature on historical trauma in North American 

Indigenous people and identify where future research might be directed.  

Method 

Scoping reviews address broad research questions and allow charting and 

summarizing of research findings to establish the breadth and depth of research activity, 

regardless of study design (Arksey & O’Malley, 2005; Levac, Colquhuon, & O’Brien, 2010). 

The charting and summarizing of literature enable clarification of boundaries and 

identification of gaps. In a scoping review, the literature is surveyed for coverage and 

themes. Based on Arksey and O’Malley’s (2005) scoping review method, Levac et al. (2010) 

revised the six-step process that we followed: (a) identify the research question; (b) identify 

relevant studies; (c) select the studies; (d) chart the data; (e) collate, summarize, and report 

the results in themes; and (f) consult stakeholders to share and/or validate findings.  

Data Search and Selection 

After identifying the research questions, we searched CINAHL, PubMed, and Ovid 

using the phrases historical trauma AND American Indian, historical trauma AND Alaska 

Native, historical trauma AND Native American, historical trauma AND First Nations, 

historical trauma AND Metis, and historical trauma AND Inuit. Because we wanted to 

capture all the related studies, beginning dates were not restricted. The end date was 

September 2020. Initial keyword searches yielded 647 articles. From these articles, an 

additional 17 relevant studies were identified in reference lists. After duplicates were 

removed, 222 articles were evaluated for eligibility, first by title and abstract and then full 

text (see Figure 2.1). The following inclusion criteria were applied: (a) publication in a peer-
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reviewed journal, (b) English-language or translated into English, (c) content focused on an 

Indigenous population, (d) content focused on historical trauma related to mental or physical 

health, and (e) primary or secondary data analysis. There were no exclusion criteria. Seventy-

five studies met inclusion criteria.  

 

Figure 2.1 

Flow Diagram of Study Selection Process 
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Data Preparation and Analysis 

 Table 2.1 was created to chart the data that were pertinent to the first research 

question: “What trends of purpose, study design, and theme define the current literature on 

historical trauma in Indigenous populations?” Purpose referred to the authors’ primary 

purpose(s) relative to the topic of historical trauma and Indigenous populations in a 

publication; Study Design referred to the design or approach taken to address or explore 

historical trauma (e.g., descriptive, analytic, qualitative, experimental, observational, etc.). 

Theme referred to the key conceptual definitions, emphases, and questions raised in the 

study. The articles were analyzed using qualitative descriptive techniques (Braun & Clarke, 

2006; 2014) by author LJC who also conducted the search and screened and selected the 

studies. Author AME assisted in developing the chart and reviewed methods and study 

design abstraction and helped identify themes. Questions and disagreements between the 

authors were resolved through discussion. Further review of the findings through 

consultation with a content expert was obtained to strengthen the rigor of the study (Levac et 

al., 2010).  

Results 

The literature on historical trauma in North American Indigenous populations 

included a range of purposes and study designs. Of the 75 studies, 40 were quantitative 

studies, 26 were qualitative studies, and nine used mixed methods. Nineteen studies focused 

on youth, two studies on older adults (i.e., Indigenous older adults, Indigenous tribal leaders), 

11 on people with a physical illness, and six on participants who experienced forced 

residential schooling. Sample sizes ranged from two to 34,039. Indigenous people of the 
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United States were the focus in 44 studies, of Canada in 27 studies, and of both United States 

and Canada in four studies. The studies appeared in journals mainly in the fields of 

sociology, psychology, psychiatry, and public health. Four studies were published in journals 

where the primary focus was nursing.  

Purpose 

The most commonly expressed purpose of the publications was to assess historical 

loss awareness and symptoms experienced by descendants of historical trauma survivors (27 

studies), followed by studies that sought to understand psychological symptoms that lead to 

risky health behaviors such as alcohol, substance abuse, and suicide (22 studies). Studies also 

set out to understand the link between historical trauma and chronic physical illnesses (11 

studies). Of the 13 interventional studies with North American Indigenous groups, studies 

included improving coping strategies and decreasing anxiety, depression, and PTSD 

(Goodkind et al., 2010), preventing substance abuse (Lowe et al., 2016), and managing 

obesity (Kelley & Lowe, 2018). Most studies pursued purposes that targeted outcomes in 

specific subpopulations, including Indigenous women (Dodgson & Struthers, 2005), 

homeless Indigenous adults (Bingham et al., 2019), and persons who had been compelled to 

undergo residential schooling (Howard, 2014).  

Study Design 

 The majority of studies employed a quantitative design; 27 were observational and 13  

were experimental, including eight pretest/posttest studies, three descriptive/evaluation 

studies, and two quasi-experimental studies. Of the 26 qualitative designs, methodological 

approaches included phenomenology, ethnography, and unspecified qualitative descriptive 
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research (i.e., interviews with thematic or content analysis). Data collection in qualitative 

studies involved mainly one-on-one and focus group interviews. Nine studies conducted 

mixed methods approaches, of which three were tool development studies. Mixed methods 

studies included three sequential explanatory (i.e., quantitative followed by qualitative) 

studies and six studies using sequential exploratory (i.e., qualitative followed by quantitative) 

methods.  

Themes 

Most authors focused on defining historical trauma or finding ways to address 

historical trauma. The most prominent themes were (a) challenges of defining and measuring 

intergenerational transmission in historical trauma; (b) differentiating historical trauma from 

contemporary trauma; (c) role of racism, discrimination, and microaggression; (d) questing 

for resilience through enculturation, acculturation, and assimilation; and (e) addressing 

historical trauma through interventions and programs. 

Challenges of Defining/Measuring Intergenerational Transmission 

Intergenerational transmission is a core concept of historical trauma and refers to how 

traumatic events in one generation impact the health and wellbeing of later generations 

(Brave Heart, 1998; Palacios & Portillo, 2009). The concept of intergenerational transmission 

has been developed mainly in theory and less commonly through empirical investigation. 

Adding to the complexity of historical trauma is a lack of clarity around when and how 

effects of historical trauma are passed on and how many generations may be affected. The 

two explored pathways for intergenerational transmission in historical trauma research in 

general are the epigenetic pathway, in which extreme and prolonged stress leads to changes 
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in genetic signaling (Yehuda et al., 2016), and the social pathway. In the literature on 

historical trauma in North American Indigenous people, we found only studies that addressed 

the social pathway explanation of transmission. None of the articles addressed a genetic 

pathway.  

Social Pathway. The social pathway describes the intergenerational transmission of 

trauma from a generation that experienced trauma firsthand to their offspring (second 

generation) by means of social interaction of some kind. The concept of vicarious 

transmission, for example, has been used to describe transmission that occurred when a 

parent who survived trauma talked about it often or with such intensity or immediacy that 

their children came to feel as if the trauma had happened to them (Vasquez et al., 2014). 

Silence or avoidance has also been cited as a social pathway of transmission. Weingarten 

(2004) described how transmission of trauma across generations occurred through the 

avoidance of dialogue about the past, leaving subsequent generations to imagine the worst. 

The lack of dialogue about collective trauma can permeate into society as well, where the 

silence is used to delegitimize or belittle claims of historical trauma, which can lead to shame 

and perceived inferiority (Weingarten, 2004). A conspiracy of silence (Danieli, 1998) or 

cultural amnesia (Bertman, 2000) occurs when parents shield their children from the past by 

not sharing stories of their trauma. As one source stressed, even when a trauma is not talked 

about explicitly, communication still takes place: silence is never total (Lang, 1995). Both the 

amount of sharing and the positive or negative valences of the messages have been found to 

influence intergenerational transmission. Recent work with Canadian Indigenous adults and 

their children by Matheson et al. (2020) demonstrated that a parent’s excessive 
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communication about the residential schooling experience or their lack of communication 

about it altogether resulted in negative effects in children. Moderate communication about 

the residential schooling experience coupled with positive messages about cultural pride was 

found to be related to lower depressive symptoms in children than communication 

emphasizing the negative experiences alone (Matheson et al., 2020).  

 Another social pathway of transmission described in the literature was parenting. In 

some studies, traumatic experience was associated with harmful or ineffective parenting 

practices (Pearce et al., 2008). For many older members of Indigenous communities, family 

separation occurred when they were forced as children to live at residential schools where 

they were often treated with abuse or neglect and were forced to assimilate into the dominant 

culture (Anastario et al., 2013; Cromer et al., 2018). Many American Indians who 

experienced residential schools not only lost connection with their language and traditional 

practices but were often severely punished or sexually abused at the schools. Some sources 

have argued that these experiences are transmitted across generations through childrearing 

practices that at times include cycles of physical, emotional, or sexual abuse (Freyd, 1996; 

Pearce et al., 2008).  

Differentiating Historical Trauma From Contemporary Trauma 

The second key theme prominent in the studies was distinguishing between the 

effects of historical trauma and contemporary trauma (Cromer et al., 2018; Whitbeck, Adams 

et al., 2004). Scholars in the field have observed the difficulty of making distinctions 

between historical trauma and its effects or sequelae, including historical grief and other 

symptoms, and the effects of present-day sociocultural trauma (Kirmayer et al., 2014; 
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Whitbeck, Adams et al., 2004). Whitbeck, Adams et al. (2004) have, for example, argued that 

the psychological symptoms that were associated with historical causes in landmark studies 

done by Brave Heart (1998, 1999, 2003) might equally be ascribed to more proximal causes. 

To supply the missing link between cause and effect, Whitbeck, Adams et al. (2004) 

validated two tools with the American Indian population, the Historical Loss Scale (HLS) 

and Historical Loss Associated Symptoms Scale (HLASS). The HLS assessed the frequency 

of thoughts about historical loss (e.g., lost land, lost language), and the HLASS assessed the 

association of emotional reactions (e.g., depression, sadness, or anger) with thoughts of 

historical loss. What the tools still did not do was address contemporary factors. McKinley et 

al. (2020), working with an American Indian adult population, created the Historical 

Oppression Scale (HOS) to complement the HLS and provide understanding of how 

oppression is perpetuated over time. The HOS also added internalized oppression or the 

oppression that occurs within one’s community as a contemporary mechanism through which 

historical trauma may persist (McKinley et al., 2020).  

Contemporary Trauma as a Mediating Factor. One way to distinguish between the 

effects of past events and contemporary trauma is to understand contemporary events as 

mediating factors. Bernards et al. (2019) found that perceived racism, such as being treated 

unfairly in social contexts (i.e., restaurants and bars), was associated with greater likelihood 

of depression and anxiety among First Nations women. Similarly, perceptions of historical 

trauma can moderate current experiences, as in a study with North American Indigenous 

youth which concluded that merely having an awareness of historical trauma amplified 
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participants’ negative contemporary experiences such as racial discrimination (Armenta et 

al., 2016).  

Complex Intersection of Historical Trauma and Contemporary Trauma. The 

underlying mechanisms that influence risky health exposures and behaviors and poor mental 

health among Indigenous people arise not exclusively from consciousness about the past but 

represent a complex intersection of stressors, events, and social problems, past and present. 

Such was the premise of a focus group study with First Nations youth, where suicidal 

ideation and attempts were found to be influenced both by deep historical and contemporary 

factors (Walls et al., 2014). Youth discussed their mental health in terms of collective illness, 

attributing their struggles to broader social historical factors, including historical and current 

systemic problems that affected their interpersonal and family relationships and the 

community supports available to them. Elsewhere, Walls and Whitbeck (2012) described the 

multigenerational effects of the relocation experience. Their study with American Indians 

and First Nations youth revealed significant direct effects (i.e., poor mental health and 

substance abuse) of relocation that then resulted in indirect effects (i.e., problematic 

parenting practices), showing that relocation experiences were linked to negative outcomes in 

subsequent generations. In another study, Howard (2014) demonstrated how one generation’s 

restricted eating (i.e., having food rationed, withheld, and denied) in residential schools 

provided a context for understanding diabetes risk in a later generation. Survivors of 

residential schooling linked their past to current unhealthy habits, such as overeating or 

hoarding, and described passing the negative relationships with food on to their children. 

Survivors of the residential schools also described going against health care providers’ diet 
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recommendations as a way of regaining identity and reclaiming dietary choice (Howard, 

2014).  

The Role of Racism, Discrimination, and Microaggression 

Another key theme in the literature on historical trauma was the role of racism, 

discrimination, and microaggression in historical trauma. Studies defined racism as both a 

phenomenon of the past and an ongoing process that is materially and socially reproduced in 

the present (Brave Heart, 2003; Walters & Simoni, 2009). Discrimination was defined as a 

manifestation of racism that represents a dominant culture’s dismissive or hostile attitude 

toward Indigenous populations (Whitbeck, Chen et al., 2004). Discrimination tells the 

Indigenous person of their “place” in the social hierarchy and reminds them of their people’s 

past experiences of violence and loss (Whitbeck, Chen et al., 2004). Racism and 

discrimination, whether blatant or in the more covert form of microaggressions, were 

associated in the literature on historical trauma with adverse health consequences (Iwazaki et 

al., 2004; Myhra, 2011).  

According to Brave Heart et al. (2011), the cumulative generations of persecution, 

discrimination, and oppression increase the likelihood of risky health exposures and 

behaviors such as substance abuse among American Indians. Other authors presented 

evidence that historical trauma affects chronic illness management. In a study with 

Indigenous Canadians, lack of caring shown toward them by a provider was perceived as a 

form of discrimination that was associated with poor management of diabetes (Iwazaki et al., 

2004). In a study by Bird et al. (2016) with American Indians who had chronic illness, 

participants reported how discrimination in medical, institutional, and governmental settings 
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left them feeling helpless. There is some evidence that discrimination and microaggression 

may be a catalyst for risky health behaviors in groups affected by historical trauma. Skewes 

and Blume (2019) found the perception of discrimination and microaggressions among 

American Indian informants contributed to substance use and acted as a barrier to recovery. 

One participant in the study described “[o]ppression” as “the overarching umbrella for all 

sickness with drugs and alcohol” (p. 9). Studies like Skewes and Blume’s indicate how 

racism and discrimination can function as a social determinant of health while joining past 

depredations to present experiences of marginalization and exclusion.  

Questing for Resilience through Enculturation, Acculturation, and Assimilation  

While many of the articles in this scoping review focused on themes of defining 

historical trauma and understanding how it affects Indigenous populations, others focused on 

ways to prevent, lessen, or reverse the effects of historical trauma. Authors differentiated 

between enculturation, acculturation, and assimilation as ways to build resilience in the 

process of healing from or preventing historical trauma. Enculturation referred to 

identification with and maintaining ancestors’ values, customs, and beliefs; acculturation was 

described as being reared in traditional values but attaining behaviors that are required to 

function in the mainstream. Assimilation referred to identification with mainstream values, 

behaviors, and expectations (Garrett et al., 2009). 

In this sample, a number of studies emphasized the value of enculturation, the ways in 

which an Indigenous person’s having ties to their culture offered protection against present-

day effects of past colonization (Blacklock et al., 2019; Cloud-Ramirez & Hammack, 2014). 

Ungar (2006), for example, referred to the importance to Indigenous people of being in touch 
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with a collective history of trauma as a means of connecting to the land, family roles and 

relationships, and traditional ways of health and healing. Other authors indicated that through 

enculturation, collective trauma could be parlayed into resilience and resistance and, 

ultimately, survival and healing (Wexler, 2014). Multiple studies concluded that resilience 

could be gained through enculturation, by aligning with a collective identity through the 

transmission of culture and language (Myhra, 2011), tribal identity and practice (Cloud-

Ramirez & Hammack, 2014), and community and family ties (Nicolai & Saus, 2013). In 

Zimmerman et al.’s (1996) study, researchers found that American Indian youth’s 

identification with their cultural heritage, norms, and traditional values could serve as a 

protective mechanism, decreasing the probability of negative outcomes of historical trauma 

such as unhealthy drinking. Elsewhere, Snowshoe (2017) reported that cultural 

connectedness (i.e., affiliative identity, traditions, and spirituality) positively affected First 

Nations young people’s mental health. The benefits of cultural connectedness were found in 

another study with First Nations young people in which indigenous cultural identity was 

negatively correlated with internalizing problems (i.e., depression, anxiety, and fearfulness) 

(Blacklock et al., 2019).  

In some research, instead of being supportive of resilience, enculturation had an 

opposed effect. Evidence of the contradictory effects of enculturation were cited in studies 

with American Indians, such as Soto et al.’s (2015) research, which found that ethnic 

identity, participation in cultural activities, and stress measured via the stressful life events 

survey predicted historical trauma in American Indian youth and were positively correlated 

with smoking. Whitbeck, Chen et al. (2004) showed that enculturation did not mediate the 
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effects of discrimination on alcohol abuse among American Indians but had an independent 

negative effect.  

Another group of studies developed the role of acculturation and assimilation in 

historical trauma. Garrett et al. (2009) compared the levels of acculturation and assimilation 

in Native American and non-Native American high school students. Higher mean scores on a 

wellness scale, including personal, social, and environmental factors, were found in 

acculturated and assimilated students compared with enculturated students (Garrett et al., 

2009). Cromer et al. (2018) obtained similar results in a study with American Indians, in 

which researchers found that the more participants acculturated and identified with the 

colonizing White culture, the less they were aware of historical losses. The lack of 

awareness, they concluded, offered protection from the negative effects of historical trauma. 

Cromer et al. (2018) went on to describe enculturation and acculturation as two ends of a 

continuum, where the more enculturated a person is, the less acculturated they are and vice 

versa. Figure 2.2 provides a diagram of these relationships in the current literature, including 

the continuum-like relationship between the three and the possibility of both positive effects 

and negative effects following from both enculturation and acculturation. 
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Figure 2.2 

Effects of Enculturation, Acculturation, and Assimilation 

 

 

Addressing Historical Trauma Through Interventions and Programs 

Another key theme in the literature on historical trauma in Indigenous populations 

concerns interventions and programs to address the effects of historical trauma. This theme 

was evident in the 13 studies that either described or evaluated programs or implemented and 

measured the effects of interventions. Among these were two studies that trialed educational 

interventions to reduce physical chronic illnesses, three studies that described and/or 

evaluated interventions to strengthen ethnic identity and empower Indigenous persons, two 

studies that described programs to provide Indigenous-specific care, and six studies that 

described and/or evaluated programs to decrease specific behaviors described as maladaptive 
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(see Table 2.2). Interventions included a study with American Indian youth conducted by 

Lowe et al. (2016) that compared effects on substance use and general well-being following a 

Cherokee Talking Circle (CTC) intervention compared with a non-culture-based 

intervention. Barnett et al.’s (2019) assessment of a culture camp for Alaska Native youth at 

risk for suicide found that cultural activities with an emphasis on relationship building, role 

modeling, and sharing struggles significantly increased positive mood, feelings of 

belongingness, and self-perceived coping and decreased the risk of suicide. In a study to 

reduce obesity, Kelley and Lowe (2018) saw significantly better outcomes in measures of 

cultural identity, perceived stress, obesity knowledge, physical activity, and healthy eating 

behavior in American Indian youth who participated in their after-school, culture-based 

health education program with CTCs rather than a standard health education program. 

Cultural-specific interventions generally showed effectiveness, especially with the youth 

(Barnett et al., 2019; Boyd-Ball, 2006; Goodkind et al., 2010). 

Some studies were program evaluations conducted to maximize the potential for 

providing Indigenous-centered care. Struthers et al. (2003) interviewed facilitators of the 

Four Talking Circle program for prevention and management of type 2 diabetes symptoms in 

adult American Indians and identified expressions of the emotional aspect of diabetes as an 

overarching theme with three sub-themes of connectedness, collective living, and 

transformation. The findings underscored the culturally holistic character of the intervention 

with its focus on mind, body, feelings, and spirit. Others modified programs to tailor them to 

specific populations. Baldwin et al. (2020) involved community members in adapting the 

Keetoowah-Cherokee substance abuse intervention program for American Indian youth of 



 

34 

three tribal communities by tailoring the program to their language and cultural practices. 

The community members stressed the importance of designing culturally based programs to 

address historical trauma that recognized the diversity among different Indigenous 

populations, with their varied histories, cultures, language, traditions, and worldviews.  

Discussion 

In this scoping review, we aimed to summarize the current literature on historical 

trauma and answer the questions, “What trends of purpose, study design, and theme define 

the current literature on historical trauma in the health of Indigenous populations?” and 

“What are the gaps in the historical trauma research?” We found the literature clustered in 

two main areas of purpose: defining what is historical trauma and exploring ways to address 

historical trauma. Prominent themes were (a) challenges of defining and measuring 

intergenerational transmission in historical trauma; (b) differentiating historical trauma from 

contemporary trauma; (c) role of racism, discrimination, and microaggression; (d) questing 

for resilience through enculturation, acculturation, and assimilation; and (e) addressing 

historical trauma through interventions and programs. 

The gaps we identified included a lack of research to distinguish between past and 

present traumas and to determine where and by what mechanisms historical linkages occur. 

There was also evidence of a need to be more comprehensive in the understanding of 

historical trauma since the overwhelming emphasis has been on mental health effects, with 

less effort to explore physical health effects. Research on physical health addressed diabetes 

(Terry et al., 2020), obesity (Kelley & Lowe, 2018; Kulhawy-Wibe et al., 2018), and cancer 

(Burnette, Roh et al., 2019; Henderson et al., 2018) in indigenous populations. While these 
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are health problems that have high prevalence in many Indigenous communities, other health 

challenges of Indigenous with likely connection to the stresses of historical trauma were 

surprisingly unexplored, including cardiovascular and respiratory diseases.  

Research on historical trauma in North American Indigenous people has been almost 

entirely dominated by the social pathway, as demonstrated by the studies we reviewed. But 

elsewhere, biological and epigenetic mechanisms of transmission of historical trauma have 

received attention from researchers. Pathway studies based on epigenetics have primarily 

been conducted in Holocaust survivor research (Lehrner & Yehuda, 2018; Yehuda et al., 

2016;). According to this work, extreme or prolonged stress may affect the transcriptional 

activity of genes and influence gene expression or suppression in offspring (Lehrner & 

Yehuda, 2018). Stress exposure in one generation may thus result in epigenetic alterations, 

creating vulnerability to illness, including psychiatric, in the next generation (Bhattacharya et 

al., 2019). Yehuda et al. have demonstrated a significant correlation in activation of chemical 

switches for gene expression associated with PTSD in Holocaust survivors and their 

offspring. There has been no consensus on epigenetic transmission of historical trauma, 

however, and Scorza et al. (2019), Henikoff and Greally (2016), and Birney et al. (2016) 

have all challenged the validity of links that suggest epigenetic inheritance. 

The social pathway was the common route of transmission posited in the literature on 

North American Indigenous groups. To address those pathways, researchers developed 

interventions that often addressed culturally specific elements. Less common in the literature 

we reviewed was the model of concept of cultural safety. Elsewhere in the world, especially 

in Australia and New Zealand, the cultural safety model has been common in research with 
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Indigenous people and has shown promising results in application (Freeman et al., 2014; 

McGough et al., 2017). Similar to the culturally specific approaches in interventions and 

programs in the studies we reviewed, the cultural safety model integrates the values, 

attitudes, and beliefs of Indigenous culture into health services, using community 

participation to identify needs of the population and stressing self-determination and 

empowerment in health care encounters (Harfield et al., 2018). The unique characteristic of 

cultural safety is that safety is defined and evaluated specifically by those who receive a 

service, not by those who design and provide it (Nursing Council of New Zealand, 2011). 

Only three studies in our sample mentioned the cultural safety model or concept (Auger et 

al., 2019; Iwasaki et al., 2004; Jacklin et al., 2017). Despite some differences, both cultural 

safety and the culturally specific care approaches we saw in the North American Indigenous 

studies share a focus on health promotion and health services that take their cue from 

Indigenous peoples’ needs and values. And, both have nursing implications, since nurses are 

trained to address the holistic needs of patients and may be best situated to assess and 

acknowledge—and then to advocate and act on—Indigenous patients’ preferences and needs 

in health care settings.  

Limitations 

A limitation of our review was that the literature search, selection, and initial analysis 

were performed by one reader, although the subsequent searching, analysis of themes, and 

crafting of conclusions was conducted with assistance of the second author. We also had two 

outside expert readers and one Indigenous scholar who reviewed the article and offered 

critical suggestions. Also potentially limiting was the inclusion criterion of physical health 
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effects of historical trauma which meant that we might have missed important themes 

particular to other kinds of impacts (e.g., economic, emotional, spiritual). The focus on 

Indigenous peoples meant that our sample did not include enslaved, transported, other 

colonized, or diasporic groups, such as African Americans and other African peoples whose 

ancestors were affected by the slave trade. Many of these groups would have experiences of 

historical trauma and would provide important perspectives on the phenomenon, though the 

complexity and uniqueness of historical trauma stemming from the African slave trade and 

system of chattel slavery in the U.S. and West Indies deserve their own exploration. Despite 

its shortcomings, this review boasts a robust scoping and summarization of the literature and 

points the way for future work. 

Conclusion 

In our research on historical trauma and health in North American Indigenous 

populations, we identified various purposes, methods, and themes. We found much research 

seeking to document how the past influences contemporary health in people with significant 

collective histories of violent colonization and loss. More work is needed to establish 

mechanisms of transmission, define present and past in historical trauma, establish how 

historical trauma links to physical illnesses, and test out theories about epigenetics and 

transmission. The current health care system, long dominated by a Eurocentric model of 

biobehavioral health, needs nurses and others to work in collaboration with Indigenous 

persons to design and implement programs to address barriers like trauma and build on 

strengths like resilience to promote Indigenous health. By promoting culturally specific and 
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culturally safe health care that is historical trauma-aware, we can better ensure that 

Indigenous peoples’ collective past is honored and their present-day needs met.
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Table 2.1 

Summary of Study Design/Method and Purposes 

Author 

 

Design/Method Purpose (was to) 

Anastario et al. (2013) Mixed Methods 

Sequential exploratory 

Describe the effect of colonial violence on substance use, mental health, 

and risky sexual behaviors in American Indian youth. 

 

Armenta et al. (2016) Qualitative descriptive Describe North American Indigenous youth’s awareness and thinking 

about historical loss. 

 

Auger et al. (2019) Intervention 

Descriptive/Evaluation 

Measure the extent to which a Mental Health First Aid First Nations 

course was experienced as culturally safe by First Nations adults.  

 

Baldwin et al. (2020) Intervention 

Descriptive/Evaluation 

Adapt, tailor, implement, and evaluate Keetoowah Cherokee Talking 

Circle for American Indian youth into Intertribal Talking Circle 

intervention for substance abuse prevention. 

 

Barker et al. (2019) Cross-sectional 

surveys 

Describe the relationship between familial residential school exposure 

and child welfare system involvement in 14-26-year-old Canadian 

Indigenous who use drugs. 

Barnett et al. (2019) Intervention 

Pre/Posttest 

Measure effects of a culture camp intervention on psychosocial 

outcomes in Alaska Native youth at risk for suicide.  

 

Barraza & Bartigs 

(2016) 

Mixed methods 

Sequential explanatory 

Develop, and pilot test a strength-based, holistic self-assessment tool 

grounded in the Medicine Wheel for the American Indian youth. 

 
Table continues 
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Author 

 

Design/Method Purpose (was to) 

Bernards et al. (2019) Cross-sectional 

surveys 

Describe relationship between social support perceived racism, historical 

trauma and loss, and depression/anxiety in First Nations adults. 

 

Bingham et al. (2019) Cross-sectional 

surveys 

Matched cohort 

Describe mental health, substance use, trauma history, experiences of 

violence and suicidality in homeless Canadian Indigenous men and 

women. 

 

Bird et al. (2016) Qualitative descriptive Describe perceptions of the impact of historical and current loss in 

American Indian adults who have a chronic illness. 

 

Blacklock et al. (2019)  Cross-sectional 

surveys 

Matched cohort 

Describe age and gender as moderators of relationships between self-

reported cultural identity and externalizing and internalizing among First 

Nations youth. 

Bombay et al. (2011) Cross-sectional 

surveys 

Examine the intergenerational transmission impact of residential school 

exposure on the mental health of First Nations adults. 

 

Boyd-Ball (2006) Intervention 

Pre/Posttest 

Measure effects of a family-enhanced intervention and a culturally and 

historically relevant family intervention on American Indian youth 

alcohol and other drug use. 

 

Brave Heart (1998) 

 

Intervention 

Quasi-experimental 

Measure effects of educational intervention on grief, positive identity, 

and commitment to individual and community healing in American 

Indian providers and community leaders. 

 

Burnette, Renner et al. 

(2019) 

Cross-sectional 

surveys 

Describe relationship between historical oppression, resilience, 

transcendence, and depressive symptoms in American Indian adults. 

 
Table continues 
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Author 

 

Design/Method Purpose (was to) 

Burnette, Roh et al. 

(2019) 

Qualitative descriptive  Describe American Indian women cancer survivors’ community support 

needs and preferences. 

 

Cloud-Ramirez & 

Hammack (2014) 

Qualitative descriptive Describe historical trauma in narratives of two American Indian tribal 

leaders. 

Cromer et al. (2018) Cross-sectional 

surveys 

Describe association between enculturation and awareness of historical 

trauma through a lens of institutional betrayal among American Indian 

adults. 

 

Cross et al. (2010) Qualitative descriptive Describe the role of American Indian grandparents with custody of 

grandchildren. 

Dodgson & Struthers 

(2005) 

 

Phenomenology Describe American Indian women’s lived experience of marginalization. 

Ehlers et al. (2013) Cross-sectional 

surveys 

 

Describe American Indian adults’ frequency of thoughts about historical 

loss and associated symptoms and factors. 

 

Elias et al. (2012) Cross-sectional 

surveys 

Investigate whether direct or indirect exposure to residential school 

system is associated with trauma and suicide behavior histories among 

First Nations adults. 

 

Evans & Davis (2018) Mixed methods 

Sequential explanatory 

Describe and explain the relationship between mechanism relied upon to 

deal with ongoing stress (sense of coherence) and historical trauma 

among American Indian youth. 

 
Table continues 
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Author 

 

Design/Method Purpose (was to) 

Freeman et al. (2019) Qualitative descriptive Describe experiences of American Indian and Alaska Native behavioral 

health leaders and public health leadership. 

 

Fuller-Thompson et al. 

(2020) 

Cross-sectional 

surveys 

Describe prevalence and factors associated with complete mental health 

(CMH) among Canadian Indigenous adults. 

 

Gone (2009) Qualitative descriptive 

 

Describe the meaning of healing for First Nations adult clients and staff 

in a substance-abuse treatment center. 

 

Goodkind et al. (2010) Intervention 

Pre/Posttest 

Measure the effects of a cognitive behavioral intervention for trauma on 

anxiety, depression, and PTSD symptoms in American Indian youth. 

 

Goodkind, Hess et al. 

(2012) 

Intervention  

Pre/Posttest 

Measure the effects of an intervention to promote mental health well-

being of American Indian youth by fostering positive change at multiple 

levels: youth, parent, family, and community. 

 

Goodkind, Ross-

Toledo et al. (2012) 

Qualitative descriptive Explore the effects of historical trauma and structural stressors and of 

building on individual and community strengths among American Indian 

youth, parents, grandparents. 

 

Gray & Cote (2019) Cross-sectional 

surveys 

Describe association between Indian residential schooling attendance, 

cultural connectedness, and mental health in among Canadian 

Indigenous adults. 

 

Guenzel & Struwe 

(2020) 

Mixed methods 

Sequential exploratory 

Describe historical trauma, historical loss-associated thoughts, ethnic 

experience, and psychological symptoms in American Indian adults. 

Table continues 
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Author 

 

Design/Method Purpose (was to) 

Hartmann & Gone 

(2014) 

Ethnography Describe American Indian medicine men’s experience of historical 

trauma. 

 

Henderson et al. (2018) Qualitative descriptive 

 

Describe knowledge and perceptions about cancer, health care, and HPV 

vaccination in First Nation older adults, parents, health directors, and 

cancer survivors. 

 

Hop Wo et al. (2020) 

 

Cross-sectional 

surveys 

Describe the prevalence of mental illness and substance use in Canadian 

Indigenous and Non-Indigenous adult students in post-secondary 

institutions. 

 

Howard (2014) 

 

Qualitative descriptive 

 

Describe living history circles program to influence adult Canadian 

Indigenous’ dietary habits and management of diabetes through “tribal 

kitchen” workshops. 

 

Iwasaki et al. (2004) Qualitative descriptive Describe stress of Canadian Indigenous adults living with diabetes. 

 

Jacklin et al. (2017) Qualitative descriptive Describe health care experiences of Canadian Indigenous adults with 

type 2 diabetes. 

 

Jervis et al. (2006) Cross-sectional  Describe American Indian adults’ attitudes and knowledge about 

historical events. 

 

Kelley & Lowe (2018) 

 

Intervention 

Pre/Posttest 

Measure effects of a cultural-based intervention on cultural 

identification, perceived stress, and obesity knowledge among American 

Indian youth at risk for obesity. 

 
Table continues 
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Author 

 

Design/Method Purpose (was to) 

Kulhawy-Wibe et al. 

(2018)  

Qualitative descriptive Describe structural, financial barriers to diabetes self-management in 

First Nations adults. 

 

Lowe et al. (2016) Intervention 

Quasi-experimental 

Compare the effects of a culturally oriented intervention (Cherokee 

Talking Circle) with a standard education on prevention of substance 

abuse in American Indian adolescents. 

 

Lys et al. (2018) Pre/Posttest Measure effects of Fostering Open eXpression among Youth (FOXY), 

an arts-based HIV prevention program, on knowledge of sexually 

transmitted infections, safer-sex self-efficacy, and resilience in Canadian 

Indigenous youth. 

 

Matheson et al. (2020) 

 

Mixed methods 

Sequential explanatory 

 

Describe the relationship between parental communication about 

Canadian Indigenous residential schooling and psychological distress, 

cultural identity, and perceived discrimination in their adult offspring. 

 

McKinley et al. (2020) Mixed methods 

Sequential exploratory 

 

Develop and test the historical oppression scale (HOS) with adult 

Americans Indians. 

McQuaid et al. (2017) Cross-sectional 

surveys 

Describe the intergenerational links between familial residential 

schooling attendance and lifetime suicide ideation and attempts in First 

Nations adults. 

 

Mehrabadi et al. (2008) Cross-sectional 

surveys 

Describe HIV-related vulnerabilities resulting from sex work in 

Canadian Indigenous females 14-30 years of age.      
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Author 

 

Design/Method Purpose (was to) 

Moniruzzaman et al. 

(2009) 

Cross-sectional 

surveys 

Describe the prevalence of suicide attempt and vulnerability to suicide 

attempts in Canadian Indigenous young people (14-30 years of age) who 

use drugs. 

 

Myhra (2011) 

 

Ethnography 

 

Describe the relationship between the intergenerational transmission of 

historical trauma and sobriety maintenance in urban Americans Indian 

and Alaska Native adults. 

 

Myhra et al. (2015) Qualitative descriptive Describe multi-level effects of substance use in American Indian 

families: individually, at the family-level, and across generational bonds. 

 

Nebelkopf & Wright 

(2011) 

Intervention 

Pre/Posttest 

Measure the effectiveness of a holistic model implemented at the 

American Indian Health Center in the San Francisco Bay Area in men, 

women, youth, and children. 

 

Neufeld et al. (2020) 

 

Qualitative descriptive 

 

Describe association of food insecurity and cultural loss on 

intergenerational trauma in First Nations older women who attended 

residential schools. 

 

Nicolai & Saus (2013) 

 

Qualitative descriptive  

 

Describe how service providers conceptualize American Indian 

(Montana) and Sami (Norway) children’s’ experiences of trauma. 

 

Pearce et al. (2008) Cross-sectional 

surveys 

Describe factors associated with sexual abuse among 14-30-year-old 

Canadian Indigenous people who use injection and non-injection drugs 

through a lens of historical trauma.  

 
Table continues 
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Author 

 

Design/Method Purpose (was to) 

Reinschmidt et al. 

(2016) 

Qualitative descriptive Describe American Indian older adults’ life narratives on historical 

trauma and resilience. 

 

Schultz et al. (2016) Intervention 

Pre/Posttest 

Measure the intervention of re-walking the Trail of Tears on 

contemporary health of American Indian women.  

 

Sharam et al. (2017) Qualitative descriptive  Describe the life experiences of Canadian Indigenous women who had 

experiences with pregnancy, and alcohol and drug use.  

 

Skewes and Blume 

(2019) 

Qualitative descriptive Describe the perceptions of causes of substance use and barriers to 

recovery in American Indian adult informants. 

 

Snowshoe et al. (2017) Cross-sectional 

surveys 

 

Describe relationships between cultural connectedness, spirituality, and 

mental health in First Nations youth. 

 

Soto et al. (2015) 

 

Cross-sectional 

surveys 

Describe the relationship between ethnic identity, cultural activities 

participation, and stressful life events mediated by historical trauma in 

American Indian youth and adult caregivers. 

 

Spence et al. (2014) Cross-sectional 

surveys 

Describe patterns of marijuana use in First Nations adults. 

 

Struthers et al. (2003) Intervention 

Descriptive/Evaluation 

Describe the adult American Indian experience of Four Talking Circle 

facilitators in a diabetes intervention. 

 

Terry et al. (2020) Qualitative descriptive 

 

Describe health care professionals’ views about health and gestational 

diabetes in American Indian and Alaska Native youth. 

 Table continues 
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Author 

 

Design/Method Purpose (was to) 

Tucker et al. (2016) Cross-sectional 

surveys 

Describe relationships between ethnic minority experience, incidence of 

historical loss thinking, and depression symptoms in American Indian 

and Alaska Native adults. 

 

Walls et al. (2014) Qualitative descriptive 

 

Describe multilevel factors related to youth suicide from the perspective 

of First Nations older adults and health care providers. 

 

Walls et al. (2016) 

 

Cross-sectional 

surveys 

 

Describe relationships between discrimination, historical loss, and 

culturally protective factors in North American Indigenous youth and 

adults. 

 

Walls et al. (2017) Mixed methods: 

Sequential exploratory 

Describe associations between stressors and psychological, behavioral, 

and physical health in American Indians adults with diabetes. 

 

Walls & Whitbeck 

(2011)  

Cross-sectional 

surveys  

Describe potential cumulative and interactive effects of culturally 

relevant and other stress on distress among North American Indigenous 

adults across the life course.  

Walls & Whitbeck 

(2012) 

Cross-sectional 

surveys 

 

Describe multigenerational effects of relocation experiences of 

American Indian and First Nations youth and their biological mothers. 

 

Wexler et al. (2014) 

 

Qualitative descriptive 

 

Describe role of personal challenges and culture in stories of resilience 

told by Alaska Native older adults, adults, and youth. 

 

Whitbeck, Adams et al. 

(2004) 

Mixed methods 

Sequential exploratory  

Develop and test the historical loss scale (HLS) and historical loss 

associated symptoms scale (HLASS) in an American Indian adult 

population. 

 Table continues 
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Author 

 

Design/Method Purpose (was to) 

Whitbeck, Chen et al. 

(2004) 

Mixed methods 

Sequential exploratory 

Measure the effects of discrimination, historical loss, and enculturation 

on alcohol abuse among American Indian parents and caretakers. 

 

Whitbeck et al. (2009) 

 

Cross-sectional 

surveys 

 

Describe prevalence and correlates of perceived historical loss among 

North American Indigenous youth. 

 

Wiechelt et al. (2012) Cross-sectional 

surveys 

Measure symptoms of historical loss in urban American Indian adults 

using HLS and HLASS.  

 

Woodgate et al. (2017) Phenomenology  Examine the influence of intersectional social determinants on health in 

Canadian Indigenous adults who become infected with HIV in their 

youth. 

 

Zimmerman et al. 

(1996) 

Cross-sectional 

surveys 

Develop an enculturation scale for American Indian youth. 

 



 

48 

Table 2.2 

Publication with Themes 

Author (Year) Themes1 

 IGT HIST/ 

CONT 

ENC/ACC/

ASM 

DISC/ 

RACE 

INTV/ 

PGM 

Anastario et al. (2013) X X    

Armenta et al. (2016)  X X   

  Auger et al. (2019)    X X 

  Baldwin et al. (2020) X X    

  Barker et al. (2019) X X    

Barnett et al. (2019)     X 

  Barraza & Bartigs (2016) X X    

Bernards et al. (2019)    X  

Bingham et al. (2019)  X    

  Bird et al. (2016) X X    

Blacklock et al. (2019)   X   

Bombay et al. (2014) X     

Boyd-Ball (2006)     X 

Bradfield (2013) X     

Brave Heart (1998) X  X  X 

Burnette, Renner et al. (2019) X X    

  Burnette, Roh et al. (2019) X X  X  

Cloud-Ramirez & Hammack 

(2014) 
 X    

Cromer et al. (2018) X  X   

      
Table continues 
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Author (Year) Themes1 

 IGT HIST/ 

CONT 

ENC/ACC/

ASM 

DISC/ 

RACE 

INTV/ 

PGM 

Cross et al. (2010)      

Ehlers et al. (2013)  X    

Elias et al. (2012) X     

Evans & Davis (2018) X X    

Freeman et al. (2019)   X   

Fuller-Thompson et al. (2020) X     

Gone (2009)   X   

Goodkind et al. (2010)     X 

Goodkind, Hess et al. (2012) X X X   

Goodkind, Ross-Toledo et al. 

(2012) 
X X X   

Gray & Cote (2019) X X X   

Guenzel & Struwe (2020)  X X   

Hartmann & Gone (2014)  X    

Henderson et al. (2018) X X X X  

Hop Wo Et al. (2020) X     

Howard (2014)  X    

Iwasaki et al. (2004)   X X  

Jacklin et al. (2017)  X  X  

Jervis et al. (2006)  X    

Kelley & Lowe (2018) X X   X 

Kulhawy-Wibe et al. (2018)  X    

Lowe et al. (2016) X X   X 

Table continues 
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Author (Year) Themes1 

 IGT HIST/ 

CONT 

ENC/ACC/

ASM 

DISC/ 

RACE 

INTV/ 

PGM 

Lys et al. (2018) X X X X X 

Matheson et al. (2020) X  X X  

McKinley et al. (2020) X X  X  

McQuaid et al. (2017) X     

Mehrabadi et al. (2008) X X    

Moniruzzaman et al. (2009) X X    

Myhra (2011) X X X X  

Myhra et al. (2015) X X X   

Nebelkopf & Wright (2011)   X  X 

Neufeld et al. (2020) X X X   

Nicolai & Saus (2013) X   X  

Pearce et al. (2008) X X    

Reinschmidt et al. (2016)  X X   

Schultz et al. (2016)  X X X X 

Sharam et al. (2017)  X    

Skewes and Blume (2019) X X  X  

Snowshoe et al. (2017)   X   

Soto et al. (2015)  X X   

Spence et al. (2014)  X    

Struthers et al. (2003)  X   X 

Tucker et al. (2016)  X X   

Walls et. al. (2016)  X  X  

Table continues 
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Note. 1IGT = Intergenerational transmission; HIST/CONT = Historical versus contemporary 

trauma; ENC/ACC/ASM = Enculturation, acculturation, assimilation; DISC/RACE = 

Discrimination, Racism; INTV/PGR = Intervention or program 

  

Author (Year) Themes1 

 IGT HIST/ 

CONT 

ENC/ACC/

ASM 

DISC/ 

RACE 

INTV/ 

PGM 

Walls et al. (2017)    X  

Walls & Whitbeck (2011)   X  X  

Walls & Whitbeck (2012) X     

Wexler (2014)    X   

Whitbeck, Adams et al. (2004) X X    

Whitbeck, Chen et al. (2004)    X  

Whitbeck et al. (2009)  X    

Wiechelt et al. (2012)  X    

Woodgate et al. (2017)  X    

Zimmerman et al. (1996)   X   
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Literature Review Update 

To provide the most up-to-date review of literature, I completed a review from 

October 2020 to June 2021. Utilizing the same identifying research questions, a literature 

search through CINAHL, PubMed, and Ovid was completed using the phrases historical 

trauma AND American Indian, historical trauma AND Alaska Native, historical trauma AND 

Native American, historical trauma AND First Nations, historical trauma AND Metis, and 

historical trauma AND Inuit. Table .3 was created to chart the data that were pertinent to the 

first research question: “What trends of purpose, study design, and theme defines the current 

literature on historical trauma in Indigenous populations?” The purpose referred to the 

authors’ primary purpose(s) relative to the topic of historical trauma and Indigenous 

populations in a publication; Study Design referred to the design or approach taken to address 

or explore historical trauma (e.g., descriptive, analytic, qualitative, experimental, 

observational, etc.). Theme referred to the key conceptual definitions, emphases, and 

questions raised in the study. Table 2.4 shows the areas of focus in each study (e.g., 

intergenerational, historical trauma, discrimination, and so forth).  

Results 

I found eight applicable studies. The literature on historical trauma in North 

American Indigenous populations included two qualitative studies, five quantitative studies, 

and one mixed method. Five studies focused on the adults, one on the youth, and two studies 

on women. Of these, six studies were completed with Indigenous people of the United States 

and two studies with Indigenous people of Canada. The studies appeared in journals mainly 
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in the fields of public health, psychology, and psychiatry. None were published in journals in 

which the primary focus was nursing. 

Purpose 

Five studies sought to understand psychological symptoms that lead to risky health 

behaviors (substance abuse and suicide) and sexually transmitted diseases (Armenta et al., 

2021; Gameon & Skewes, 2021; LaPlante et al. 2021; Ritland et al. 2021; Sharma et al. 

2021). One study sought to understand the link between historical trauma and diabetes (Elm, 

2020). Another study sought to understand the link between historical trauma and 

psychological stress with the onset of Covid-19 (John-Henderson & Ginty, 2020). One 

interventional study sought to evaluate if a community-based participatory research approach 

would be effective for a culturally centered intervention (Werito & Belone, 2021).  

Study Design 

 The five quantitative studies were all observational, including four cross-sectional 

surveys and one pretest/posttest study. One study utilized surveys measuring historical 

trauma thoughts through the historical loss scale (HLS) and historical trauma symptoms 

measured through the historical loss associated symptoms scale (HLASS). The 

methodological approach of the two qualitative designs was unspecified qualitative 

descriptive research conducted with interviews and thematic analysis. Data collection in the 

qualitative studies was done with face-to-face interviews and focus groups. One study used a 

sequential exploratory (i.e., qualitative followed by quantitative) mixed method approach.  
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Themes 

Most authors focused on understanding the relationship between historical trauma and 

risky health behaviors among various populations. One study focused on a specific 

experience, forced residential schooling, and its link to suicide attempts among Canadian 

Indigenous women with a history of substance abuse (Ritland et al., 2021). The majority of 

the studies used historical trauma as a framework without focusing on a specific event in 

history. 
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Table 2.3 

Summary of Study Design/Method and Purposes: October 2020 to June 2021 

Author 

 

Design/Method Purpose (was to) 

Armenta et al. (2021) Qualitative descriptive Describe the barriers to human immunodeficiency virus (HIV) and 

sexually transmitted infection (STI) prevention by American Indian 

community leaders and community members in Southern California. 

 

Elm (2020) Mixed methods 

Sequential exploratory 

Describe the relationship between adverse childhood experience (ACE) 

and internalizing symptoms in American Indian adults with type II 

diabetes. 

 

Gameon & Skewes 

(2021) 

Cross-sectional 

surveys 

Describe the relationships between historical trauma thoughts and 

historical trauma symptoms with substance use in 198 American Indian 

adults who self-identified as having a current substance use problem. 

John-Henderson & 

Ginty (2020) 

Pre/posttest Measure if historical trauma predicts changes in psychological stress 

associated with the onset of the COVID-19 pandemic in AI adults. 

 

LaPlante et al. (2021) Cross-sectional 

surveys 

Describe American Indian youths’ experiences and perceptions of the 

environments to which they return after completing residential treatment 

for substance use disorder. 

 

Ritland et al. (2021) Cross-sectional 

surveys 

Describe the relationships between child apprehension and suicide 

attempt among Canadian Indigenous women impacted by substance use. 

 

Sharma et al. (2021) Cross-sectional 

surveys 
Describe historical, structural and interpersonal factors associated with 

survival sex work in Canadian Indigenous women who have used drugs. 



 

 

5
6
 

Author 

 

Design/Method Purpose (was to) 

Werito & Belone (2021) Intervention 

Descriptive/Evaluation 

 

 

Describe the community-based participatory research approach within a 

Diné research paradigm to develop a culturally centered intervention. 
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Table 2.4 

Publication with Themes: October 2020 to June 2021 

 

Note. 1IGT = Intergenerational transmission; HIST/CONT = Historical versus 

contemporary trauma; ENC/ACC/ASM = Enculturation, acculturation, assimilation; 

DISC/RACE = Discrimination, Racism; INTV/PGR = Intervention or program 

  

Author (Year) Themes1 

 IGT HIST/ 

CONT 

ENC/ACC/

ASM 

DISC/ 

RACE 

INTV/ 

PGM 

Armenta et al. (2021)  X  X  

Elm (2020) X X  X  

  Gameon & Skewes (2021) X X  X  

John-Henderson & Ginty 

(2020) 
X X    

  LaPlante et al. (2021)  X X   

Ritland et al. (2021)  X    

  Sharma et al. (2021) X X    

Werito & Belone (2021) X X  X X 
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CHAPTER 3 

METHODS 

The study is devoted to understanding from the perspectives of Indigenous people 

themselves how they perceive historical trauma and its relation to their health beliefs and 

practices. Understanding the perspective of Indigenous people will provide a foundation 

for historical trauma-informed, Indigenous-centered, and culturally safe care. To mitigate 

the potential effects of historical trauma will first require exploratory work in the ways in 

which Indigenous peoples experience intersections between their collective past and 

health present and then intervene to create culturally safe health care that focuses on 

those intersections. The specific aim of this research was to use a story-eliciting narrative 

inquiry method to interpret how CHamorus perceive historical trauma and its influence 

on their health beliefs and practices. 

Narrative inquiry was selected as an appropriate approach for achieving in-depth 

understanding because the narrative approach allows for a more detailed account of 

experiences and perceptions (Clandinin, 2013). By focusing on the experiences and 

perceptions of study participants in their own words, narrative inquiry permitted an 

exploration of diversity in cultural and personal beliefs, values, ideas, and experiences, all 

within the participants’ own social contexts (Polit & Beck, 2017). Two questions 

informed the study: What stories do CHamorus tell about their health beliefs, attitudes, 

and practices? How do the CHamorus stories relate health and health care experiences to 

collective historical experiences of loss and violence? In seeking answers to these 

questions, my overall purpose in this study was to establish a basis for subsequent 
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research to bring historical trauma-informed, Indigenous-centered, and culturally safe 

care to this population. 

Study Design 

This narrative inquiry study included two open-ended, story-eliciting telephone 

interviews with ten purposively selected CHamoru adults. A “thematic narrative 

analysis” approach, as described by Riessman (2008, p. 74), was used to identify patterns 

of story and theme related to the two study questions. A thematic narrative analysis 

(Riessman, 2008) is different from thematic analysis (Braun & Clarke, 2006; 2014). In 

thematic narrative analysis, similar to any other thematic analysis, the researcher 

identifies repeated categories or patterns of meaning across a group of texts. Unlike other 

thematic analyses, however, the narrative approach preserves the integrity of an 

emplotted series of events and context—the narrative or story— rather than extracting 

themes and addressing them in the absence of their storied context (Riessman & Quinney, 

2005). In other words, thematic narrative analysis uses a case-based design that considers 

whole stories—the purpose, type, general shape, and function—as expressive of meaning 

(Riessman, 2008).  

Sampling, Recruitment, and Retention 

The cases or “sample” selected for this study reflected its purpose. I sought to 

include CHamoru adult men and women who were (a) Guam residents, (b) self-

identifying as CHamoru, (c) reared by CHamoru parent(s) or guardian(s), (d) born 

between 1945 and 2001 (i.e., 18-74 years old), and (e) agreeing to participate in two 

telephone interviews. Those excluded were persons with an acute illness that could 

impair their ability to endure 1- to 2-hour interviews.  
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I included persons who were knowledgeable about or had particular experience 

related to the topic of interest (Creswell, 2007), in this case, familiarity with cultural 

beliefs, practices, traditions, and history of CHamorus. In addition, I included being a 

Guam resident and being reared by CHamoru parents or guardians in order to ensure that 

the participants had lived in the CHamoru community and experienced its social and 

physical environment. However, CHamoru identity was based on self-identification for 

practical purposes, as determining true indigeneity is a dubious (and ethically 

problematic) enterprise (Jarrín et al., 2020; Sarivaara et al., 2013). A substantial number 

of CHamorus have some level of cultural exchange, intermarriage, and cultural and 

linguistic assimilation (Kerr, 2015).  

The total prospective sample for the study was 10 participants. The recruitment of 

participants and data collection continued until I determined that I had gathered a 

sufficient range of stories to answer my research questions (Fusch & Ness, 2015) and that 

further interviewing would not increase the scope, adequacy, or appropriateness of the 

data (Cypress, 2017). Narrative inquiry studies allow for the richness of story-based data, 

giving access to a wider range of experiences and meanings (Malterud et al., 2015). Even 

so, by sampling until I found themes repeating, I minimized the chances that I missed 

important patterns or ended up with answers to my research questions that were distorted 

or overly partial.  

Recruitment of participants in the study was conducted through three CHamoru 

liaisons. The liaisons contacted prospective CHamoru adults and used a recruitment script 

designed for the study to briefly describe the study and offered my contact information. 

Those interested in participating contacted me directly to learn more about the study. The 
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liaisons were a 45-year-old female realtor, a 53-year-old male physician, and a 32-year-

old female nurse. All three were CHamoru themselves and were chosen because of their 

extensive CHamoru connections, including ties with groups of various socioeconomic 

levels; their enthusiasm for research; and their familiarity with the CHamoru culture. 

Studies have shown that research that utilizes Indigenous liaisons who can vouch for a 

researcher can alleviate participants’ fear and mistrust of the research (Given, 2008).  

After obtaining Institutional Review Board (IRB) approval (see Appendix A), I 

communicated with each liaison via telephone to brief them on the purpose of the study 

and give a general idea of the inclusion and exclusion criteria. I stressed that I was 

looking for a sample of both genders, various ages, and different socioeconomic and 

health statuses. The study recruitment guide used by liaisons appears in Appendix B.  

While the liaisons made initial contact with prospective participants, the consent 

and enrollment of participants were performed by me. Once prospective participants 

contacted me, I assessed their eligibility. Those eligible and confirmed their willingness 

to participate were read the consent form, questions were solicited and answered, and 

interviews were scheduled. I sent the interview questions to participants to consider 

before their interview (see Appendix C).  

Study Procedures 

Two interviews were conducted with each participant. Due to the COVID-19 

pandemic, participants were interviewed one-on-one via telephone. After the first 

interview (see Appendix D), a follow-up interview (see Appendix E) was conducted to 

confirm the accuracy of my understanding of our earlier discussion, clarify details, to 

expand on stories. The two-staged method of interviewing has proved successful in other 
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studies in which follow-up interviews served as both member checks, allowing 

participants a chance to confirm, modify, and obtain additional information from the first 

interviews, and also as an opportunity to elicit additional information (Birth et al., 2016; 

Doyle, 2007). The approach is congruent with the constructivist basis of narrative inquiry 

in that it promotes exchanges about meaning between the interviewer and interviewee 

and facilitates the co-construction of knowledge (Birth et al., 2016; Gubrium & Holstein, 

2002). Finally, the approach is congruent with decolonizing approaches to research that 

function to decenter the dominant voice and vision of the researcher by involving the 

participant more integrally in the assignment of meaning and production of knowledge 

(Chilisa, 2012). 

Data Collection and Preparation 

 I conducted a total of 20 semi-structured interviews averaging 90 minutes each, 

ranging from 51 minutes to 131 minutes. The initial interview with each participant was a 

storytelling interview in which I asked the participant to relate stories from their life. 

Each recorded interview was transcribed shortly after the interview and read carefully to 

prepare questions and comments for the second interview. During the second interviews, 

I read quotes and details back to the participants to clarify and verify responses, fill in 

missing information, and elicit further storytelling.  

 The purpose of doing story-based interviews was to allow the participants to 

describe their health beliefs, practices, and experiences in detail, with contextual 

granularity and meaningful structuring. The overall goal was to examine those stories for 

insight into participants’ perceptions about health events and circumstances in their lives 

through the lens of their CHamoru history. Most of the story-eliciting questions used in 
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the interview asked participants to narrate something that happened, including context, 

characters, events, and meanings. Other questions invited stories about significant 

historical events of the CHamoru people and their own health. The interview questions 

appear in Appendix D.  

All of the interviews were conducted by telephone due to COVID-19 restrictions. 

I asked participants to pick a day and time most convenient for them. Asking participants 

to choose when to be interviewed is also a part of a decolonizing approach that seeks to 

equalize power relations between researcher and participants (Held, 2019). In the first 

interview, I included a questionnaire about participant characteristics (see Appendix F). 

The demographic information was gathered at the end of the first interview. All the data 

for each participant labeled with a pseudonym was selected by that participant (see 

Appendix G).  

For the first round of interviews, I checked the transcribed copy of each interview 

against recordings for accuracy. The Otter application simultaneously records and 

transcribes interviews. Otter syncs the data over an encrypted connection and stores it in 

their secure data center with both physical and electronic security. The Otter application 

was accessed on my password-protected laptop because the application was not 

accessible during the phone call. Thus, data was not kept on the mobile device. Both the 

transcription and recording files were downloaded from Otter and temporarily stored in 

my password-protected laptop. The data was not backed up to cloud. Otter states that a 

permanent deletion prevents a user from viewing or restoring a file. Therefore, the 

“permanent deletion” will allow the user irrevocably to expunge the file from the system. 

The length of time the transcription and audio recording was stored on the server in the 
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cloud before permanent deletion was 1-5 days. Once transcription and recording files 

were reconciled and de-identification completed, the transcription, recording, and 

demographic questionnaire were uploaded to Research Electronic Data Capture 

(REDCap, Harris, et al., 2009) and data deleted from Otter. REDCap is a browser-based 

software for research databases with servers housed in a local data center at the 

University of Missouri-Kansas City’s (UMKC) data center. All web-based information 

transmission is encrypted and developed specifically around the Health Insurance 

Portability and Accountability Act (HIPAA) Security guidelines.  

A follow-up interview was completed with each participant four to six weeks after 

the first. Due to time constraints, for the second interviews, I used a qualified 

transcriptionist to transcribe verbatim. I downloaded both transcription and recording 

from Otter to my laptop but only sent the transcription to the transcriptionist. Upon 

receiving the transcription, I checked the transcribed copy against the recording for 

accuracy. Once transcription and recording files were reconciled and de-identification 

completed, the transcription and recording were uploaded to REDCap and deleted from 

Otter. 

Data Analysis and Interpretation 

The narrative analysis of interviews included several phases, not necessarily in the 

following order: (a) reading and rereading of the data for overall content and narrative 

shape, (b) delineation of embedded historical trauma and health stories within each 

participant’s narrative, (c) identification of story types and themes within and across 

interviews, and (d) derivation of a model detailing interconnections and implications of 

CHamoru perceptions of health and health care in the context of their history.  
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As stories were an integral part of the interviews, both in form and content, I first 

attempted to formulate an overall view of each participant’s story--their general self-

defining theme and overarching story shape. Within each interview, I then delineated 

embedded stories, paying particular attention to the rendering of CHamoru history, 

CHamoru identity, and health and health care topics. Next, I wrote out the key stories 

from each interview and placed them in a matrix for grouping and comparison. I then 

read across interviews to identify repeated and idiosyncratic patterns in narrative plots 

and themes. Where participants did not provide information in narrative form (i.e., in a 

sequenced plotting of events), I identified themes alone. In the final step, I used the story 

patterns and themes to construct a tentative model of historical trauma and its relationship 

to the perceptions of health and health care among the CHamorus. Figure 3.1 displays my 

analytic process. 
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Figure 3.1 

Data Analytic Process 

 

 

 

An important part of my analytic method was the interview notes I wrote 

immediately after each interview before checking the transcribed copy of the interview 

against recordings. Each interview note recorded my summary of the story, its main 

themes, and general impressions about the interview (see Appendix H). During rereading 

for content and narrative shape, I also memoed, which reflected my developing ideas 

about the data (specific stories or a participant comment) and emergent issues and study 

decisions. Memoing enhanced the rigor of my interpretations by providing a record of the 

research process and allowing me to articulate and explore meanings in my data over 

time, tentatively working out how ideas connected and informed the evolving analysis 

(Birks et al., 2008; Creswell, 2013; Phillippi & Lauderdale, 2018). Though memos may 

be written for the researcher alone (Strauss & Corbin, 1998), they can also be utilized by 
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others who may contribute to or audit the research, allowing for communication, 

consistency, and interconnectedness (Richards, 2005).  

A Note about Interpretation and Reflexivity 

I interpreted the data in this study for meaning. That means that my own 

experiences, perspectives, expectations, assumptions, and biases inevitably influenced the 

findings (Bruce, 2007; Harper, 2003; Mauthner, 2003). I practiced reflexivity or the 

cultivation of self-awareness about my own responses to the data by applying three 

questions as part of my analytic memos. These, I borrowed from Patton’s (2015) 

description of “triangulated reflexive inquiry.” The questions helped me monitor 

assumptions and biases that might enter into the analysis: “What do I know?” “How do I 

know what I know?” “How do they know what they know?” (p. 604). Returning 

frequently to these questions enabled me to engage critically with my own perceptions of 

the data (Berkowitz, 1997; Srivastava & Hopwood, 2009).  

The interpretation of data in this study involved input from the participants 

themselves. Unlike positivist approaches to research that emphasize the importance of 

objectivity and distance from participants, qualitative approaches in the transformative 

and constructivist traditions often encourage researchers to engage with participants in 

the process of interpretation (Creswell, 2013). In the follow-up interviews, I obtained 

analytic feedback and input from participants about my interpretations, dialogically 

obtaining participants’ perspectives on their perspectives, just as I interrogated my own. 

I also collected demographic information, including age, gender, education, 

occupation, health insurance status, and the village of residence, from participants after 

the first interview. I asked a series of questions (i.e., what gender do you identify yourself 
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with, your occupation, and do you have insurance). These data helped create a description 

of the cases overall and were at times factored into the presentation of individual stories. 

For example, the village of residence was important to ask because a majority of health 

care facilities in Guam are centrally located and could pose accessibility concerns for 

some participants.  

Rigor 

In all research, the strength of the research design and the appropriateness and 

consistency in research methods that enhance trustworthiness is vital. This is no less true 

for qualitative than quantitative. The analysis of data comprised of language presents 

different challenges for the researcher who seeks to control the influence of their views 

over the interpretation. (Schmidt & Brown, 2015). Researchers applying qualitative 

approaches use various strategies to achieve trustworthiness and credibility in their 

studies (Cypress, 2017). In the 1980s, Guba and Lincoln (1985) influentially modified 

notions of reliability and validity, arriving at the concept of trustworthiness as the central 

criterion for rigor in qualitative research. The domains of trustworthiness were adopted, 

expanded, and revised by others to establish a range of criteria for quality that includes 

authenticity, credibility, transferability, dependability, confirmability, and others (Guba 

& Lincoln, 1985; Morse, 2015; Noble & Smith, 2015).  

Credibility is especially important because this standard addresses confidence in 

the accuracy of the data and the researcher’s representation of them (Maher et al., 2018; 

Tobin & Begley, 2004). In this study, I strived to achieve credibility using in-depth 

interviewing to gain detailed descriptions of situations, conversations, and environments. 

Thick detail increases credibility by giving those who read the data a fuller picture of the 
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participants’ perspectives and thus a better basis for judging its authenticity and likely 

accuracy (Cypress, 2017; Korstjens & Moser, 2018; Patton, 2015). I further enhanced 

credibility by triangulating sources of data temporally (i.e., conducting two interviews per 

person at different times over a span of time); persons (i.e., interviewing participants of 

different backgrounds and ages) (Korstjens & Moser, 2018); and investigators (i.e., 

including multiple interpretive viewpoints—i.e., my own and my advisor’s, with further 

review by my dissertation committee). Debriefing was conducted weekly, through 

meetings and discussions with my advisor, to allow for questions and critique of research 

activities (Korstjens & Moser, 2018). I further built credibility through member checks 

and data sharing with the participants in follow-up interviews to obtain feedback and 

input about the interpretations and accuracy (Korstjens & Moser, 2018, Patton, 2015).  

Transferability is another primary criterion of trustworthy qualitative research and 

relates to whether findings are likely to inform understanding in other, similar research 

situations (Guba & Lincoln, 1985). I sought to enhance transferability by providing a 

thick description and sufficient data (i.e., quotations) so that others could evaluate the 

potential applicability of my findings to other populations (Guba & Lincoln, 1985). 

Finally, memos provide one additional means by which my perspectives on the data 

could inform other researchers’ applications (Birks et al., 2008), since they offer insight 

into the theoretical, methodological, and analytical choices I made during the study 

(Koch, 1994).  

Dependability ensures that the research process is described in sufficient detail to 

enable another researcher to repeat the work, and confirmability ensures that the 

interpretations and findings are derived from the data (Tobin & Begley, 2004). 
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Dependability and confirmability were achieved through an audit trail, the careful 

maintenance of records of my data, methods, decisions, memos, and results for potential 

review by others (Tobin & Begley, 2004).  

Human Subjects Protections and Other Ethical Considerations 

Institutional Review Board approval for human protection was obtained from the 

University of Missouri-Kansas City. I completed the Collaborative Institutional Training 

Initiative (CITI) training in Social and Behavioral Investigator (see Appendix I). Prior to 

any data collection, I gave an overview of the study for the prospective participants and 

reviewed the informed consent carefully (see Appendix J). The voluntary nature of 

participation in the study was stressed. 

In this study of historical trauma in an Indigenous group, special attention was 

paid to three areas of human protection: participant safety, autonomy, and confidentiality. 

First, in order to ensure that no harm came to CHamoru participants as a result of 

participating in this study, I practiced a cross-cultural interviewing technique, which uses 

rapport with the participants and building relationships that address fears and concerns 

with empathy by finding shared experiences (Rubin & Rubin, 2005). In recruitment and 

interviewing, I emphasized that the goal of the interview was to understand participants’ 

perspectives, never to judge, challenge, or influence their values and norms. The 

participants were alerted that they might find some questions upsetting, but the topics 

were likely not different from topics they discuss with family and friends. I informed 

participants that if they felt distressed about what we talked about in an interview, Isa 

Psychological Services Center, a free service affiliated with the University of Guam, was 

available. I provided the participants with contact information for that resource. I also 
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made it very clear to participants that they could choose not to answer any question or 

stop the interview or withdraw from the study at any time.  

Autonomy, defined as Indigenous peoples’ pursuing their own paths of 

development and implementation of indigenous interests (Binder & Binder, 2016), was of 

special importance with this population, which historically has experienced exploitation 

in research (Keck, 2012). To ensure participants’ autonomy, before the first interview 

began, I reiterated the voluntary nature of the interviews, repeating that participants were 

free to stop an interview at any time and could choose not to answer any question. So that 

participants understood the time burden, I explained that the study would involve two 

separate interviews that might each take one to two hours. I also explained that, with their 

permission, the interviews would be audio-recorded and transcribed. Participants were 

asked to read back the purpose, potential harms, and possible benefits of the study and 

were encouraged to ask questions. 

The third area of particular emphasis for human subjects’ protection in this study 

was the CHamoru participants’ data confidentiality. Participants were assured that their 

names would be removed from transcriptions and that measures would be taken to 

minimize chances of their identification in any dissemination of the research. To facilitate 

confidentiality, participants were asked to choose a pseudonym. Pseudonyms were used 

in notes, discussions with my advisor, the dissertation, and manuscripts for publication. 

Following interviews, the audio recordings were transcribed, and recordings were deleted 

from Otter and devices. De-identified transcriptions of interviews were stored in 

REDCap. 
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CHAPTER 4 

CHAMORUS’ STORIES OF HISTORICAL TRAUMA AND HEALTH IN GUAM 

Abstract 

Purpose: The purpose of the study was to provide a basis for more Indigenous-centered and 

historical trauma-informed nursing and other health care by understanding how the collective 

history among the CHamoru people of Guam is perceived relative to contemporary health 

beliefs and practices. 

Method: I conducted two in-depth, story-eliciting interviews with 10 CHamoru adults in 

June-July 2020. Narrative analysis techniques were used to identify prominent, repeated 

structural and thematic patterns.  

Results: An overall narrative of living in-betweenness or liminality in which participants 

described navigating between health practices of Traditional and Western cultures was 

identified, with themes of struggle with history and unequal relationships with the dominant 

culture. A “third-space model of CHamorus’ health” is derived from the narrative findings, 

informed by Homi Bhabha’s concept of cultural third-space, and three hypotheses groups  

are proposed for future study.  

Conclusion: CHamorus’ narratives point to the intersection of collective history and present-

day health beliefs and behaviors that take form in a third-space wherein CHamorus enact 

health and healing by creatively combining or navigating between Traditional and Western 

modes. Understanding how CHamorus perceive their health and their health care in terms of 

liminality may help guide the way to more historical trauma-informed, Indigenous-centered, 
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and culturally safe nursing for the CHamorus and, potentially, other Indigenous people as 

well. 

Keywords: CHamorus, Guam, historical trauma, liminality, cultural safety, 

Indigenous groups, narrative inquiry, nursing 

Introduction 

Guam is a United States territory in the western Pacific and part of the Mariana 

Islands. The CHamorus are the Indigenous people of Guam and make up 37.3% of the 

territory’s approximately 168,000 population (2018). Though the CHamorus are U.S. 

citizens, they are also distinctive people with a unique culture influenced by centuries of 

colonization and war (Spain [1521], United States [1899-1941], Japan [1941-1945], and the 

United States again [1945]). Like other Indigenous populations, CHamorus have 

disproportionately high rates of noncommunicable illnesses, including heart disease, cancer, 

stroke, respiratory disease, and diabetes (David et al., 2014). In addition, obesity is a 

common condition that contributes to widespread diabetes, affecting approximately 49% of 

CHamoru adults (Guerrero et al., 2008). CHamorus also have the highest rate of smoking 

among ethnicities in Guam (David et al., 2014) and bear a high burden of self-reported 

psychological distress, 2.5 times higher than white or European-ancestry Guamanians, even 

after adjusting for socio-demographic and economic factors (Bosqui et al., 2018).  

While there are studies with Indigenous communities throughout the world whose 

history and health disparities are similar to Guam’s (e.g., Indigenous people of the 

Americas, New Zealand, and Australia), there is minimal research on how the collective 

experience of loss and violence of colonization, known as historical trauma, may function as 
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a social determinant of health for Indigenous groups. Even rarer is study to examine the 

health impacts of historical trauma on CHamorus, one exception in the mental health field 

being Taimanglo Pier’s 1998 dissertation which examined the effects of historical trauma on 

CHamorus from the perspective of mental health professionals. In this exploratory study, I 

conducted one-on-one interviews with a group of CHamoru adults to understand their 

perspectives about their collective past and how they perceive and manage meanings related 

to that history in current health beliefs and practices. An important assumption of this 

research is that recognizing how CHamorus’ historical consciousness intersects with their 

contemporary health beliefs and practices represents an important first step in finding ways 

to provide nursing and other health care that is historical-trauma-informed, Indigenous-

centered, and culturally safe. 

Historical Trauma 

Historical trauma theory describes the collective depredations suffered in the past 

through colonization, genocide, and slavery that continue to impact the health and wellbeing 

of a population through intergenerational transmission (Brave Heart, 1998). Indigenous 

people globally have experienced and, in many cases, still experience forced religion and loss 

of land, culture, and language (Armenta et al., 2016; Brave Heart, 1999; Brave Heart-Jordan 

& DeBruyn, 1995). Originating in research on the Jewish Holocaust, historical trauma theory 

has since been applied to Indigenous people of the Americas and beyond. Studies have 

mainly focused on mental health implications (Brave Heart, 1998; Whitbeck, Adams, et al., 

2004; Whitbeck, Chen, et al., 2004), though there has also been research to understand how 

historical trauma creates vulnerabilities and functions as a social determinant influencing the 
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chronic illnesses that so often disproportionately affect Indigenous people compared with 

non-Indigenous groups (Baider et al., 2006; Iwazaki et al., 2004; Jacklin et al., 2017; Kelley 

& Lowe, 2018; Walls et al., 2017).  

In historical trauma theory, the concept of intergenerational transmission posits that 

even though one did not experience past events firsthand, some past events are so impactful 

that their influence extends to family and other close associates in the present. This can 

happen either through biological pathways (Yehuda et al., 2016) or social pathways (Gone & 

Kirmayer, 2020; Hartmann et al., 2019; Joo-Castro & Emerson, 2020; Walls & Whitbeck, 

2012; Whitbeck, Chen et al., 2004). According to studies of historical trauma transmission 

based on biology or epigenetics, extreme or prolonged stress in one generation can affect the 

transcriptional activity of genes and influence gene expression or suppression in offspring 

(Lehrner & Yehuda, 2018; Yehuda et al., 2016). The more commonly studied route of 

intergenerational trauma transmission, however, is the social pathway, which describes how 

trauma is passed on from one generation to another through social interaction (e.g., 

storytelling, music, art, and cultural commemoration). 

Studies have found that Indigenous people’s awareness of profound historical loss 

among their forebears can influence their present-day perceptions of disease and healing and 

impact their health behaviors. The effects of these relationships may be heightened by 

contemporary stressors, such as racial discrimination, microaggressions, and socioeconomic 

disadvantage (Armenta et al., 2016; Whitbeck, Chen, et al., 2004). Having a better 

understanding of historical trauma and the ongoing stressors that influence the health of 

Indigenous people would contribute to efforts to provide culturally safe care. Cultural safety 
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in health care emphasizes historical, economic, and social contexts and the structural and 

interpersonal power imbalances in health care that result in better health and health care for 

some groups than others. Cultural safety emphasizes the importance of redressing collective 

inequities of the past to mitigate their effects on the present (Nursing Council of New 

Zealand, 2011). 

The purpose of this study was to explore how CHamorus narrativize their past and to 

inquire into the nature of its continuing presence in their contemporary health beliefs, 

attitudes, and practices. I sought to answer two research questions: “What stories do 

CHamorus tell about their health beliefs, attitudes, and practices?” and “How do the 

CHamorus’ stories relate health and health care experiences to collective historical 

experiences of loss and violence?” My aim was to derive a model based on CHamorus’ 

narratives with hypotheses that could be tested and later inform the development of 

guidelines and training for more historical trauma-informed, Indigenous-centered, and 

culturally safe care for CHamorus. Ideally, the results could provide a roadmap as well for 

similar investigation with other Indigenous groups.  

Methods 

Study Design 

I conducted 20 open-ended interviews for a narrative inquiry study in June and July 

2020 with 10 CHamoru adults.  

Sampling and Recruitment 

To recruit participants, I had help from three CHamoru liaisons: a 45-year-old female 

realtor, a 53-year-old male physician, and a 32-year-old female nurse. The liaisons were 



 

77 

chosen because of their familiarity with the CHamoru culture and ties with groups of various 

socioeconomic levels. Studies have shown that utilizing Indigenous liaisons who can vouch 

for the researcher may alleviate participants’ fear and mistrust of the research (Given, 2008). 

The self-identified CHamoru adult men and women were from Guam's southern, 

central, and northern areas and had varied employment statuses and education levels. 

Participants were purposefully selected to include those raised in Guam by CHamoru parents 

or guardians, since they would likely be knowledgeable about or have experience related to 

my study topic (Creswell, 2007). To be eligible, referred persons had to be (a) Guam 

residents, (b) self-identified as CHamorus, (c) reared by CHamoru parent(s) or guardian(s), 

(d) born between 1945 and 2001 (i.e., 18-74 years old), and (e) willing to participate in two 

interviews. I chose the cut-off birth year, 1945, the end of World War II, to capture 

participants who might have had parents or guardians who lived through that war and its 

aftermath in Guam. While “Indigenous” people are defined as people who first occupied the 

lands and retained their descendants’ culture and practices (Chilisa, 2012), I used self-

identification as CHamoru for practical purposes, since determining indigeneity objectively 

would be difficult, given cultural exchange, intermarriage, and cultural and linguistic 

assimilation (Jarrín et al., 2020; Sarivaara et al., 2013). My exclusion criterion was having an 

acute illness that would render a participant unable to endure 1- to 2-hour interviews. None 

were excluded on that basis.  

Enrollment continued concurrently with analysis until I found no new themes 

emerging (Fusch & Ness, 2015). Seventeen persons were referred, and ten completed the 

study. Two declined to participate due to unavailability and inability to meet the requirement 
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of two interviews. One consented but was no longer interested in participating after receiving 

the “Questions to Consider Before the Interview” (Appendix C), citing that the questions 

were too challenging. Four were screened for eligibility and were placed on the standby list. 

Data Generation & Analysis 

I interviewed each participant twice, conducting a total of 20 semi-structured 

interviews of one to two hours each. Individual interviews averaged 90 minutes and ranged 

from 51-131 minutes. All interviews were conducted via telephone due to COVID-19 

restrictions. The interviews were conducted on days and times convenient to the participants. 

All the interviews were recorded using the Otter application, which simultaneously records 

and transcribes. For the first round, I checked the transcribed copy of all interviews against 

recordings for accuracy. A follow-up interview was completed with each participant four to 

six weeks after the first. Due to time constraints, the second round of interviews were 

transcribed by a qualified transcriptionist. The recordings and transcriptions were stored in 

Research Electronic Data Capture (REDCap) (Harris et al., 2009), a browser-based research 

database licensed to the University of Missouri-Kansas City (UMKC) and housed on the 

University’s secured servers.  

Instrument 

The 17-item interview guide, reviewed by a CHamoru researcher at the University of 

Guam, was designed to encourage participants to share their understandings of CHamoru 

history and to describe their experiences of illness, health, and health care, conversationally, 

in the form of stories. Most of the story-eliciting questions asked participants to narrate 

something that happened to them or to someone they knew and to include descriptions of 
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where (setting), who (characters), what (events), and why (meanings). Some questions 

invited participants to tell their version or what they had heard about significant historical 

events of the CHamorus. The initial interviews concluded with a demographic questionnaire 

and the selection of a pseudonym by the participant.  

Data Analysis and Interpretation 

I used a thematic narrative analysis approach described by Riessman (2008) to 

identify thematic patterns related to the two study questions while also considering each 

stories’ type, form, and function. A thematic narrative analysis considers whole stories, 

preserving meanings of narrative form and function while identifying thematic content, both 

within and across interviews (Riessman, 2008). Using stories as the primary units of data in 

each interview provided uniquely contextualized and detailed insights into how participants 

perceived and assigned meaning to health and related circumstances in their lives. I used a 

narrative analytic technique comprising four processes as depicted in Figure 3.1: (a) a careful 

reading and rereading of the interview for the overall content, narrative shape, and 

overarching story-type, (b) a delineation and charting of embedded stories that reflected 

categories based on the study questions, (c) identification of common story types and themes 

within and across the interviews, and (d) creation of a model to represent the 

interconnections and implications of findings. Not all participants responded to the story-

eliciting questions in narrative form (i.e., a sequenced plotting of events). In cases where a 

participant did not tell stories, I identified themes in segments of interviews as I was able 

(Braun & Clarke, 2014). 
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Trustworthiness of the Research 

A key measure of rigor in qualitative research is credibility or the extent to which the 

work instills in a reader confidence in the accuracy of the data and its interpretation (Maher 

et al., 2018; Tobin & Begley, 2004). Transferability, another criterion of quality in qualitative 

literature, refers to the extent to which the research provides enough of the data and sufficient 

reasoning about the interpretations to allow another reader to feel confident about applying  

the findings to their own research situations (Guba & Lincoln, 1985). To achieve credibility 

and transferability, I used in-depth interviewing to gain detailed descriptions of experience 

and perception and provided ample data (i.e., quotations) to provide a basis for readers to 

judge the accuracy, authenticity, and applicability of my findings (Guba & Lincoln, 1985; 

Korstjens & Moser, 2018; Patton, 2015). The second interviews provided opportunities in 

which participants were invited to review their responses and dialogue with me about 

interpretations. These practices mirror those found in other qualitative research studies that 

use follow-up interviews to confirm, modify, and obtain additional information (Birth et al., 

2016; Doyle, 2007). To guard against too much of my own point of view in the analysis, I 

practiced active reflexivity, recording my impressions in a research note summary after each 

interview, which I reviewed with an advisor. I also memoed throughout the study to keep 

track of developing ideas about the data and record emergent issues and study decisions.  

Findings 

Participant Characteristics  

The CHamoru participants who participated in the study were six adult women and 

four adult men, aged 19 to 65 years. All participants were residents of Guam. Three 
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participants lived stateside while attending college. Eight participants had children, and four 

had grandchildren. Four participants were currently employed, and four were retired. One 

participant was a full-time student. One was a retail worker on furlough due to the COVID-

19 pandemic. All participants were reared by two parents, with at least one grandparent and 

extended family nearby during childhood and adolescence.  

Definition and Terms  

Suruhånu (male), Suruhåna (female). Indigenous healer who uses herbal medicine 

and massage and who may interact with ancestral spirits that are believed to cause illness and 

provide healing (McMakin, 1978).  

Taotaomo'na. Translated from CHamoru as “people of before.” CHamorus address 

ancestral spirits as “grandfather” or “grandmother.” CHamorus believe that if one fails to 

give tatotaomo'na respect or ask for permission to enter where tatotaomo'na are thought to be, 

punishment in the form of illness can result (Cunningham, 1992). 

Traditional healing. Health care based on theories, beliefs, and experiences of 

Indigenous people to maintain health or treat illnesses (World Health Organization, 2019b). 

Western healing. Also known as allopathic, conventional, mainstream or 

biomedicine. Healing that is “research- and organ systems- based approach to diagnose and 

treat various specific medical conditions” (Thiem-Burdette, 2021, para. 2).  

CHamorus’ Stories of Health and Illness  

In the interviews, participants narrated stories that most prominently featured 

experiences of health, illness, and/or health care in which the narrators themselves, 

family members, or others experienced or sought a balancing or integration of Traditional 
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and Western beliefs and practices. Participants moved between the diverse perspectives of 

health and healing, sometimes plotting a linear progression of perspectives over time 

(Western to Traditional or Traditional to Western) and other times tracing a cyclical pattern 

of back-and-forth between Western and Traditional healing. In their stories, CHamorus  

described meanings and practices of health and illness that bore witness to colonialism, 

frequently narrating struggles resonant with their people’s history of loss, violence, and 

survival, and describing ongoing efforts to redefine relationships with the colonizing culture.  

From Western Healing to Traditional Healing 

Participants told stories of health and healing that took the form of a linear 

progression in which an approach to healing or health associated with one mode did not fit 

the need or did not work was replaced by the other approach. In some of these, participants 

first sought Western healing and afterward shifted to Traditional healing. Elaine prefaced her 

story by explaining that Western health care was common but “[when] we have the spirit 

sickness, we will seek out the [suruhåna(u)].” Elaine went on to narrate an account of 

spiritual illness ascribed to ancestral spirits known as taotaomo'na that could only be healed 

by a suruhåna(u), who acted as a mediator. Ryan’s story recounted how his mother was 

“always wak[ing] up, like 3:00 in the morning. It’s like somebody is bothering her.” Ryan 

went on to describe how his mother first sought help from Western doctors, but when the 

doctors could not diagnose her, she found healing through a suruhåna: 

[Suruhåna] came to the house. She got down, and she walked the perimeter of the 

house. She walked into the house and went into every room. She felt the energy in the 

house. She goes, “You see all those stuffed animals that have little marble eyes? The 

spirits are living in the stuffed animal.” And then she went into my mom’s room. 

Every time [mom] wakes up, she always sees a big red eye in front of her. [T]here 

was a little teddy bear near her nightstand. And when the suruhåna came in, she felt 
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that there’s some energy. [I]t was the spirit that was in the bear that kept bothering 

her. We did everything she told us to do—burn[ed] the tree down, burn[ed] the 

stuffed animals. And then she did healing on my mom.  

 

Ryan narrated his family’s decision to seek help from a suruhåna as the natural next step 

when Western medicine failed. The account was delivered as matter-of-fact, from the 

suruhåna’s holding the teddy bear that “jumped off onto the ground” to the acknowledgement 

of ancestral spirits in everyday objects: “I remember we used to have this nice tree in front of 

our house. And it never dawned on me, why is it always clean? There are no leaves falling. 

That’s been the [taotaomo'na’s] house.” In both Ryan’s and Elaine’s descriptions, Traditional 

healing practices were not in conflict with but had “different purposes” than the Western 

practices. Both highlighted how spiritual illnesses required the service of a Traditional healer 

who was able to offer healing and make sense of events that were unintelligible from a 

Western point of view. Being attuned to the types of needs treated by each approach and 

knowing when to shift from one to the other represented a way of managing health in several 

interviews. 

The alternating role of ancestral spirits and Western beliefs was not always easy or 

matter-of-fact. Thomas described his belief in ancestral spirits as antithetical to his belief in 

Catholicism, which led to inner conflict: “[Catholic teachings] say, ‘don’t believe in the 

supernatural,’ but how can you not believe in supernatural when you experience the 

supernatural?” Thomas identified himself as a person who does not blindly follow belief, but 

for him the evidence of ancestral spirits at work in the health of CHamorus was just too 

powerful to dismiss. In one story, Thomas recounted how the taotaomo'na convinced even a 

non-CHamoru, U.S. Army chaplain:  
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[The chaplain] wasn’t CHamoru, and he says he believes in God; he doesn’t believe 

in the [taotaomo'na]. This [patient] was a CHamoru sailor. He was very sick. I mean, 

he was dying. He was on his deathbed. And no one can figure out why. So, they 

call[ed] the chaplain to give him his last rites, you know, say his final blessing. And 

then suruhånu or one of the older CHamoru wanted to [have him] backtrack [saying], 

“This might be the doing of the taotaomo'na.” So, they brought him back, asked for 

forgiveness or whatever, and they backtrack[ed] on all the areas in the village that this 

person went. And then, apparently, I don’t know, the following day or two, it was like 

he never got sick. When the chaplain saw him, he says that’s when he knew that he 

believed in the supernatural, in the taotaomo'na. 

 

In this account, the evidence of a dying man, who was “back to normal” after following the 

instructions of a Traditional healer, convinced an outsider who by training and role had every 

reason for skepticism. For Thomas, the story buttressed his own acceptance of CHamoru 

Traditional beliefs about the need to address spirit-caused illnesses with CHamoru healing. 

Others, too, told stories about how they or people they knew came to acknowledge the power 

of Traditional healing practices when Western approaches did not fit or did not suffice. Mae 

recounted how non-CHamorus, who were initially hesitant about Traditional healing 

practices, became believers who integrated the two systems of belief to achieve health after 

coming to Mae’s mother for help: 

[This woman I know] is CHamoru. Her dad is American. Her daughter came to Guam 

and went to the doctor. She was told that she was going to have surgery, I guess, on 

the ear. She was crying to her mom, and so the mom told her, “Oh, I heard about this 

lady.” They called my mom [a suruhåna]. My mom massaged her and gave her the 

medicine, and then told her, “Come back. You need to come three times.” Still, the 

mother of this girl was in disbelief. She didn’t believe the CHamoru medicine and 

stuff, but she came three times. […] So when she returned for the girl’s appointment 

to get her ready for surgery, the doctor examined her. [The doctor] told her that she 

didn’t need the surgery.  

 

Nor was the Traditional intervention a temporary fix. Mae closed the story by observing that 

“to this day, this girl never had a surgery on her ear.” Like Thomas's narrative, Mae’s traced 

a movement from insufficient or failing Western medicine to more successful forms of 
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Traditional healing. The accounts also functioned as conversion stories in which the skeptical 

underwent transition from disbelief to belief in Traditional healing based on the efficacy of 

the Traditional ways.  

From Traditional Healing to Western Healing 

Participants also told stories that demonstrated how Traditional healing might be 

followed by Western healing. Ryan explained that he did not prefer one type of healing over 

the other but that each type of healing had “different purposes” and one might usefully 

supplement the other. When it came to cancer treatment, for example, Ryan said, “I would 

have them see an actual medical physician and then the suruhåna(u) on the side.” Ryan 

specified that cancer was a modern disease that called for Western healing practices, to then 

be followed or joined with Traditional healing. Mae similarly alluded to seeking Western or 

Traditional healing based on the type of physical illness in a story she told about her 

mother, a suruhåna who conceded that Traditional healers could not heal “modern diseases” 

such as gout, with which her father suffered:  

Well, she tries, and if she doesn’t heal my dad, she brings [another suruhåna(u)] to 

our house to heal. [The suruhånu] pounded something. [The pain] was on my dad’s 

foot. And he pounded some kind of root. He didn’t heal my dad. The gout is new to 

[Traditional healing]. She’ll talk to other people. They’ll talk: “Did this suruhåna heal 

that person with gout?” Then she’ll know, “No, we can’t heal it, so you have to go to 

the [Western] doctor.”  

 

Mae’s description of Western healing as a kind of backup for Traditional healing was a 

pattern repeated by nearly all the participants: stories that described movement from 

Traditional to Western approaches often involved physical illnesses like gout for which there 

was less precedent in CHamoru cultural history. These narratives suggested that the two 

types of healing were not in conflict, but rather had complementary or “different purposes,” 
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so that being able to follow the necessary progression from one to the other was itself an 

empowering mode of addressing health needs.  

Back and Forth 

Though some stories featured a clear Western to Traditional or Traditional to Western 

movement, more commonly the participants described moving back and forth between 

Western healing and Traditional healing. Such was the case in the extended story that 

threaded through Agnes’s interview. Agnes began her health, healing, and health care story 

by describing herself as “a sickly child,” born with pneumonia and immediately hospitalized. 

Agnes related how her condition was so serious that her Catholic practicing family was 

called to her grandmother’s house to recite the rosary together for her. Meanwhile, at the 

hospital, her parents were told they should say their goodbyes. After the doctor prepared her 

parents, Agnes described how her mom put “her hands in [the incubator]” and said a prayer, 

and “all of a sudden, I started kicking and crying—and [I was] obviously very alive.” After 

this account of the efficacy of her family's faith in a Catholic God and their reliance on 

Western healing practices, Agnes recalled going as a child to the suruhåna for treatment with 

an herbal medicinal drink called “åmot” and to a Western physician for bronchitis. All the 

while, her family attributed many illnesses to spirits: 

My sister and I got sick a lot. My mom felt our house had spirits, and that's why we 

were getting sick all the time. I remember her hanging up garlic or onions or 

something around the house. I still remember the smell so that the spirits could leave 

the house so we wouldn't get sick all the time.  

 

In a final story, Agnes described her recent treatment and recovery from breast cancer, 

circling back to healing that she attributed to the God of her Catholic faith:  
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I had finally fallen asleep and had a dream, and in that dream, I had woken up in the 

exact same room, the same lighting, and I was getting up to use the bathroom. On my 

way to the bathroom, my parents had a heater, a portable heater in the room and on 

top of that heater, there was a white envelope, and it had my name on the front with a 

letter A and so I opened it, and when I opened the card, it said: “A, everything is 

going to be okay.” After reading that, I didn’t even go to the bathroom in the dream; I 

went back to the bed, laid down. I immediately woke up in the bed with the same 

lighting, and I just said to myself, “Thank you, that’s what I needed.”  

 

A few of the participants emphasized either a dominance of ancestral spirits or Western 

practices and beliefs in their thinking and behavior, but Agnes’ stories were highly 

integrated, either combining or fluidly switching between varied influences on health and 

healing: ancestral spirits and traditional practices, Western biomedicine, and her Catholic 

faith. Similarly, Ryan and Thomas emphasized diverse experiences moving between Western 

doctors who addressed “modern diseases” and the suruhåna(u) who healed illnesses caused 

by taotaomo'na. Yet Agnes’s stories were notable for their pragmatism: “If what [doctors] 

gave you did not work, you went to a suruhåna. Or sometimes you went to the suruhåna on 

the first run before you went to the doctor.”   

Struggle with the History 

Regardless of how the participants layered or moved between diverse perspectives 

of health and illness, their stories often displayed an underlying tension between colonizing 

cultural ways and the traditional culture doing health and healing. Most interviews included 

stories of health experiences that referred to losses of land, language, and/or culture. This 

was particularly the case when a participant theorized about the origins or causes of a 

condition or disease. In her comments on health and diet, Mae described how “[Americans] 

took all the good property,” so that the CHamorus could no longer “live off the land” as in 

the past, when, spending “every day […] out in the field, you don’t eat at McDonald’s [and] 
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you don’t have all that processed food.” Several of Mae’s stories traced links between 

colonization, eating habits, and the onset of diseases, including the painful gout with which 

her father suffered. In his interview, Joe explained how the Spanish colonization of Guam 

permanently changed the CHamorus’ health trajectory: “[E]verybody lived good because 

nobody starved, nobody was preyed on, nobody was probably beaten. Then, the Spanish 

came, and they brought diseases, and they brought muskets, they brought other people.” 

Elaine described CHamorus in a continuing struggle with colonization, pointing out how the 

American presence in Guam led to broad shifts in CHamoru culture: “[Food stamps] changed 

our work ethic. And we think it’s good because we don’t have to work. We just wait for them 

to give us things.” Health was affected, as Elaine pointed out, when CHamorus’ adopted the 

“American concept” of diet, where the “can opener” replaced the community-fostering labor 

that formerly took place when young people worked together to harvest food for the group.  

Despite frequent references to collective loss and struggle, the general shape of the 

participants’ stories was more often characterized by integration and resilience. Mae, for 

example, summed up how she saw CHamorus’ view of the past: “There are bad things that 

happen[ed], but we just pray about it. It’s just something that happened, but we’re over it.” 

Thomas saw forgiveness as a necessary step, offering, “I got to forgive my enemies with 

God,” while Joe remarked more ambivalently that he “can’t think about the past and what 

happened.”  

In accounts that emphasized forgiveness or moving past a painful history, participants 

seemed careful to underscore not submissiveness but agency and self-assertion. Forgiveness 
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and healing were celebrated for opening up new possibilities. Liang described how her 

family’s good experience with Western healing brought them to appreciate its usefulness: 

[My] mom’s family was convinced that Western medicine had its merits at the tail 

end of World War II. [I remember] my mother telling me that my grandfather got 

really sick, and they were very scared, and so they mustered the courage to go and ask 

for the Americans to bring their doctor to treat my grandfather. I don’t know whether 

they tried to get the suruhåna(u) to treat him. But I know that they were so desperate 

that they went to the [American doctor, who] gave him medicine. She said he had a 

very, very high fever, so some kind of infection. They gave us something, and it was 

the cure. And so, they were very grateful. That was a big point for the Americans. 

That contributed to [my mom’s] belief in Western medicine. 

 

The primary focus for Liang, similar to Agnes, was pragmatic. Western medicine proved 

itself to Liang and her family, despite their doubts (“they were so desperate that they went”), 

building evidence for what Liang described as Western medicine’s reputation as being able 

to “fix things.” Liang associated the experience not with capitulation to the colonizer’s ways 

but with resilience and moving on: “I’d rather be happy than be angry all the time. You 

know, [colonization] is something that was in the past, and there’s nothing you can do about 

it. You just gotta move on and make good today, make the best of it.” 

Navigating the Unequal Relationship in Health Care 

Participants also alluded to unequal relationships with the dominant culture, 

specifically in health care, including experiences of discrimination and microaggression. 

Participants described microaggressions that affected the quality and outcome of their care. 

Joe, a U.S. Army veteran, said that “[providers] went out of their way for their Caucasian 

veterans,” while for the CHamoru patient, “there’s no love, there’s no compassion. It’s like, 

‘Oh, Mr. So-and-So, you are back again.’ They’re laughing and smiling—but they’re smiling 

because they gotta put up the front.” Liang observed that sometimes microaggressions were 
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apparent in the way providers communicated with patients, “like, ‘I’m just going to hurry 

through this.’”  

The poor quality of care provided by Western healers in participants’ accounts 

contrasted with descriptions of Traditional healers, who, as Mae put it, were not “distracted 

by the money or who [they are] treating” but who took their “gift to heal” seriously. The 

Traditional healers or suruhåna(u) often lived in the community, and participants described 

them as neighbors and family. Comparing Western and Traditional healers, Elaine observed, 

“[T]he differences between—the American doctor: it’s about money. Whereas the suruhånu 

doesn’t charge.” The tiered health payment system highlighted the depersonalization of 

Western medicine; as Elaine observed, if you have Medicaid, “you are not a very important 

patient.”  

Participants also spoke about how the unequal relationships characteristic of the 

Western health care system affected CHamorus during health care encounters. These 

relations impacted CHamorus’ ability to optimize the care they received. Agnes recounted 

how her mom “doesn’t want to challenge” what the doctors say or “raise the question or the 

issue, even though she is frustrated about it.” Liang described how inequality of relationships 

in health care “comes through in the subtlest forms, [as in] the deference that my parents 

would project when interacting with a Caucasian.”  

Elaine stood out among the participants in eschewing Western healing altogether, in 

part she said because of its inequities. Her overall story was one of resistance, intentionally 

opposed to and avoiding Western forms of healing. “I don’t see myself going to the 

American doctors,” Elaine offered, “without first exhausting all avenues with the local 
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healers.” Elaine described how a CHamoru patient is expected to respond to the Western 

health care provider as an authority that the patient is bound to respect and whose ideas are 

not to be questioned. CHamorus comply with those expectations when they do not follow up 

or ask questions out of fear of being in an “uncomfortable situation” or being perceived as 

“creating trouble”:   

They will tell [the doctor] that everything is good because [they think] that’s what 

[doctors] want to hear. But then you find out that they haven’t been feeling that good. 

[E]very time the doctor says, “You’re good,” they feel happy. So they go home, and 

they say, “Oh, I’m good.” So they go back to the same type of lifestyle, eating shitty 

meals [and leading] a more sedentary type of life. 

 

Elaine’s descriptions were critical of both the Western healing system and the CHamoru 

patients who did not assert agency in their health care encounters. CHamoru patients, she 

said, “don’t understand what’s being done to them” and “are afraid to ask questions.” In her 

role as a health navigator for CHamoru patients, Elaine said, she sometimes speaks up for 

patients during appointments: “I would ask a question, like, ‘I don’t understand what you’re 

saying. [Talk] to me in a way that I can understand.’” Elaine’s account demonstrated how 

unequal relationships that exist between CHamoru patients and Western health care 

professionals affect care when she observed that if patients “don’t like what the doctor is 

doing, [they] stop going.” 

Solutions: Self-Advocacy and Self-Determination 

The CHamoru participants depicted themselves as resilient, collectively enduring 

historical violence and losses and continuing to grapple with present day discrimination and 

microaggressions—but also actively and creatively and pragmatically meeting health 

challenges. What this looked like in the stories they related was in some cases the adoption of 
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Western practices, in others, a turn to or continuation of Traditional ways, and often 

participants described doing some of both. It was also clear from the interviews that not all 

CHamorus managed tensions successfully. For example, Thomas contrasted his own example 

of overcoming through self-advocacy with that of family members whom he saw as 

succumbing to lifestyle-related illnesses. “They blame the doctor,” Thomas said, “but they 

don’t want to admit that they’re doing it to themselves.” Thomas offered the case of his 

sister, whose foot was partially amputated due to diabetes: 

I got a sibling who is just overweight, and that’s why when [family] calls me [to say], 

“Hey, she was admitted to the hospital,” I get so frustrated. I’m mad at them. To me, 

it could have been prevented. Now I have to stop what I’m doing and go—now I have 

to visit. I’m there to support you, but literally, I’m upset. Like, why did it have to 

come to this? I mean, we’re all going to die. I could get a heart attack tonight or 

stroke, but hey, at least I’m doing something to try to prevent it. Through the years, I 

watched her and just watched her eat. She eats all this and then, “Oh, yes, I’m good,” 

she will say, and she smokes. You can already look down the future.  

 

Thomas went on to surmise that his sister’s habits were partly rooted in colonization, that 

“when the Americans came they started introducing all these processed foods.” Yet even 

recognizing the root causes in history, Thomas found it difficult to contain his frustration 

with the individual response, adding, “No one is forcing them to eat Spam every day.” 

Thomas described the turning point in his own views on health care, when he witnessed his 

father’s heart attack two decades earlier. In that “wake-up call,” he was struck with the 

realization, “I don’t want to be like that.” Thomas’s story of change was one in which he 

rejected the effects both of the collective past, in which colonization disrupted CHamorus’ 

life ways and sense of autonomy, and the more recent past, where, as he saw it, poor 

individual choices by members of his family and community meant sealing the inevitability 
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of disease. Envisioning himself as a health model for his family, Thomas said he hoped his 

healthier way of living would inspire those he loved to do the same. 

Other participants referred to self-determination as a central feature of their 

understanding of themselves as agents of their own health. Agnes described the experience of 

screening for and being diagnosed with breast cancer and the process of reflection she 

subsequently followed in pressing for answers to her questions:  

[A] couple of years ago, I was feeling a lump around the area of my breasts, where 

they found the original cancer. I went to the local oncologist to have it checked  

and was a little sort of disheartened by the experience and turned off because he sort 

of brushed it off. He was kind of like, “I don’t think it’s anything.” And me being 

who I am I ask[ed] questions. [H]is response to me was, “Well, I can tell that you’re 

not going to settle for my answers, so I’ll go ahead and have them ultrasound it.” I’m 

sitting there thinking to myself, “If you had been diagnosed with cancer at 31—don’t 

you think that I deserve to be able to ask these kinds of questions?”  

 

Agnes described herself as a patient who was not to be taken “lightly,” who, as the doctor 

recognized, would not “settle.” Like Thomas, Agnes presented herself in her story as 

consciously making decisions to push for equal health care, thus ensuring that she would be 

as healthy as possible. Agnes’ story was in its own way about being “in charge.” As she said, 

“I have to be my own advocate.” She set herself against the expected practice of “don’t 

question the doctor,” which she associated with her mother, who was “not willing to 

question.” Through self-determination and self-advocacy, Agnes was empowered to make 

informed choices and challenge health care providers when necessary, shedding what she 

regarded as passive or subordinate behavior.  

Discussion 

This study aimed to understand how the collective experience of loss and violence 

among the CHamoru people is perceived relative to contemporary health beliefs and 
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practices. I sought to answer two research questions: What stories do CHamorus tell about 

their health beliefs, attitudes, and practices? How do the CHamorus’ stories relate health and 

health care experiences to collective historical experiences of loss and violence? In the 

interviews, participants narrated stories of living in-betweenness or liminality in which they 

described navigating between health practices of Traditional and Western cultures. Those 

stories held common themes of struggle with history and unequal relationships with the 

dominant culture, both indicative of the CHamoru history of loss, violence, and survival.  

In-Between and Back-and-Forth 

The most prominent theme in the CHamorus’ narratives was a pattern in which 

participants described navigating between (from one to the other, or back and forth) 

Traditional and Western health practices and beliefs. The in-betweenness or fluidity they 

described suggested that some CHamorus might find safety in not one or the other but in 

being able to navigate both traditions. Agnes and Liang provided strong examples of this. For 

both women, health practices were about being pragmatic, choosing a mode of care based on 

what worked. In a study with Indigenous People of Canada, Auger et al. (2016) called 

attention to a similar pattern and concluded that being able to make health care choices 

between Traditional and Western health care increased the empowerment and self-

determination of Indigenous People. For some participants in the present study, especially 

Ryan and to a degree Mae, the two modes were not in conflict but simply had “different 

purposes” or were suitable for meeting different ends. Researchers have similar patterns in 

attitudes and practices of American Indians from the Fond du Lac Band Reservation in 

Cloquet, Minnesota, and the Center for American Indian Resources in Duluth, Minnesota 
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(Greensky et al., 2018). In both groups, Traditional healing was sought for chronic pain 

because of its emphasis on the spirituality and well-being of the individual, not points of 

concern widely associated with Western healing (Greensky et al., 2018). Some CHamoru 

participants, like Elaine, told stories in which they avoided Western health care altogether 

because of the dismissiveness with which CHamoru patients are treated. Elaine’s response to 

structural racism and stigmatization also has counterparts in other Indigenous communities. 

In a study with First Nations, Metis, and Inuit people, unwelcoming atmosphere, stereotyping 

and stigmatization, and racism in the health care setting were identified as major challenges 

for the participants and barriers to their accessing mainstream health care services (Wylie & 

McConkey, 2019). 

Liminality: From Dangerous Place to Third Space 

CHamorus’ stories of living in-betweenness, wherein participants described 

navigation between health practices and beliefs of Traditional and Western cultures is 

suggestive of the concept of liminality, a condition of existing in any "betwixt and 

between" situation, the status of existing in an "in-between place or moment" (Turner, 

1969). Anthropological accounts of liminality are typically traced to the ethnographer and 

folklorist Arnold Van Gennep (1960) who deemed liminality a dangerous transitional place 

through which people pass—or get stuck—in progressing from one state of knowledge or 

belief to a more “advanced” one. This negative view of liminality influenced colonialist 

policies that imposed assimilation on Indigenous people, such as the Anglican Church’s 

implementation in 1911-1954 of residential schooling to assimilate Yukon Indian children 

into "better" Canadians by forcibly separating them from their "heathen" Indigenous beliefs 
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and values (Coates, 1989). Liminality described a tenuous, vulnerable, sometimes dangerous 

passage that reflected assumptions about the superiority of Western culture over Indigenous 

cultures and served as an argument for hastening assimilation to the former. 

In contrast, the discourse around liminality in the works of postcolonial cultural 

theorist Homi Bhabha (1994) describes liminality as a site of possibility in which two or 

more conflicting cultural identities co-exist and interact. Bhabha claimed that the 

interactions between Indigenous people and non-Indigenous people create tension that gives 

rise to third-space, a threshold environment where cultural transformation can take place. It 

is Bhabha’s (1994; 2011) more positive version of liminality that best captures the way 

CHamorus in this study depicted in-betweenness and back-and-forth in their health care 

beliefs and practices.  

Struggle with History and Unequal Relationship with Dominant Culture 

CHamorus managed struggles with history and ongoing power imbalances in the 

context of health and health care, pushing back against the colonizing culture’s ways of 

thinking about how health and health care should occur. Elaine described her role as a health 

navigator speaking on behalf of the CHamoru patient by challenging providers outright: “I 

don’t understand what you’re saying. [Talk] to me in a way that I can understand.” Her 

approach underscores what CHamorus desire and miss in health care while highlighting the 

consequences, which can take the appearance of self-damaging behavior: “[if][patients] don’t 

like what the doctor is doing, [they] stop going.” When resistance to colonizing culture looks 

like self-damaging behavior, the focus moves away from the more fundamental source of the 

problem, the implicit or explicit ethnic biases of the health care system or provider. This 
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dynamic has been noted in other Indigenous communities. When Indigenous Canadians who 

survived residential schooling, with its severe practices of food rationing, later were found to 

exhibit overeating, food hoarding, and rejection of diet recommendations, those actions were 

identified with self-harming rather than resistance against the colonizing culture and an effort 

to regain identity (Howard, 2014). Similarly, studies have found association between 

Indigenous Canadians’ perception of discrimination in the health care setting and 

nondisclosure during appointments, with further impacts on the health care they received and 

its outcomes (Jacklin et al.’s 2017) 

Proposing a Third-Space Model of CHamorus’ Health  

The CHamoru narratives of health and health care in this study pointed to connections 

between CHamorus’ perceptions of health; themes of loss, struggle, and violence of the 

collective past; and current attitudes and practices around health care. Based on analysis of 

these perceptions, themes, and practices, I propose a descriptive third-space model of 

Chamorus’ health (Figure 4.1). At the center of the model is the concept of “third-space,” 

which is borrowed from cultural theorist, Homi Bhabha (1994). Third-space is a conceptual 

space of hybridity in which struggle with history and ongoing inequality occurs and the 

tensions between past and present, colonized and colonizer generate new possibilities. Third-

space is a liminal and fertile space in which historical trauma and the in-betweenness of 

Traditional and Western health suggest what culturally safe health care might look like for 

CHamoru patients.   

The third-space model includes three key components. Beginning at the top, the 

model represents the sources of health belief and practice among CHamorus as two spheres 
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labeled Traditional Healing and Western Healing. These refer loosely to a division 

CHamorus indicated in their narratives between CHamoru ways and Western ways of 

viewing health and healing. It is important not to interpret the two as a fixed dichotomy 

though, since CHamorus experience health and healing in a complex cultural context in 

which their Traditional health and healing beliefs and practices exist side-by-side and 

intermingle with Filipino and other health and healing beliefs and practices (Brinkley, 1995). 

In other words, “Traditional healing” in the model may not mean strictly suruhåna(u)s or 

other CHamoru approaches but for some might include Traditional healers of other cultures 

or a combination of various Traditional or non-Western healing influences (i.e., East Asia 

and Micronesia). The dotted lines around the spheres indicate the permeable and inexact 

boundaries as well as the lack of fixity in time, since both Traditional healing and Western 

healing are not static but shift and evolve.  

The next component of the model is the third space itself, which is visually 

represented as a space of both overlap and separation in relation to Traditional and Western 

healing beliefs and practices. The third space names a positive liminality between two or 

more systems that opens to opportunity for negotiation, creativity, and possibility. In the 

CHamorus’ narratives of back-and-forth and in-betweenness, third space was defined by 

struggles with history and unequal relationships in health care arising in and around historical 

trauma, so the third space that opens up and extends downward into the cone that dominates 

this model has these elements of tension at its center. The themes of self-determination, self-

advocacy, and a focus on healing in the boxes at the bottom of the third-space represent the 

final component of the model. These are the foundations of cultural safety in health care as 
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identified by the CHamorus in this study, the elements they indicated they most missed, 

yearned for, demanded, or enacted in their health practices and health-care seeking. Self-

determination, self-advocacy, and focus on healing are likewise where nursing and other 

health care might begin a process of changing attitudes and practices to facilitate more 

culturally safe health care as defined by CHamorus.  

 

Figure 4.1 

Third-Space Model of CHamorus’ Health  
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Proposed Hypotheses and Next Steps  

 This exploratory, qualitative study yielded a model that suggests at least three groups 

of hypotheses for future studies to further define the components of the model and test the 

strength of the relationships it describes. The first hypothesized group is that CHamorus’ 

health and healing attitudes and practices are characterized by in-betweenness and back-and-

forth between Traditional and Western approaches. This group of hypotheses would address 

the first component in the model by measuring through surveys the degree to which 

CHamorus perceive and practice health and healing in ways that are congruent with the in-

between and back-and-forth findings in this study. Research on this question might begin 

with confirmatory factor analysis to firm up the categories of Traditional and Western from 

the CHamorus’ perspective. Surveys would assess the what, when, and how CHamorus turn 

to Traditional or Western or Traditional and Western health care. The analysis would 

consider differences by age, gender, education, income, and illness type. Additionally, 

surveys would include questions about CHamoru participants’ use of other sources of 

Traditional healing to account for the intermingling of health practices in modern-day Guam.  

The second group of hypotheses is that CHamorus experience barriers to optimal health 

care due to perceived historical trauma and unequal health care relationships. This group 

addresses the second component in the model, i.e., the key areas of tension in health care that 

the narrative interviews indicated arose for CHamorus from historical trauma. Studies would 

include administration of instruments to measure historical trauma, such as the Historical 

Loss Scale (Whitbeck, Adams et al., 2004) and the Historical Loss Associated Symptoms 

Scale (Whitbeck, Adams et al., 2004), and then analysis to discern relationships between the 
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awareness of historical trauma and (1) types of “struggle” (e.g., discrimination, 

microaggressions) across a range of health and health care scenarios, and (2) experiences of 

inequality across a range of health and health care scenarios.  

The third group of hypotheses proposed is that CHamorus place high value on self-

determination, self-advocacy and focus on healing in their health care encounters and 

relationships. This hypotheses group would test relationships of the cultural safety 

component by measuring how much the three factors of self-determination, self-advocacy, 

and focus on healing contribute to CHamorus’ experience of culturally safe care in health 

care encounters. With revisions and further strengthening, the model might be combined with 

community-participatory methods to develop and test nurse-focused interventions to 

facilitate CHamorus’ experiences of self-determination, self-advocacy, and a focus on 

healing in health care encounters and relationships. 

Implications 

Much of what was recounted in the interviews and presented in the third-space model 

was perceived by participants as problematic, threatening, or absent in health care, such as 

the discrimination and microaggression described by Joe and the focus on money or the type 

of insurance in the Western health care system by Elaine. But participants’ stories also shed 

light on what made them feel cared for, valued, and safe, as when Agnes wished for a more 

“holistic approach” to health and longed to be treated “as a person, not just the disease,” or 

when most of the participants at some point described navigating capably between 

Traditional and Western modes of health care to get what they needed. Stories were often 

refracted through the lens of historical trauma, as when Mae noted links between historical 
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losses of land and present-day illnesses, a theme also taken up by Elaine, who mourned the 

shift from lateral or community interdependence to what she saw as the more vertical 

government dependence in which she saw people waiting for the government to, as she put it, 

“just give you things.” In nearly all of the interviews, change was depicted as a project of the 

CHamorus, with little indication that health care professionals or the health care system had 

sought guidance from or collaborated with their CHamorus patients. Yet, despite stories of 

resistance, anger, disappointment, and continuing struggle with history and unequal health 

care relationships, most participants emphasized a pragmatic moving forward where 

something like culturally safe health care would be accomplished through self-advocacy and 

self-determination. 

The third-space model imagines cultural safety as a matrix in which tensions of 

historical trauma and present-day inequality in health care give rise to opportunities to push 

for more equitable practices. The concept of cultural safety was developed by 

Indigenous nurses in New Zealand and focuses on patients’ historical context, emphasizing 

the structural and interpersonal power imbalances affecting health care (Anishnawbe Health 

Toronto, 2011; Ramsden, 1992). A key characteristic of cultural safety in health care is that it 

takes its definition of inequities and how to remedy them from the people receiving care, not 

those who provide it (Anishnawbe Health Toronto, 2011; Curtis et al., 2019; Gerlach, 2012; 

Interagency Coalition on AIDS and Development [ICAD], 2017). Cultural safety offers a 

path to healing and serves as mechanism to guide health care professionals. As nurses and 

other health care professionals reflect on the biases that may act as barriers to culturally safe 

care and as they work to gain insights from their patients about the influences of historical 
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trauma on their health perceptions and practices, the cultural safety approach holds that better 

quality and more appropriate care will result (Anishnawbe Health Toronto, 2011). 

The third-space model of CHamoru health similarly challenges the Western model in 

which Indigenous people make the most concessions and are expected to mold their beliefs 

and behaviors to Western ways of achieving health (Willis et al., 2015). The third-space 

model of CHamoru health differs from other cultural safety approaches in its focus on the 

productive in-betweenness or liminality that was featured in CHamoru health beliefs and 

practices in the context of a specific collective experience of colonization. As described 

above, the third-space model of CHamoru health may serve as a starting point for further 

research, preferably in partnership with CHamoru people as co-researchers, to more minutely 

define the components of culturally safe care from their perspectives. With a fully developed 

model, the next step would be developing and trialing programs that leverage in-betweenness 

or the third space as ways to promote CHamoru-defined culturally safe health care. Such 

initiatives might involve creating formal opportunities within health care encounters for self-

determination, such as facilitating CHamorus’ participation in decision-making and care-

planning; promoting CHamorus self-advocacy by raising up their voices in encounters with 

physicians, surgeons, and other providers; and supporting the focus on healing by following 

their lead in integrating Traditional and Western approaches. By these means, we might 

better ensure that nurses and other health care providers are aware of and able to offer 

CHamoru-centered, historical trauma-informed, and culturally safe health care guidelines and 

practices. 

Limitations 
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 In this qualitative study using a narrative inquiry method, the interviews were 

conducted with a small number of CHamorus over a short period (June and July 2020). The 

number of participants in the study allowed me to gather in-depth data that included detailed 

stories and participants’ ideas about those stories. However, even with this richly 

contextualized data, it is likely that some perspectives were missed, which means that the 

stories may be more representative of a particular segment of the CHamoru population. The 

aim of the study, however, was not to derive broad generalizations or make statistically valid, 

population-based predictions. Rather, the study sought to use detailed interviews to build a 

tentative model which can then be used to form hypotheses that might be tested with larger 

samples in future study. 

The study was limited by my having to perform telephone interviews in place of the 

originally planned, in-person, face-to-face interviews because of COVID-19 restrictions. The 

change in format meant that I was unable to observe facial expressions, body language, and 

behaviors that might have provided additional information. Finally, I am not an Indigenous 

CHamoru but a middle-class Asian American woman and a nurse who has lived in Guam for 

10 years. I am familiar with many aspects of CHamoru culture through my husband (who is 

CHamoru) and his family and through my professional practice as a nurse, though I cannot 

say that I know that culture first-hand. In conducting this study, I have strived to be 

conscious of my own cultural assumptions and biases. I regularly memoed about my 

perceptions of things said in the interviews and critically reflected with an advisor on how 

my own beliefs and background might be affecting my interpretations. More importantly, I 

used member-checking in the second interviews as noted above to confirm the accuracy and 
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create further dialogue about my interpretations with participants. The manuscript of this 

chapter was shared with two CHamoru researchers, each of whom provided a critical 

reading. Although these practices do not guarantee that all partiality or misinterpretation 

were eliminated, they provide safeguards. Given the historical trauma focus of the study and 

the history of researchers coming to Guam and treating the CHamorus as subjects with no 

regard for their safety or culture (Keck, 2012), these practices were of utmost importance.  

Conclusion 

The present study adds to what we know about the impact of collective, historical 

experiences of loss and violence on the contemporary health beliefs and practices of an 

Indigenous group, the CHamoru people of Guam. Further, it points us in the direction of a 

culturally specific path leading to more equitable, more culturally safe care. The health and 

illness experiences CHamoru participants in the study shared and the meanings they 

assigned to them highlighted a perspective of liminality and the possibility of a third-

space. The tension of the “third-space” where cultures brush up against and challenge each 

other opens up the possibility of more culturally aware notions of health and more culturally 

safe modes of health care led by experiences, perspectives, and beliefs of CHamorus 

themselves. This study provided an understanding of the barriers for CHamorus in the health 

care setting and outlined the struggle with the history and their perception of the unequal 

relationships rooted in the past. Understanding how CHamorus’ collective history intersects 

with present health beliefs and behaviors is a fundamental initial step in providing historical 

trauma-informed, Indigenous-centered, and culturally safe nursing for the CHamorus in 



 

106 

Guam, and may inform how we might begin to address disparities in other Indigenous 

populations.   
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CHAPTER 5 

“NO MAN IS AN ISLAND”: PERSPECTIVES OF CHAMORUS IN GUAM 

ON COVID-19 

This chapter reports on the published study, which analyzed the four COVID-19 

questions added to the study in June 2020 (Joo-Castro & Emerson, 2021). The study explored 

the experiences of CHamoru participants during the pandemic and their perceptions of the 

shut-down, masking, social distancing, and other measures taken by the Guam government to 

control the spread of the virus. The references from this chapter are included in the references 

for the dissertation.  

Abstract 

Objectives: Guam is a United States territory situated in the western Pacific Ocean 

with a multiethnic population numbering approximately 168,000. The CHamorus, who are 

the Indigenous people of Guam, make up 37% of that island. In this study, we sought to 

understand CHamorus’ perspectives and experiences of COVID-19 and how they responded 

to a devastating and socially divisive public health emergency. 

Design: Interviews were conducted with 10 CHamoru adults in June-July 2020 via 

telephone for a larger study of how the collective history among the CHamoru people is 

perceived relative to contemporary health beliefs and practices. This supplemental study is a 

secondary data analysis of questions that focused on COVID-19. We used thematic analysis 

techniques to analyze the data. 

Results:  Three themes were identified: self and other, or “no man is an island”; 

trust in government; and focusing on the positives. A cross-cutting theme was commitment to 
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the common welfare of the community through interconnectedness and inafa'maolek (doing 

good for others).  

Conclusion: Results indicated that CHamorus recognized a balance between 

community and individual, the need to protect the vulnerable while also considering personal 

choice and the implications of enforced social distancing on community and economic 

stability. 

Keywords: COVID-19, CHamorus, Guam, Indigenous groups, Transcultural Nursing 

Background 

The unincorporated United States territory of Guam is an island of 210 square miles, 

situated 4,000 miles from Hawai‘i in the western Pacific Ocean, but not so far off the beaten 

path as to escape the SARS-CoV-2 (COVID-19) pandemic. To meet the challenges of 

COVID-19, Guam has operated since April 30, 2020, under the guidelines of Pandemic 

Condition of Readiness (PCOR), Stages 1-4, which means that the people of Guam remain 

under various restrictions regarding social gatherings, social distancing, and mask-wearing in 

public. In the broader study on which this analysis was based, we sought to understand the 

perceptions CHamorus have of their collective history and to document how traditional ways 

intersect with present-day health beliefs and practices. During those interviews, we asked 

four questions to document our CHamoru participants’ perceptions and experiences of life in 

Guam under the constraints of COVID-19. This report focuses on the analysis of the 

COVID-19 questions.  

In a population numbering approximately 168,000, Guam has seen cases of COVID-

19 rise steadily to 13,438, with 179 deaths attributed to COVID, as of September 17, 2021 
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(Department of Public Health and Human Services [DPHSS], 2021). Guam was vulnerable to 

the ravages of COVID on several fronts. Studies show that pre-existing cardiovascular 

disease (Bansal, 2020) and lung disease (Southern, 2020) are associated with significantly 

worse COVID outcomes. With high rates of many non-communicable diseases, including 

chronic heart and lung diseases (David et al., 2014), many of the people of Guam were likely 

to experience a more serious course of illness if they acquired the virus (Centers for Disease 

Control and Prevention [CDC], 2021).  

The CHamorus are an Indigenous people of Guam and make up approximately 37% 

of that island’s population (Central Intelligence Agency, 2021). CHamoru statistics are 

similar to those of other Indigenous communities, in which higher incidence of chronic 

illnesses have been found compared to non-Indigenous communities. For example, the 

Aboriginal and Torres Strait Islander people of Australia have five times the rate of diabetes 

and four times the rate of chronic kidney disease as non-Indigenous Australians (Australian 

Bureau of Statistics, 2015). In American Indian youth, there is a higher prevalence of obesity 

than the United States national average (Kelley & Lowe, 2018). Indigenous people of Canada 

are disproportionately affected by type 2 diabetes, with rates 3–5 times higher than the non-

Indigenous population (Jacklin et al., 2017). Heart disease, cancer, stroke, respiratory 

disease, and diabetes are the leading causes of death among CHamorus (David et al., 2014). 

Contributing risk factors are obesity, with approximately 49% of CHamoru adults affected 

(Guerrero et al., 2008), and smoking, of which CHamorus have the highest rate compared 

with other ethnicities in Guam (David et al., 2014). While Guam has an adequate health care 

infrastructure, the island lacks access to the specialized resources, such as large numbers of 
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ventilators and deep health care staffing pools, that would enable it to handle a prolonged 

public health emergency. With tourism and U.S. military spending the driving forces behind 

Guam’s economy, the near stagnation of both has hit Guam especially hard. As of March 

2021, the unemployment rate in Guam was 16.5% compared to 3.6% in September 2019 

(Bureau of Labor Statistics, 2021). As of July 2, 2021, compared with other ethnicities in 

Guam, CHamorus had the highest proportion of the island’s total COVID cases and deaths at 

26.5% and 34.3%, respectively (DPHSS, 2021). The disproportionate suffering among 

CHamorus and other Indigenous communities brings to light their ongoing experiences of 

inequality and social marginalization stemming from a colonial history in which loss of land, 

language, and culture was a prominent feature (Richardson & Crawford, 2020). An 

Indigenous people, living on an island in the Pacific Ocean, with centuries of occupation and 

colonization, the CHamorus in this study offered both more and also less familiar insights 

into how the world’s people have responded to a devastating and socially divisive public 

health emergency. 

Method 

Sampling and Recruitment 

The parent study from which data were drawn for this analysis was a narrative inquiry 

study conducted from June to July 2020. The first author conducted 20 open-ended 

interviews, two with each of 10 CHamoru adults. Recruitment of participants was conducted 

through community liaisons, who provided the first author’s contact information to 

prospective participants. The liaisons were three CHamorus with diverse contacts in Guam. 

The first author selected volunteers who had firsthand experience with CHamoru beliefs and 
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traditions, grew up and still lived in Guam, and identified as a CHamoru. To be eligible, 

referred individuals had to be (a) Guam residents, (b) self-identified as CHamorus, (c) reared 

by CHamoru parent(s) or guardian(s), (d) born between 1945 (i.e., 74 years old) and 2001 

(i.e., 18 years old), and (e) willing to participate in two interviews. We chose the cut-off birth 

year to capture those who had parents or guardians who lived through World War II and its 

aftermath in Guam. Our exclusion criterion was having an illness that would prevent 

participating in 1- to 2-hour interviews, but none were excluded on that basis. Enrollment 

was concurrent with interviewing and analysis and continued until redundancy in themes in 

the larger study was reached (Fusch & Ness, 2015).  

In the current study, we considered only the data on perspectives and experiences 

related to the COVID-19 questions. The questions were posed during the first round of 

interviews, though a couple of participants expanded on their responses during the second 

interviews. The four open-ended questions explored CHamoru participants’ perceptions and 

experiences of the pandemic in Guam: 1) how has COVID-19 affected your life? 2) can you 

tell me about a recent event related to the pandemic that happened to you that affected your 

health or happiness? 3) what are your thoughts about our current situation, and 4) what are 

your thoughts about wearing a mask and social distancing? These questions were reviewed 

by a CHamoru researcher at the University of Guam and were approved by amendment to the 

study’s Institutional Review Board at [Blinded for review] University. 

Data Collection and Interviews 

The interviews were conducted, recorded, and transcribed by the first author, who has 

training in qualitative interviewing. All the interviews were recorded using the Otter 
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application, which is free, online software that simultaneously records and transcribes. The 

first of the two interviews with each participant concluded with a demographic questionnaire. 

For the first round of interviews, each recording was transcribed verbatim shortly after the 

interview and then read against the recording for accuracy. A follow-up interview was 

completed with each participant four to six weeks after the first. Due to time constraints, for 

the second interviews, we used a qualified transcriptionist to transcribe verbatim and then we 

checked the transcribed copies against the recordings. The second interviews also served as 

member checks with participants invited to correct or revise their responses, in keeping with 

other studies that have used follow-up interviews to confirm, modify, and obtain additional 

information (Birth et al., 2016).   

Privacy and Confidentiality 

We took several measures to safeguard participants’ confidentiality. Participants 

selected pseudonyms and were informed that quotations from their interviews might appear 

in publications. The recordings were stored in the authors’ university’s encrypted, password-

protected, research electronic data storage system on a secure server, where only the authors 

had access to the data. All transcriptions were deidentified during transcription for analysis, 

with names of persons and places removed. 

Analysis 

Both authors read and reread each transcript to develop an overall sense of the 

interviews. Responses to the COVID-19 questions were extracted and placed in a spreadsheet 

for analysis. The spreadsheet included the 10 participants’ responses, grouped according to 

the four questions related to COVID-19. Using thematic analytic techniques (Braun & 
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Clarke, 2014), the authors noted repeated patterns of meaning or themes across the 

interviews and selected both exemplary and divergent passages for illustration and 

interpretation (Miles & Huberman, 1984). The authors resolved disagreements through 

discussion.  

Results 

Participants 

The CHamorus who interviewed for this study included six adult women and four 

adult men who ranged in age from 19 to 66.  Most correspondents were lifelong residents of 

Guam, though three attended college away from Guam. Except for two participants, all had 

children, and four had grandchildren. One participant was a full-time student, one a retail 

worker on furlough during the pandemic, and four were retired from careers in education, 

firefighting, and insurance. Four participants were currently employed in education, health 

care administration, health services, and government. Compared with the people of Guam in 

general, this group was more educated and more fully employed. Appendix G displays 

participant characteristics. 

Themes 

Self and Other; or “No Man is an Island” 

Participants were asked about their thoughts on the restrictions that had been imposed 

to control the spread of COVID-19 in Guam, including limits on social gatherings and mask-

wearing requirements. Several spoke passionately about others’ adherence or non-adherence 

to government-mandated social distancing. Most prominent thematically in the responses to 

this question was a tension between the rights of individuals and the welfare or good of the 
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whole. Most of those who were interviewed described their compliance with stay-at-home 

orders and masking requirements as an expression of community feeling and a sign of 

investment in the collective welfare. The sacrifice of personal rights, comforts, and 

preferences was acknowledged in the responses, but most respondents set those losses firmly 

against the potential harms of refusing. Joe, a 54-year-old retired firefighter undergoing 

cancer treatments, described an imagined confrontation with a person who claimed the right 

to not to mask:  

Those people that are saying that, do you know what I would say to them? The first 

thing I’d ask them is, “Do you have a grandma alive? Tell me, who is the oldest person alive 

that you love?” And I’m sure there’s somebody that they love. I’m sure there’s someone old 

and dear to their heart.  

Joe’s brief scenario was paradigmatic in the way it shifted the moral frame from self 

to other. Joe addressed his interlocutor as a self but focused on the connected self. He 

dismissed the lone individual with their jealous declarations of autonomy to focus on the 

other-centered grandchild who feels care and compassion. Joe’s questions centered on 

common ground—the assumption that, surely, we all love someone who might be lost to 

COVID-19. But his delivery was unquestionably confrontational, implying that there was a 

special responsibility to be borne by those who weighed their own preferences about mask-

wearing over the lives of others. Shyan imagined herself in a Socratic-like exchange with 

someone who refused to mask. Her exasperated challenge, like Joe’s, seemed intended to 

bring the other around to recognizing moral responsibility, asking, “Why do you think places 
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are still not fully open? Why do you think there are so many cases coming in? Because of 

you, people. You don’t listen to anything, but you know what’s right.” 

The clash between individual rights and collective responsibility was a common 

theme, one touched on by nearly all the CHamorus who were interviewed. Liang, a retired 

educator, conceded that she understood “why people say, ‘it’s my right to not wear a mask,’” 

but then went on to explain how that stance was one that is not representative of CHamorus’ 

ways of thinking but more characteristic of an “American individual mentality.” Like Joe and 

Shyan, Liang was sharply critical of what was seen as the American view and added, again 

addressing the imagined other, “Get a grip. The saying is, ‘No man is an island.’ If you live 

all by yourself, okay, do whatever, but this is a community, and by extension, the whole 

planet is a community.”  

Other participants described personal experiences and decisions touching on the 

ethics of COVID-19, instances in which they had been called to put their own needs aside 

and act with others in mind. A 41-year-old high school teacher described how she decided 

against applying to teach online instead of in the classroom: “I didn’t ultimately apply for it, 

because I just feel like there are more teachers at my school who need to be in those positions 

than I do—[like] my coworker who just had surgery for breast cancer.” Tish, a 31-year-old 

working in a health care setting, described how, in making decisions about claiming benefits, 

“You have to look at the other person. If they have a medical condition, if they’re high risk, 

that’s something that you want to consider.” She concluded her thought with a different 

version of the “No man is an island” metaphor, explaining that instead of slipping into 

myopia in such cases, you’ve got to be “looking at the bigger picture.”   
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Trust in Government  

Trust in government, especially its role in organizing the public health emergency 

response, was a related theme that occurred in most of the interviews. Nearly all affirmed 

that they believed the Guam government’s actions were guided by a commitment to the 

safety of the people. Yet participants also underscored that they did not simply follow official 

guidelines but made a decision to do so based on their own assessment of available 

information. Agnes, for example, said that while she wanted “to trust that our government is 

serving its purpose and its role, which is to serve the people and the public,” she also 

“educat[ed] myself enough about what’s happening and then look[ed] at the science.” Ryan 

approved of the government mandates and stated, “That’s why we have guidelines and 

protocols to follow and if we don’t follow it, then of course things would get worse.” Liang 

said she believed that government officials in Guam were “trying their best,” that they are 

“mak[ing] a decision with the information that they have.” Though Liang did not agree with 

all the government strategies, she said, “I will put my trust in the government because that’s 

the rule of the government and as long as it’s reasonable to me.” Liang indicated where the 

limits of “reasonable” lay in noting that what she did not support was for “the U.S. 

government to go and—just without question—mow down private citizens who are engaging 

in peaceful activity.” Others saw the pandemic as broadly exposing the vulnerability of 

Guam and offering an opening for critique of other kinds of government decisions. Mae 

observed along these lines that the pandemic should be an “eye-opener” for policy makers 

who would be wise to put less money in tourism and spend more on “our hospital and health 

care infrastructure.” For the most part, the CHamorus I interviewed perceived the official 
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decisions of the Guam government in response to COVID as motivated by a desire to serve 

the people’s welfare.  

Focusing on the Positives 

The third theme we observed in the interviews was the sources of strength on which 

CHamorus drew during the early months of the pandemic. Despite references to fear and 

uncertainty, widespread illness and job loss, and frustration with fellow Guamanians, the 

CHamorus interviewed for this study referred repeatedly to family, religious belief, and their 

collective past as sources of hope and positivity. CHamorus described finding strength in 

family and prayer, and several participants expressed thanks to God. Others noted how the 

pandemic had helped them redefine priorities and appreciate the good things their lives held. 

Mae described gaining time to “enjoy my life and my children, my grandchildren.” Agnes 

remarked on how the pandemic “brought us closer as a family” and “heightened our 

awareness and appreciation for the things that we used to be able to do that we are currently 

not doing.”  

Among the more distinctive patterns was CHamorus’ repeated references to how 

COVID-19 connected them with the past. Mae observed that social distancing and stay-at-

home orders kept her family at home, where a slower pace and simpler pleasures reigned:    

It just slowed things down. We’re all in this house together. Nobody’s rushing out to the 

restaurant. Nobody’s rushing to go to the movies and all those things. I like it. I tell my 

grandkids, “This is how it was before.” We all sit down and tell stories and play chonka 

[traditional CHamoru game]. 
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Food was another point of connection with traditional ways of the past during the 

pandemic. Elaine commented on how anticipated food shortages would be less of a burden 

for her family because they “grew up” growing their own food and “know how to use the 

foods available in Guam in different ways.” Ryan explained that “history repeats itself,” 

meaning that while the crises of violent colonization in Guam might be past, he recognized 

that disaster, a time when “there’s, for example, no food, no groceries, nothing like that,” 

could always come again. His family prepares for such times by staying connected to what he 

characterized as the old ways of hunting and fishing. Like his grandparents and parents did 

with him, Ryan said “I took time out and I made a thing to teach my kids, where I turned my 

backyard into a mini-farm. I teach them fishing […] I teach my kids these things because 

when they get older, they must survive.” Shyan similarly described how, after the pandemic 

hit the island, her grandparents “cleared out the back of the house. They cut down some trees 

and the tall grass, and they started to plant eggplant again and a banana tree. We have lemon 

trees, we have the donne (hot pepper) plants.” 

 As the pandemic persists in Guam, not all remains positivity, hope, and reconnection. 

One of the CHamorus’ chief values is inafa'maolek, which means doing good for one 

another. This idea was touted in Guam during the early months of the COVID-19 response as 

an argument to support social distancing and mask-wearing (Office of the Governor of 

Guam, 2020). Increasingly, the logic of social distancing and mask-wearing as a form of 

inafa'maolek has become difficult to maintain in a group that is accustomed to relying on one 

another as a source of happiness and wellbeing. Liang noted the difficulty of not seeing her 

daughter and especially “not touching her grandchildren. That makes me very sad. I have not 
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seen them; I need to get a hug from my kids.” Agnes too confessed that staying apart had 

been difficult. Agnes’s family went three months without coming together, only finally 

gathering in June 2020, outdoors, where, she stressed, they maintained social distancing and 

mask wearing.  

Discussion 

In this study, we sought to document the COVID-19 pandemic perceptions and 

experiences of a group of CHamorus from the Pacific Island community of Guam, a U.S. 

territory. The three themes we identified, self and other, or “no man is an island”; trust in 

government; and focusing on the positives, differed in the details but converged around the 

broad idea of interconnectedness. The emphasis on connection was most prominent in 

participants’ references to the competing goods of individual rights and commitment to the 

common welfare. The motif is widespread in other discourse about the pandemic experience. 

In a paper outlining ethical challenges that health care workers face in providing services 

during COVID-19, Jeffrey (2020) has described relational autonomy and solidarity as key 

values needed in a pandemic situation. Relational autonomy refers to the limited nature of 

individual rights, the way an individual’s right to make choices about how to live is 

important but always boundaried or relationally proscribed by the adjacent rights of others 

(Jeffrey, 2020). Solidarity refers to a sense of identification with and responsibility toward 

others (Jeffrey, 2020). As Edmonds et al. (2020) have argued in relation to public health 

nurses, some must bear the responsibility to protect underserved communities, especially in 

times such as the pandemic, even if it means coming out of retirement. Relational autonomy 

and solidarity were values the CHamorus in this study described as being characteristic of 
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their culture, often in contrast with what they saw as a mainland U.S. emphasis on individual 

rights. The distinction finds some support in recent research. One group of researchers has 

published results from a national survey showing that, of 5,897 Americans who reported not 

masking in public, the largest proportion (40%) identified their reasoning as “It’s my right as 

an American not to wear a mask.” While it is unclear whether any or how many in the 

sample were also Pacific Islanders, the same team separately published analysis by race and 

ethnicity that compared groups in the United States on changing behaviors during the 

pandemic. Of the five racial-ethnic groups (i.e., Asian American/Pacific Islander, Black, 

Latino, Native American, and White), Asian American/Pacific Islanders made changes 

during the pandemic at the highest percentages on all three of the measures reported: changed 

usual behavior; changed travel plans; and worked from home (Vargas et al., 2020). Of 

course, the ability to make some of these changes has not been equal across groups, and the 

respondents’ reasons for changing the behaviors were not reported. But the patterns are 

suggestive of a greater communitarianism that the CHamorus we interviewed associated with 

their culture. Studies have elsewhere documented the uniquely successful implementation in 

island communities like Fiji of hybrid organizations, which operate according to an “ethic of 

care” (p. 490) and use a combined model of commercial and civic systems to promote the 

common good (Douglas et al., 2018). It bears noting that divergent examples can also be 

found in Guam, where, as everywhere, protests have been staged against masking and social 

distancing mandates due to their perceived impact on tourism and other industries (Kaur, 

2020). Religious groups, too, have protested regulations that limit social assembly and 
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consequently the gathering that some groups hold to be an essential aspect of worship 

(Habib, 2020).  

One of the ironies we observed was the dual-edged operation of solidarity. Our 

participants described a tightly knit CHamoru culture, with extended networks of families 

and friends and a central notion of inafa'maolek or doing good for others. If solidarity is 

achieved in a pandemic paradoxically through disciplined acts of isolation, it is not surprising 

that mental health in a group that places high value on interconnectedness would suffer. In 

Guam, the Office of the Chief Medical Examiner recorded 26 suicides from January to 

August 2020 compared to 20 suicides from January to August in 2019 (Cagurangan, 2020). 

Fifteen of the suicides in 2020 occurred in the three months of June-August. Mandated social 

distancing, the closing of in-person schools, and furloughed or laid-off workers have led to 

increased concerns about family violence, a long-standing problem in Guam (Toves, 2020). 

Victim Advocates Reaching Out (VARO), part of the Guam Coalition Against Sexual 

Assault and Family Violence, reported significantly increased family violence in 2020 

compared with 2019 (Toves, 2020). There have been concerns worldwide about Indigenous 

people’s experiencing higher risk of family violence than other groups (Wilson et al., 2019). 

Women are particularly vulnerable, with evidence of heightened violence against Māori 

women in New Zealand (Wilson et al., 2019), Aboriginal women in Australia (Andrews, 

2020), and First Nations, Inuit, and Métis women in Canada (Klingspohn, 2018). The 

pandemic highlighted as well the difficulty in some Indigenous communities to meet public 

health measures of social distancing and hygienic practices due to housing, food, and income 
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insecurity, which often stems from the colonial history of disrupted land use, language, and 

culture (Richardson & Crawford, 2020).  

Limitations 

Experiences of CHamorus during the COVID-19 pandemic likely run a much wider 

gamut than what we were able to identify here. The interviews were conducted with a small 

number of CHamorus over a short period of time (June-July 2020), so perceptions and 

opinions may not be representative and may have shifted. Readers should be aware that our 

sample was relatively well-educated, with all participants having at least completed high 

school, (see Appendix G), which means that the stories may be skewed toward a particular 

segment of the population. The first author practiced reflexivity by memoing throughout the 

study and was challenged by the second author in rounds of interpretation to be thorough and 

open to what was in the data, but there may also be themes that we missed. We sought to 

increase validity of the findings by member checking the analysis with the participants and 

by securing a critical reading of the manuscript from two outside readers who identify as 

CHamoru but were not participants in the study. These methods were especially important 

given the historical trauma focus of the parent study and the past history of researchers 

coming to Guam and treating the CHamorus as subjects with no regard for their safety or 

their culture (Keck, 2012). We also enlisted the help of CHamoru liaisons during recruitment 

to create a bridge between interviewer and participants by helping reassure participants of the 

researchers’ trustworthiness (Given, 2008). Even so, a limitation of this study is that no 

CHamorus were co-authors of the research: the first author is an Asian American cis-woman, 
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a nurse living in Guam, and the second a White American cis-woman, also a nurse, living in 

Missouri.     

Conclusion 

CHamorus of Guam offered perspectives on what it means to them to co-exist in a 

time of pandemic. Interconnection was an overarching motif, connecting our three themes of 

self and other, trust in government, and focusing on positives. Participants particularly 

underscored how individual and group concerns must be balanced and how difficult social 

distancing can be when the group defines itself in part by socially close processes of doing-

good for others. As Guam struggles to cope with the ravages of disease and economic 

downturn, over 80% of CHamorus were fully vaccinated in September 2021 (DPHHS, 2021), 

a development it is hoped will lead to a return to or at least a new sense of normalcy. The 

CHamorus interviewed in this study suggested their sharp awareness of a need for balance 

between self and other and the need to protect the vulnerable while also acknowledging the 

personal and social consequences of doing so. Perhaps what the interviews called most into 

relief is the recognition that Guam may be an island, but economically, epidemiologically, 

and ethically, the CHamorus who live there are not. 

  



 

124 

CHAPTER 6 

CONCLUSION 

The purpose of this study was to explore how CHamorus narrate their people’s past 

and inquire into the nature of its continuing presence in their contemporary health beliefs, 

attitudes, and practices. I sought to answer two research questions: “What stories do 

CHamorus tell about their health beliefs, attitudes, and practices?” “How do the CHamorus’ 

stories relate health and health care experiences to collective historical experiences of loss 

and violence?” I aimed to derive a model based on CHamorus narratives with hypotheses that 

could be tested and later inform the development of guidelines and training for more 

historical trauma-informed, Indigenous-centered, and culturally safe care for CHamorus. The 

three hypotheses groups are 1) CHamorus’ health and healing attitudes and practices are 

characterized by in-betweenness and back-and-forth between Traditional and Western 

approaches; 2) CHamorus experience barriers to optimal health care due to perceived 

historical trauma and unequal health care relationships; and 3) CHamorus place high value 

on self-determination, self-advocacy, and focus on healing in their health care encounters and 

relationships. 

The study highlighted ways in which CHamorus understand their centuries of 

collective experience of loss and violence and how that experience is perceived relative to 

current health beliefs, attitudes, practices, and meanings about health, illness, and health care 

in Guam. In their narratives, CHamorus’ told stories of health experiences and practices 

characterized by liminality, a status of in-betweenness relative to Traditional and Western 

perspectives. Participants identified different ways CHamorus managed meanings and 
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practices around health and illness in the context of centuries of colonialization and described 

their struggles with the history and unequal relationships with the colonizing culture. Amid 

these challenges, CHamorus created what has been described by postcolonial theorist Homi 

Bhabha (1994) as a third-space, where “cultural transformation” happens. CHamorus located 

forgiveness, healing, self-advocacy, self-determination, resistance, anger, and disappointment 

in their third-space. Some of these same patterns were found in the more focused analysis in 

Chapter 5 on CHamorus’ perspectives on living with COVID-19, in which three themes were 

identified: self and other, or “no man is an island”; trust in government; and focusing on the 

positives. Participants emphasized connection and competing for the good of individual 

rights and commitment to the common welfare. CHamorus also recognized a balance 

between community and individual, the need to protect the vulnerable while also considering 

personal choice and the implications of enforced social distancing on community and 

economic stability. 

As health service providers at the forefront of care, nurses have a professional 

responsibility and an ethical obligation to acknowledge, understand, and advocate for 

Indigenous peoples’ experiences and support them in action to ensure the elimination of 

inequality and social marginalization that affect health (American Nurses Association, 

2015b). The nursing view that the person is valued as a unique being with a unique 

perspective on their health in the physical environment, culture, interpersonal relationships, 

geographic location, and politics (ANA, 2015b) aligns with the cultural safety concept. It is 

implicit in the third-space model of CHamoru health. As nurses gain better understanding of 

the influences of historical trauma on their patients’ perceptions and behaviors, the cultural 
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safety approach holds that they will be better able to provide appropriate care and develop 

health programs to meet the needs of their patients (Anishnawbe Health Toronto, 2011). 

Nurses must create space for the Indigenous person to feel physically, mentally, emotionally, 

spiritually, and culturally safe, giving Indigenous patients space to elect when and how to 

combine or integrate Western and Traditional healing. Understanding how CHamorus’ 

collective history intersects with present health beliefs and behaviors is a fundamental step 

for providing historical trauma-informed, Indigenous-centered, and culturally safe nursing 

for the CHamorus and exploring similar needs with other Indigenous people. 

Addressing the Gaps and Contribution 

This study is innovative because it is the first research in Guam that addresses 

CHamorus’ collective experience of loss and violence and how that experience is perceived 

relative to contemporary health beliefs, attitudes, practices, and meanings about health. 

CHamorus’ profile of present-day health disparities follows a pattern similar to those of other 

Indigenous populations, demonstrating higher rates of chronic illnesses and poor health 

outcomes than the non-Indigenous populations (Jacklin et al., 2017; Kelley & Lowe, 2018). 

They share a pattern of colonization with other Indigenous groups that includes loss of life, 

land, language, and culture (Brave Heart, 1998; Gone & Kirmayer, 2020; Whitbeck, Adams, 

et al., 2004). Despite their centuries of colonization history, the CHamorus thus far have been 

overlooked in research; no previous work has inquired into how historical trauma might 

influence current health beliefs and practices.  
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This third-space model provides a foundation for future research to confirm and build 

on findings and eventually to inform programs that will result in changes in nursing and other 

health care of CHamorus. 

Conclusion 

I sought in this study to understand how the collective experience of loss and violence 

among the CHamoru people is perceived relative to contemporary health beliefs and 

practices. The participants’ narratives offered a window into their history and how it relates 

to current beliefs and practices and how it influences their experiences in the health care 

system. The CHamorus’ perspectives in this study, represented in the third-space model of 

CHamoru health, provide first steps toward eventually developing interventions to 

incorporate historical trauma-informed, Indigenous-centered, and culturally safe care into 

nursing practice and other health care. This may involve integrating, when appropriate, 

traditional health practices with Western practices, acknowledging the struggle with history 

and unequal relationships, and actively supporting patients in their acts of self-determination, 

practice self-advocacy, and focus on healing. Learning directly from Indigenous peoples how 

they understand the effects of their collective past and its impact on their contemporary 

health can point the way to addressing barriers and bridging gaps that result in health 

disparities. 
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APPENDIX A 

UNIVERSITY OF MISSOURI-KANSAS CITY IRB APPROVAL 
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UNIVERSITY OF MISSOURI-KANSAS CITY 

IRB AMENDMENT APPROVAL 
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APPENDIX B 

RECRUITMENT GUIDE FOR LIAISONS 

Please contact family members, coworkers, neighbors, and acquaintances.  

 

First, the potential participants must be 1) a Guam resident, 2) reared by CHamoru parent(s) 

or guardian(s), and 3) between 18-74 years old  

 

Secondly, I am looking for a wide range of participants.  

Gender: male, female, and other 

Village of residence: southern, central, northern 

Employment status: employed or self-employed, unemployed, student, retired, homemaker, 

and unable to work 

Highest Education attained: less than high school, high school graduate, college graduate  

Health Insurance: with and without 

Health Status: with no health history (healthy) and with illness (i.e., diabetes, heart disease) 

 

Please use the following script as a guide to recruiting potential participants: 

“I am helping my friend, Lucy, who is working on her nursing PhD She is a Guam resident 

and also married to a CHamoru. She is doing research to understand how CHamorus’ life 

experience affects their health and wellbeing. There will be two interviews on two different 

days, and each interview will run about 1-2 hours each. There will be compensation of a $50 

gas coupon for participating in the study. Would you be interested in helping her with this 

research?” 

 

If yes: 

“She would like to speak with you first so that she can set up a time to talk with you about 

this research. She can tell you more about her research, and you can ask questions about the 

research before you decide that you will participate. Please call or text her at xxx-xxxx today. 

I will let her know to expect a call or a text from you.”  
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APPENDIX C 

QUESTIONS TO CONSIDER BEFORE THE INTERVIEW  

Please consider these questions before your first interview. You are not expected to write 

down the responses. Mainly, I would like for you to think about what stories you might share 

with me. 

1. In your view, what are the most important traditional or historical stories about the 

CHamoru people? Can you tell me about one or two of these as you learned them? 

2. Can you tell me one or two stories about times when you experienced or witnessed 

Traditional CHamoru health and/or healing beliefs? 

3. Can you tell me about a time when you felt your CHamoru identity was linked to 

some aspect of your health or happiness? 
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APPENDIX D 

INTERVIEW PROTOCOL 

Introduction 

“I am doing research to understand how CHamorus’ life experiences affect their 

health and wellbeing. I want to begin to understand the world from your point of view. My 

hope is that you will share some of your experiences with me in order for me to use 

information you give to help nurses become more knowledgeable and to help people with 

experiences like yours. I am here to listen to how you feel things as you feel them. So, you 

will become my teacher and help me to understand. In this first interview, I just would like to 

hear some stories you are willing to share about your life as a CHamoru growing up in 

Guam.”  

Consent 

Review the purpose and procedures of the study. Explain that the interview will take 

approximately one to two hours. Explain how confidentiality and privacy will be protected, 

including using a pseudonym. Discuss potential benefits and harms. Ask for questions. 

Obtain consent. Obtain permission to record the interview.  

Questions (with probes in italics)  

1. Let’s get started. If I were a tourist and you were a tour guide, and I asked you to tell 

me about the CHamoru people, what would you say? 

(Probe as needed) 

2. Tell me about the main events in CHamoru history. 

(Probe as needed) 

3. Now, can you tell me about a grandparent or older person in your life who had 

particular influence over what you knew about CHamorus’ history and traditions? 

Is there a special story about the CHamorus’ past that you recall [the older person] 

telling you in childhood? 

How about a story about the CHamorus’ past that you read, a book or a poem, or 

movie that you watched? Can you tell me about that? 
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5. Can you tell me about any time in your past when you encountered a traditional 

CHamoru belief about sickness or a way of healing?  

What would your grandparents or parents have done for this illness? 

Or some times when a grandparent or parent used a traditional CHamorus’ way of 

healing or protecting against sickness with you or someone in your family? 

6.  Let us change gears. Thinking back on your childhood and adolescence, can you 

remember being told a story about CHamoru history that made you feel sad or 

frightened? What was that story about?  

Can you describe when and how you first heard the story and what your feelings were 

at the time?  

How does the story make you feel when you think about it now? 

7. Was there a story from CHamoru history you learned about as a child or young 

person that made you feel ashamed of being CHamoru? Can you describe the story 

and describe the time when you first heard it, how you first heard it? 

8. Can you tell me a story of an event from your past that made you proud to be a 

CHamoru? 

9. Thinking back over the last 300 years, what historical event in the history of the 

CHamoru people do you think has had the biggest impact on their health and 

happiness?  

Thinking of your CHamoru friends and family, can you think of ways in which other 

stories from the past affect their health or happiness? 

Can you tell me about a time when it seemed to you that past events in CHamorus’ 

history have had an effect on your own health or happiness? 

10. Let’s talk a bit more about your health and how you stay healthy. First, would you say 

you are generally healthy or not healthy?  

Tell me some specific things that lead you to say [mostly healthy] [mostly 

unhealthy]? 

11. Let’s talk about how illness is dealt with in your household: 

• Think back to the last time that someone was sick in your household.  

• What was the sickness called?  
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• What were symptoms?  

• What was thought to be the cause of the sickness?  

• Who generally takes care of the sick person?  

• Were there special food, drink, medicines, or activities encouraged for the sick 

person at home?  

• Was there any specific place in the house for the sick person to be?  

• Were there prohibited activities or food/drink for that individual during the 

sickness?  

• When during an illness is a decision made to get help from outside the 

household, such as taking them to doctor or healer?  

• Who makes the decision?  

12. Think of the last time that you were sick and sought help from a health care provider. 

Tell me all about the experience of getting treatment.  

How were you treated by the provider? Did you agree with what they said about your 

sickness?  

If not, how did you think the sickness should have been addressed? 

13. Has there ever been a time in your life when you went for health care and felt you 

were treated differently because you were CHamoru? Can you tell me the story of 

what happened? 

14. Now let’s make up a story about your health, a perfect health care situation that you 

think may be missing in your life now.  

Where is this story taking place? Who is there with you? What makes this story a 

really great story? 

15. Looking back, what title would you give your story of health?  

16. If you were going to write your own story about the CHamorus history to tell to your 

children, would you change/add/delete anything from the traditional CHamoru 

stories? 

17. What name would you like me to use if I refer to your ideas in any publication of the 

research?  
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APPENDIX E 

FOLLOW-UP INTERVIEW PROTOCOL 

Introduction 

“I am following up with you today to talk further about some of the things you 

described in our last interview. Today, you can add to the stories you already told me, or if 

you thought of another story to tell me, that is fine too. Like I said the first time we met, I am 

doing research to understand how CHamorus’ life experience affects their health and 

wellbeing. It is important that I hear about your experiences from your point of view.”  

Consent 

Again, review the purpose and procedures of the study. Explain that the interview 

will take approximately one to two hours. Explain how confidentiality and privacy will be 

protected. Discuss potential benefits and harms. Ask for questions. Obtain consent. Obtain 

permission to record the interview.  

Questions (with probes in italics) 

1. Let’s get started. Here is an outline of our first interview. I would like for you to read 

over it.  

(Give participant time to read) 

2. Now that you have read through the outline, was there anything you forgot to 

mention? Would you like to add anything? (Probe as needed) 

3. In the last interview, you said…(something that the participant stated that needs more 

information, clarification, or confirmation). Repeat this process with other stories.  

Can you tell me more about this?  
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APPENDIX F 

DEMOGRAPHIC QUESTIONNAIRE 

1. Age (years): 

2. Gender: 

3. Your village of residence: 

4. Your Occupation: 

5. Your employment status: (circle one) 

Employed or Self-employed  

Unemployed  

Student 

Retired 

Homemaker 

Self-employed 

Unable to work 

6. Highest Education attained: (circle one) 

Less than high school graduate  

High school graduate 

Some college  

College graduate  

7. Health insurance: (circle one) 

Yes/No 
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APPENDIX G 

PARTICIPANT CHARACTERISTICS 

 

Characteristic Count (of 10) 

Gender  

Female 6 

Male 4 

Age  

Young adult (18-44) 5 

Adult (45-64) 4 

Aged (65-over) 1 

Partner Status  

Single 4 

Married/Partnered 6 

Children 8 

Grandchildren 4 

Highest education level  

High school 6 

Some college 0 

College graduate 4 

Employment  

Unemployed 1 

Employed 4 

Retired 4 

Student 

Area of Residence 

       Southern                                                                                                                                                                                       

       Central 

 Northern 

1 

 

3 

4 

3 
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APPENDIX H 

TRANSCRIPT MEMOS 

 

Participant:  Pseudonym   Encounter date:  

      Memo date:  

 

Ethnographer: ljc    Memo author: ljc 

 

 

Storyline: LJC does a story-based interview with (Pseudonym) about… 

 

 

Summary and General Impression:  

 

 

Main Themes:  

 

 

Notes: 

 

 

Relevant Literature/Theory:   
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APPENDIX I 

CITI PROGRAM HUMAN RESEARCH TRAINING 
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APPENDIX J 

INFORMED CONSENT TO PARTICIPATE IN THE STUDY 

CHamorus in Guam have too many chronic diseases, such as heart disease and diabetes. I am 

a nurse in Guam and doing research to understand how CHamorus’ life experience affects 

their health and wellbeing. I want to understand the world from your point of view. To do 

this, I would like to hear your stories about your health and about growing up as a CHamoru. 

I’m looking for 10 to 15 volunteers for a research study, which will be used in my doctoral 

dissertation with the University of Missouri-Kansas City (UMKC). 

 

Am I eligible to participate?  

You are eligible to participate if 

1) You live in Guam.  

2) You are a CHamoru. 

3) You had CHamoru parents or guardians. 

4) You are between 18- and 74-years-old. 

5) You are able to meet with me for two interviews.  

 

How many interviews? 

1) There will be two interviews on two different days. We will meet at a place you choose. 

Each interview will be 45 minutes to one hour long. 

(2) During the first interview, I would like you to tell me some stories about you growing up 

in Guam and about your health. 

(3) During the second interview, we will review your first interview to make sure I have the 

information correct, and then you can tell me more stories. 

 

What is the interview process? 

Our talk will be audio recorded, so I have an exact record. There are no right or wrong 

answers to the questions. 

1) I will ask the questions. 

2) I will let you know when the recording has started. 

3) I will never record anything without your permission. 

4) You may ask to stop the recording at any time. 

5) You may also stop the interview at any time. 

 

Will my information will be kept private? 

You will remain anonymous in this study. Some parts of the audio recordings may be used 

for articles or other forms of publication. If you are quoted in any publications, you will be 

given a pseudonym (another name you may choose) to protect your privacy. 

 

The recordings and transcripts of the interviews will be kept in the University of Missouri-

Kansas City’s research electronic data storage for up to seven years. They will be labeled 

“Guam Interview” with the date. Only my advisors and I will have access to them. 
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What if I am uncomfortable during the interviews? 

You will be asked to share personal and health information during our talks. Although we 

will likely talk about things you would talk about with your family, it is possible that some 

questions may upset you. If these questions provoke feelings or thoughts you would like to 

discuss with a professional, you may visit the Isa Psychological Services Center, which is 

affiliated with the University of Guam and is available to Guam residents. Their number is 

(671) 735-2883. 

 

What’s in it for me? 

You may not get any immediate benefit from participating in this study, but your information 

may be used to develop future programs and services that will benefit you and our island 

community. You will be giving a voice to the CHamorus. And you will help me and others 

learn how to better help CHamorus on Guam get better health care. 

 

Is there any compensation for my time? 

Your participation is completely voluntary, and you may stop participating at any time. If 

you participate in the interviews, you will receive a $50 gas coupon after the second 

interview. You will receive the coupon even if you do not stay for the entire interview or if—

for some reason—you cannot participate in the second interview. These coupons are funded 

by the UMKC’s Women’s Council.  

 

If you have any questions about the research, please contact Lucy Joo-Castro at 671-xxx-

xxxx. If you have questions or concerns about your rights as a research participant, you may 

call UMKC Research Compliance at 1-816-235-5927.  

 

Signing this document means that the research study, including all the above information, has 

been explained to you and that you voluntarily agree to participate. 

 

 

 Telephone consent  

 

____________________________________________date____________________ 

 

Signature of 

witness_______________________________________date___________________ 
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