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Background: American Indian/Alaska Native (AI/AN) populations have the 
highest suicide rate in the United  States. Research on effective, culturally-
centered, multi-level approaches to prevent suicide in AI/AN populations are 
limited.

Methods: This multi-site longitudinal evaluation employed a retrospective pre-
posttest design, utilizing a self-report survey administered daily following the 
training. Daily surveys included four areas related to suicide prevention, holistic 
wellness, generational knowledge, behavior change, and legacy impacts. The first 
objective of this study was to explore how the Good Road of Life training impacted 
participant knowledge regarding suicide and related risk factors while also exploring 
protective behaviors and impacts from a culturally-centered, strengths-based lens. 
A second objective was to present a conceptual model grounded in socioecological 
and trans-ecological theories of GRL for collective healing targeting the individual, 
family, community, Tribe, and nation to prevent suicide.

Results: Between 2019 and 2024, 27 GRL trainings were conducted at 8 Tribal 
sites in Montana, South Dakota, North Dakota, and Wyoming. Data accumulated 
across these 27 trainings and 1,810 students represented diverse tribes, 
locations, and ages. Students were asked to rate different domains of Holistic 
Wellness: mental (M = 3.25, SD = 1.03), physical (M = 3.33, SD = 1.03), spiritual 
(M = 3.35, SD = 1.05), and emotional (M = 3.17, SD = 1.12). Students rated 17 
generational knowledge domains before and after GRL training; all comparisons 
were significant at p < 0.001; all differences had moderate or large effect sizes. 
Middle school students reported larger increases in knowledge from pre to post 
than high school students.

Discussion: Findings from this evaluation underscore the importance of early 
intervention, culturally-centered approaches, and community-led suicide 
prevention in AI/AN populations.
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Introduction

American Indian and Alaska Native (AI/AN) populations are rich 
in culture, traditions, kinship, and community. With 574 unique 
federally recognized Tribal sovereign nations in the United States, 
each has its distinct history, language, culture, and story. Prior to 
colonization, AI/AN children learned about traditional ways of life 
from their immediate and extended family members. Elders and 
families would talk with young people in their Native language and 
use words that helped their child feel loved and accepted. In these 
teachings, children also learned to respect others. Extended family 
members, such as aunts and uncles, were often responsible for 
teaching children about safety, self-care, and healthy relationships. 
Grandparents taught young people about life, how to speak in a good 
way, and how to conduct themselves; they were also responsible for 
passing down traditional knowledge and family kinship systems that 
supported holistic wellbeing (1).

Colonization, by way of Reservation systems, residential boarding 
schools, and foster care systems, disrupted traditional roles and 
teachings within AI/AN family kinship systems and resulted in cultural 
genocide. Colonial impacts and intergenerational traumas create 
conditions where AI/AN communities experience higher rates of 
suicide and lower life expectancy (2). Created in 1851, the United States 
government’s reservation system confined Native people to reservations, 
without access to traditional foods and hunting; as a result, many died 
and experienced severe malnutrition. Reservations face similar 
conditions today, characterized by limited economic opportunities, 
persistent poverty, and vast structural inequities that threaten the vitality 
and longevity of AI/AN people (40). The Native American residential 
boarding school movement, established in the late 1800s by Christian 
missionaries, aimed to “Kill the Indian and Save the Man.” Native 
children were forcibly removed from their homes and placed in 
residential boarding schools, as young as 4 years old. They were 
forbidden to speak their traditional language and could not wear 
traditional clothing; their long hair was cut short, and they were not 
allowed to use their Indian names. The physical, sexual, psychological, 
and emotional abuses that occurred in boarding schools linger in the 
hearts and minds of many Native families today, creating soul wounds 
and intergenerational traumas (3). Native foster care programs starting 
in the late 1800s removed Native children from their families and placed 
them in the care of non-Natives. Forced removal and foster care 
continue to negatively impact AI/AN family kinship systems, with 
Native children being 11 times more likely to be placed in foster care 
than a white child (41).

This study contributes new knowledge about the effectiveness of 
a culturally-centered curriculum in strengthening protective factors 
associated with suicide in AI/AN populations.

Background

Western, medicalized approaches to address colonial impacts and 
prevent suicides in AI/AN populations are not effective. AI/AN people 

have the highest rates of suicide in the nation, more than any other 
racial or ethnic group (4). Suicide is the second leading cause of death 
among AI/AN adolescents (5), with a crude suicide rate of 18.95 per 
100,000—this is 170% more than that of non-Hispanic white 
adolescents (6). AI/AN youth data from the 2021 US Centers for 
Disease Control and Prevention Youth Risk Behavior Survey (YRBS) 
indicated that 27% of AI/AN youth had considered attempting suicide, 
22% planned suicide, 16% attempted suicide, and 1% were injured due 
to suicide attempts (6). YRBS data also indicated there were 65 AI/AN 
adolescent suicides in 2021; of these, 40 were male, and 25 were 
female. Sexual minority status (SMY) was not reported in any AI/AN 
suicides during this period; however, SMY AI/AN youth are more 
likely to have suicidal thoughts and previous attempts than non-SMY 
AI/AN youth (7). Research studies and national surveys like the YRBS 
may pathologize AI/AN people and create a suicide narrative about 
who they are and what they experience. Suicide deficit-based 
narratives are problematic because they can create self-fulfilling 
prophecies and messages- that AI/AN people are at risk and complete 
suicide at higher rates than others and that they “need to be saved” 
(39). This colonial “Save the Indian” mentality is evident in deficit-
focused narratives and perpetuated with efforts from national agencies 
like the Substance Abuse and Mental Health Services Administration 
(SAMHSA) and the Native Connections Behavioral Health grant that 
funds Tribes and communities with the highest rates of suicide. 
Approaches that focus narrowly on preventing suicide without 
addressing multiple levels of risk and protective factors (past, present, 
and future) are not effective with AI/AN populations.

Existing literature outlines known suicide risks and protective 
factors in AI/AN populations. Suicide is often narrowly viewed as a 
psychological problem (Walkup et  al., 2015) with individual risk 
factors that include depression, hopelessness, poor mental health, peer 
rejection, trauma, substance use, biological sex, interpersonal conflict, 
and alcohol use (8). Among the factors that influence suicide risk, 
gender is a major factor. AI/AN females are more likely to experience 
suicidal ideation, but AI/AN adolescent males are more likely to 
complete suicide attempts (9). Experiences of racism and 
discrimination have also been implicated as risk factors for suicidal 
behaviors in AI/AN adolescents (42). Forgiveness and one’s ability to 
forgive others relates to lower levels of suicidal behavior—when 
individuals can forgive themselves and others, this results in reduced 
stress and a greater sense of self-control and ability to reestablish social 
relationships (10). Feeling hopeful and positive about the future, 
relying on sources of strength, and having access to healthy peers and 
adults are protective factors that may mitigate suicide risk (11). These 
individual risk factors often become the focus of suicide prevention 
and intervention strategies. This is problematic because in many AI/
AN communities, suicide is not viewed as an individual problem, but 
a collective issue that is influenced by social, cultural, and historical 
contexts (12). Within most AI/AN communities, there exists collective 
shame, guilt, and burden; however, there is also collective healing, 
resilience, and wellbeing. One individual loss is felt collectively by the 
entire community. Similarly, gains in knowledge, healing, and 
wellbeing, are collectively shared and felt throughout a family, 
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community, and future generations. An emerging body of literature 
focuses on the social and structural factors related to suicide risk, 
which include the lingering impacts of colonization, social destruction, 
international trauma, and persistent oppression (13). At the 
community level, social determinants of health can increase the risk 
of suicide- high rates of unemployment, adverse childhood 
experiences, feeling unsafe at school and home, collective grief, limited 
social capital, poor housing, limited quality education, and limited 
access to healthcare providers (12). Geographical location increases 
risk, as AI/AN youth living on a reservation are up to six times more 
likely to die from suicide than non-reservation youth (13).

Cultural factors have not been widely studied regarding suicide 
and often vary based on AI/AN history, traditions, and protocols. 
However, some reports show that cultural commitment, awareness of 
Tribal traditional beliefs about suicide, spirituality, historical loss, 
traditional practices, and cultural health values contribute to suicide 
risk or protection (8). In other studies, community support, 
connection to language and land, and psychological resilience have 
been viewed as unique social and cultural assets, buffering the risk of 
suicide (13). Being connected to one’s family and the ability to discuss 
problems with family and friends may also attenuate the risk of 
suicidal behaviors in AI/AN youth (14).

A key issue in addressing suicide with AI/AN populations is how 
it is defined and conceptualized. Within Western scientific literature 
and medicine, suicide is defined as intentionally ending one’s own life 
(15). AI/AN communities can have different concepts of suicide; in 
many tribes, suicide is not a word in the cultural vocabulary (16). The 
AI/AN definitions of suicide can also vary; some view it as a spirit that 
comes to help people and communities in pain (17). The ways that AI/
AN communities define and conceptualize suicide go beyond one 
diagnosis, one risk factor, or one intervening variable and have direct 
implications for how approaches are designed to prevent, intervene, 
and strengthen community conditions to address suicide. Thus, in AI/
AN communities, interventions designed to address suicide should 
incorporate cultural connectedness, identity, kinship systems, 
spirituality, and ceremonies, while addressing the political, social, and 
historical factors that place AI/AN communities at a greater risk (8). 
Such approaches and responses need to originate within AI/AN 
communities rather than being led by external agencies and non-AI/
AN groups that are unfamiliar with the culture, language, kinship 
systems, history, context, or needs (11). The use of AI/AN 
community-led approaches is consistent with the 2024 National 
Strategy for Suicide Prevention, Strategic Direction 1, which calls for 
integrating and sustaining community-based prevention (18) and 
previous research, policy, and program recommendations (19, 20).

One commonly used approach to prevent suicide in AI/AN 
communities is gatekeeper training. Gatekeeper trainings teach 
individuals how to recognize suicide risk factors and get the people in 
need of help and the resources they need. However, research on the 
effectiveness of AI/AN suicide prevention gatekeeper trainings to 
prevent suicide is limited. American Indian Life Skills (AILS) is a 
suicide prevention and life skills training program aimed at reducing 
behaviors and cognitive factors associated with suicidal behavior (21). 
Previous studies show AILS is effective in reducing hopelessness, 
increasing confidence, and intervening with suicidal behaviors (21). 
Online and text-messaging-based gatekeeper training programs (such 
as Mind4Health) are increasingly utilized to develop gatekeeper skills 
in mental health conversations and enhance knowledge of referrals to 

community resources (22). Programs like Applied Suicide Intervention 
Skills Training (ASIST), Question, Persuade, Respond (QPR), and 
Suicide Alertness for Everyone (SafeTALK) are evidence-based suicide 
prevention trainings (23) designed to prevent suicide. The effectiveness 
of ASIST and SafeTALK to address suicide in AI/AN populations is 
also not well documented. Critics feel that colonized gatekeeper 
trainings conflict with AI/AN epistemologies and often fail to 
incorporate Tribal context, community, and culture into their overall 
approach (11, 24, 25).

Purpose

AI/AN scholars, policymakers, and elders call for holistic and 
culturally-centered practices in all suicide prevention and gatekeeper 
trainings while recognizing that collective grief, trauma, unresolved loss, 
and persistent oppression contribute to conditions that increase the risk 
of suicide (20). The Good Road of Life (GRL) curriculum responds to 
this call, offering a culture- and resilience-based, community-led, suicide 
prevention curriculum that leverages the strengths that Native people 
possess. Previous publications of the GRL curriculum document its 
positive impacts among American Indian youth, American Indian 
fathers, mental health workers, and other members of the American 
Indian community (11, 26). However, no longitudinal study or extensive 
multi-site evaluation of the GRL has been conducted, resulting in a gap 
in the literature regarding its effectiveness in strengthening protective 
factors associated with suicide.

This study aimed to investigate the effects of GRL training on 
American Indian youth across multiple sites within the country. From 
2019 to 2024, data from this study represents 8 Tribal communities 
and consists of a broad representation of gender, many ages, and 
varying locations. The first objective of this evaluation was to explore 
how GRL impacted participant knowledge regarding suicide and 
related risk factors while also exploring protective behaviors and 
impacts from a culturally-centered, strengths-based lens. A second 
objective was to present a conceptual model grounded in 
socioecological and trans-ecological theories (12, 26) of GRL for 
collective healing targeting the individual, family, community, Tribe, 
and nation to prevent suicide.

About the Native PRIDE GRL curriculum

The GRL curriculum is supported by a 225-page training manual 
that each participant receives and uses throughout the entirety of their 
training. Training is typically offered over 3 days, spanning approximately 
18 h. Chapter topics address suicide and include the following: social 
norms, curriculum overview, clan formation, colonization and racism, 
multigenerational trauma and breaking unhealthy cycles, sobriety, 
hostility and anger management, domestic violence, healing, forgiveness, 
grief, suicide prevention, sexual orientation, conflict resolution and 
healthy communication skills, and goal setting. Culture is a significant 
factor in GRL training, often incorporating elements such as local drum 
groups, storytelling, equine wellness, naming ceremonies, visits to sacred 
sites, traditional dancers, elders serving as clan leaders, and a sweat lodge. 
These activities vary and are driven by communities during the planning 
stage. Importantly, GRL is tailored to the community, culture, and needs. 
For example, when GRL training is offered in a school setting (following 
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a youth suicide), the topics also focus on self-care, recognizing the signs 
of suicide, and developing peer helper skills. Students also learn about 
suicide prevention resources in their communities. Expected outcomes 
from attending the GRL include developing skills to manage stress, 
increasing cultural resilience, enhancing communication and conflict 
resolution, reducing suicide risk factors, improving peer counseling 
skills, developing leadership skills, and promoting empowered and 
healthy decision-making.

The non-profit organization of “Native PRIDE” aims to develop 
and implement culture, strengths, and spiritual-based programs for 
Native people that inspire leadership, healing, and wellness from 
colonization and multigenerational trauma. Their philosophy is to 
be “A Good Relative” in the facilitation of wellness and healing for 
Native youth, families, communities, and organizations. Unlike other 
gatekeeper trainings, GRL is only offered when an American Indian 
community requests it via the Native PRIDE website,1 email 
communications, or in-person interactions. Native PRIDE 
collaborates closely with reservation-based and non-reservation-
based organizations and schools to recruit participants and implement 
the training. Planning GRL training begins with determining the 
focus population, the reasons for requesting a GRL, and the time and 
location of the GRL. Dr. Clayton Small collaborates with organizations 
and schools, including principals, teachers, cultural leaders, mental 
health professionals, and others, to develop GRL training plans. 
Training enrollment is open to American Indian youth between the 
ages of 6 and 18 who are students at a participating school or 
organization. Typically, the GRL includes a 1-day Training of Trainers, 
which increases community capacity to respond to suicides once 
training has been completed. Trainers are often mentors, teachers, and 
leaders in their communities who have been identified as individuals 
with the skills, knowledge, and abilities to implement GRL training 
successfully over time. It is then followed by a 3-day GRL training for 
students. Recruitment of GRL participants varies based on the 
location of the GRL training. For example, in schools, recruitment is 
not necessary because the GRL is offered during regular school hours. 
Students have an opportunity to opt out of the training if they do not 
wish to attend. Recruitment follows established protocols and 
guidelines in health-related programs or youth-serving organizations. 
This may include posting flyers, engaging with partners and caregivers, 
and conducting in-person communications regarding the GRL 
training. When GRL is offered immediately following a suicide 
completion or cluster recruitment, it follows similar tribally-
designated protocols, being sensitive and responsive to the community 
needs and conditions. GRL is consistently implemented by its 
developer, Dr. Clayton Small, resulting in a high level of fidelity to the 
GRL curriculum and consistent delivery within each community.

Methods

Setting

This evaluation was conducted by Native PRIDE, a 501(c)3 in 
partnership with Allyson Kelley & Associates, PLLC (AKA). Between 

1 www.nativeprideus.org

2019 and 2024, 27 GRL trainings were conducted at 8 Tribal sites, 
including six schools, one youth-serving organization, and one 
community-based healing center. In order to document the 
effectiveness of the GRL training, data accumulated across these 27 
trainings were aggregated to create a larger, analytical dataset. Data 
included both quantitative survey responses and qualitative data from 
open-text questions (see Supplementary file). Over the course of 
5 years, through developments in training and evaluation techniques, 
students were not asked the same demographic or construct-specific 
items. As a result, while the entire dataset includes 1,810 students, the 
sample sizes for each demographic characteristic and each knowledge 
construct will differ.

Procedures

This multi-site longitudinal evaluation employed a retrospective 
pre-posttest design (27), utilizing a self-report survey administered 
daily following the training. Students who completed evaluations were 
entered into a raffle for gift cards, t-shirts, and other desirable items. 
Response rates varied by location; some reported response rates of 
50%, while others reported 100%. Surveys were not required to 
be completed to participate in the GRL training. Written child assent 
and parental permission were obtained for participants under 18. 
Evaluation of the GRL trainings followed Tribal research and 
evaluation protocols in each community as a sovereign nation. Tribal 
councils, school administrators, and teachers reviewed and approved 
all evaluations. When GRL trainings were offered to students in grades 
K-6, questions were modified, adapted, or in some cases eliminated 
(see Supplementary file).

Participants

Participants were recruited using a convenience sample of 
students who attended each GRL training session over 5 years and 27 
training sessions. Students were given the option to participate (or 
not) in the evaluation. Recruitment followed GRL methods mentioned 
previously, including working with local schools and youth serving 
organizations to schedule trainings, post flyers, and engage with 
parents and caregivers of student participants. The dataset for this 
study was created by aggregating survey information from all 27 GRL 
trainings across 5 years of the evaluation.

Among the total number of students surveyed across 5 years, not 
all participants were asked the same items every time. Throughout the 
course of evaluating the GRL training, items were included/excluded 
from surveys due to a number of factors: changes in the sampling of 
students (e.g., boys groups only, elementary v middle school v high 
school students), different sites of training across the United States, 
changes in the curriculum being taught [training could be requested 
and adjusted following an important event (i.e., suicide) in the 
community], or adjustments to the evaluation itself. Because of the 
evolving nature of the evaluation, there were variables (demographic 
and outcome variables) that were completed by some students and 
not others.

The demographic characteristics for GRL training varied by 
training location and community (see Table 1). Within the entire 
dataset (N = 1,810), students ranged in age from 6 to 18 years, most 
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students were female, there was equal representation from middle and 
high schools, and of students explicitly asked, 81% reported being 
American Indian. Within the smaller subset of data that was used for 
all analyses (N = 1,550), students ranged in age from 10 to 18, most 
students were female, most were in middle school, and most reported 
being AI/AN.

Instrumentation

The initial GRL survey was developed by Native PRIDE and AKA 
in partnership with Tribal communities; it was reviewed, edited, and 
updated over a 10-year period. Early reports, publications, and 
evaluations of the GRL evaluations demonstrate the progress and 
evolution of GRL data collection over time (11). The GRL survey 
instrument utilizes single-item outcomes, and all questions were 
validated for cultural context and intent by Tribal partners, authors, 
and previous participants. Surveys asked for limited demographic 
information to protect the anonymity of students in small 
communities. Daily surveys included four areas related to suicide 
prevention, holistic wellness, generational knowledge, behavior 
change, and legacy impacts. Other questions asked students to rate 
their satisfaction with the training and facilitators (see 

Supplementary file) or, in some cases, site-specific questions related to 
leadership, emotional intelligence, strengths, culture, and other areas. 
These questions and responses are not included in this publication.

Holistic Wellness. Using the medicine wheel (28) as a guide, 
questions evaluated student wellness ratings using mental, physical, 
spiritual, and emotional domains. Data for holistic wellness were 
collected from four items that asked, “Rate your mental, physical, 
spiritual, or emotional wellness,” using a 5-point Likert scale (1 = poor, 
5 = excellent).

Generational Knowledge & Understanding. Questions evaluated 
student knowledge and understanding of 17 protective constructs 
before and after the training. These questions were developed based 
on the GRL curriculum goals and objectives. Data for knowledge 
scores were derived from mean composite scores in response to 
knowledge questions, which used a 10-point scale (1 = no 
understanding, 10 = complete understanding). Daily knowledge 
questions and surveys corresponded with the GRL daily agendas and 
content delivered. In most cases, daily agendas were similar across 
sites, but there was some variation, which is notable in the sample sizes 
reported (see Table 2 for the list of knowledge areas).

Behavior Change. Using open-text response questions, students 
were asked, “Will you change anything as a result of this training?” 
where response options were yes, maybe, or no. A follow-up question 
was asked to students who selected yes: “What will you change as a 
result of this GRL training?” Responses were open text. These 
questions were developed based on the theory of planned behavior 
(29) and previous GRL evaluations that utilized similar question 
formats to document intended behavior changes.

Legacy Impacts. Using early GRL evaluations (11) to formulate a 
list of possible impacts, students were asked to select all the ways they 
were impacted by the GRL training. Response options included being 
more hopeful, breaking unhealthy cycles, goal setting, understanding 
the impacts of colonization, helping someone who is suicidal, feeling 
connected to spirit, addressing conflicts, knowing forgiveness, dealing 
with grief, and understanding the impacts of historical trauma 
and racism.

Data analysis

Data were analyzed using SPSS Version 29.0 and examined the 
effect of GRL trainings on 17 protective constructs that are taught 
within the GRL curriculum. From the aggregated sample (N = 1,810), 
participants were selected for analyses if they completed key 
demographic variables (grade, gender, or age), and had responses to 
most of the outcome variables. As a result, the sample size within 
analyses varies as a function of how often the variables were asked, and 
when they were added to the repertoire of the evaluation. Analyses 
were conducted in their respective topic for participants with the most 
complete data. Consideration of non-response bias was considered; 
however, most of the students in attendance at the training did 
complete the survey. Early versus late survey bias was addressed by 
having all students complete the evaluation on the last day of training.

Paired-samples t-tests were conducted to examine the differences in 
student levels of understanding from pre to post-GRL trainings; power 
analyses indicated that we would need at least 25 pairs to achieve 80% 
power for this study, with an anticipated effect size of 0.60. Independent 
samples t-tests analyzed the differences in demographic characteristics 

TABLE 1 Demographic characteristics of GRL youth participants 
(n = 1,810).

Demographic n (%)

Age (N = 1,078) Range = 6–18

Median = 13

Gender (N = 1,136)

 Female 578 (51)

 Male 538 (47)

 Non-binary / Third Gender 18 (2)

 Prefer Not to Say 2 (<1)

Grade (N = 1,716)

 Elementary School 172 (10)

 Middle School 787 (46)

 High School 757 (44)

American Indian / Alaska Native (N = 374)

 Yes 303 (81)

 No 71 (19)

Location (N = 1,430)

 Dunseith, ND 186 (13)

 New Town, ND 483 (34)

 Oberon, ND 83 (6)

 Kyle, SD 205 (14)

 Ethete, WY 96 (7)

 Hardin, MT 69 (5)

 Lame Deer, MT 202 (14)

 Poplar, MT 106 (7)

Sample sizes for each demographic variable will change—not all demographic characteristics 
were asked of all participants; the table reflects the entire data set.
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across all dependent variables (power analyses indicated a sample size of 
90 to achieve adequate power for this study). Factorial models were used 
to consider multiple independent variables on pre-post difference scores; 
power analyses suggested groups of at least 30 to achieve 80% power with 
effect sizes of 0.60. Qualitative data from behavior change open-text 
responses were analyzed using thematic analysis methods (30). Consistent 
with a thematic approach that is unbounded, this involved the 
examination of recurring themes and patterns of meaning using an 
inductive approach. First, the evaluation team became familiar with the 
data. The qualitative analysis process involved hand-coding techniques 
and team meetings to discuss and code textual data. One evaluation team 
member generated a list of initial codes from open-text questions using 
hand coding techniques and an Excel spreadsheet. Next, the team 
member searched for themes, reviewed them, defined and named themes. 
This was followed by the interpretation of themes within the qualitative 
data presented. Qualitative themes were validated by two members of the 
evaluation team and also confirmed by GRL sites and co-authors of this 
paper. No discrepancies were found in the identified themes.

Results

“Today was good but sad. I had to talk about my mom’s death.”—
GRL Student Participant.

GRL addresses multiple levels of wellbeing that promote resilience 
and culture to walk the Good Road of Life. Tribal communities, 
schools, and organizations initiate GRL. Components of the GRL 
training lead to holistic wellbeing, increases in generational 
knowledge, and positive behavior change. The legacy impacts of the 
GRL training influence individuals, families, communities, and 
histories (see Figure 1).

Holistic wellness

Students were asked to rate different domains of Holistic Wellness: 
mental (M = 3.25, SD = 1.03), physical (M = 3.33, SD = 1.03), spiritual 
(M = 3.35, SD = 1.05), and emotional (M = 3.17, SD = 1.12). Overall, 
students rated their wellness positively, with less than 6% reporting 
any of these domains as “poor.” All domains positively correlated with 
each other at levels of at least 0.50 and above.

When examining gender differences among holistic wellness 
domains, there were no differences for mental wellness or spiritual 
wellness (see Table 3). However, male students rated their emotional and 
physical wellness higher than their female counterparts. Holistic wellness 
domains based on American Indian status were not significantly different.

Generational knowledge and 
understanding

Students were asked to rate their level of knowledge and 
understanding for each of the following protective constructs before 
and after GRL training (see Table 2). All comparisons were significant 
at p < 0.001; all differences had moderate or large effect sizes.

A difference score was calculated between the pre- and post-
Knowledge & Understanding scores on each of the 17 domains. These 
scores were then correlated with the holistic wellness domains. All 17 
constructs were positively correlated with each of the following wellness 
domains. This suggested that as the student rated their holistic wellness 
scores higher, they experienced greater increases from pre to post scores 
on their respective construct. Higher Mental Wellness scores were 
correlated to greater increases in scores of Coping with Trauma (r = 0.42, 
p = 0.03), Establishing & Maintaining Sobriety (r = 0.25, p = 0.02), and 
Forgiveness & Letting Go (r = 0.18, p = 0.02). Higher self-reported 

TABLE 2 Knowledge and understanding construct comparisons.

Variable n Before After T Value Cohen’s D

Grief & Loss 620 5.98 7.90 −18.48 −0.742

Suicide Prevention 589 6.12 8.10 −19.48 −0.802

Spirituality 403 5.82 7.90 −18.92 −0.942

Team Building 358 5.97 8.32 −18.44 −0.974

Forgiveness & Letting Go 353 5.29 8.04 −19.16 −1.02

Establishing & Maintaining Sobriety 305 5.93 8.03 −15.11 −0.865

Conflict Resolution 297 5.68 7.79 −15.47 −0.898

Colonization, Racism, and the Role of Native People 268 5.44 7.76 −15.69 −0.958

Sources of Strength 263 6.08 7.76 −11.63 −0.717

Healthy Relationships 239 5.89 7.99 −13.87 −0.897

Multigenerational Trauma and Breaking Unhealthy Cycles 171 6.01 7.61 −8.71 −0.666

Consequences of Substance Abuse 162 6.52 8.06 −8.92 −0.701

Healthy Communication Skills 153 6.40 7.93 −9.55 −0.772

Hostility & Anger Management 149 6.43 7.93 −8.41 −0.689

Historical Trauma 142 5.40 7.61 −12.28 −1.03

Coping with Trauma 88 6.24 8.02 −5.96 −0.635

Healing Shame & Addressing Forgiveness 76 6.38 7.82 −5.78 −0.663

All differences are significant at p < 0.001.

https://doi.org/10.3389/fpubh.2025.1616464
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Small et al. 10.3389/fpubh.2025.1616464

Frontiers in Public Health 07 frontiersin.org

Physical Wellness scores correlated with larger difference scores from pre 
to post on Conflict Resolution (r = 0.26, p = 0.03) and Sources of 
Strength (r = 0.22, p = 0.03). Higher Spiritual Wellness scores correlated 
with larger difference scores from pre to post on Colonization, Racism, 
and the Role of Native People (r = 0.19, p = 0.04). Higher Emotional 
Wellness scores were correlated with larger differences on the construct 
of Healing Shame (r = 0.55, p = 0.01).

Middle and high school comparisons

Among the data that provided the age of the student, there were no 
relationships directly with age and holistic wellness domains. However, 
age negatively correlated with the difference scores of Coping with 
Trauma (r = −0.351, p < 0.001), Establishing & Maintaining Sobriety 
(r = −0.209, p = 0.001), and Conflict Resolution (r = −0.139, p = 0.04). As 

the age of the student decreased, their scores from pre to post got larger; 
younger students experienced greater increases from their pre to post 
scores with these specific constructs.

Across all datasets, the student’s age was not always available; however, 
we were able to determine the level of schooling for students in lieu of 
their exact age. Analyses were conducted comparing middle—to high 
school-aged GRL students. There were no significant differences between 
middle and high school students on holistic wellness domains.

Concurrently considering the level of schooling and gender of the 
students, there were only significant effects for the holistic wellness 
domains of Physical and Emotional Wellness. We conducted a 2 (level 
of schooling) x 2 (gender) ANOVA and found a significant main effect 
for gender with Emotional Wellness, F (1, 392) = 12.20, p < 0.001, 
partial eta2 = 0.03 (means for this main effect are captured above in 
Table 3). There was no main effect for level of schooling or interaction 
for Emotional Wellness.

FIGURE 1

Conceptual model of GRL for collective healing.

TABLE 3 Domains of holistic wellness by gender.

Domain of holistic wellness Female M (SD) Male M (SD) T value p value Cohen’s D

Mental Wellness (n = 397) 3.22 (0.92) 3.37 (1.06) 1.55 NS N/A

Spiritual Wellness (n = 395) 3.38 (0.98) 3.37 (1.06) −0.07 NS N/A

Emotional Wellness (n = 396) 3.13 (1.04) 3.48 (1.07) 3.33 < 0.001*** 0.34

Physical Wellness (n = 397) 3.26 (0.96) 3.63 (0.96) 3.70 < 0.001*** 0.37

***p < 0.001; **p < 0.01. there is no.
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There were two main effects for both independent variables (level 
of schooling and gender) with regard to Physical Wellness. Males rated 
their physical wellness greater than females, F (1, 393) = 16.48, 
p < 0.001, partial eta2 = 0.04 (see Table 3 with descriptive statistics for 
gender); high school students (M = 3.50, SD = 0.98) also rated their 
physical wellness greater than middle school students (M = 3.37, 
SD = 0.99), F (1, 393) = 3.97, p < 0.05, partial eta2 = 0.01; there was no 
interaction for level of schooling by gender.

The level of schooling and gender on the aforementioned 
construct difference scores using a 2 (level of schooling) x 2 
(gender) ANOVA also revealed effects on four of the Knowledge 
and Understanding difference scores. With regard to the 
construct of Forgiveness and Letting Go, there was a main effect 
for gender, such that female students (M = 3.11, SD = 2.37), 
regardless of grade level, experienced higher increases from pre 
to post on this construct than male students (M = 2.25, 
SD = 2.68); there were no other main effects or interactions.

There were main effects for level of schooling on difference scores of 
Establishing & Maintaining Sobriety, Conflict Resolution, and Healthy 
Relationships (see Table  4); there were no other main effects or 
interactions for these constructs. Middle school students experienced 
higher difference scores from pre to post on these three constructs, when 
compared to their high school counterparts.

Behavior change

As a result of attending the GRL training, nearly 44% of students 
surveyed reported they would change something within their lives; 45% 
reported that they would “maybe” change something. The most frequent 
categories of behavioral change are mental health, followed by behavior, 
attitude, thinking/perspective, issues with anger, interactions with others, 
and other (Table 5).

GRL legacy impacts

Students were provided a predetermined list of ways that GRL 
training could impact their lives and told to select all that applied. The 
most frequent responses are presented in Table  6. Top responses 
included being more hopeful about the future (45%), feeling more 
positive (40%), and knowing how to help someone who is suicidal (30%).

Discussion

GRL trainings significantly improved generational knowledge, 
holistic wellbeing, and healthy behaviors. This GRL evaluation fills a 
gap in the existing suicide prevention literature and demonstrates the 

importance of AI/AN community-level protective factors through 
culturally centered, community-initiated trainings like GRL. Findings 
also underscore the importance of early, developmentally tailored 
interventions (31), holistic community-based training, and upstream 
prevention approaches that consider collective rather than individual 
risk (32).

Holistic approaches to wellbeing, conceptualized by the 
balance of the medicine wheel (or the mental, physical, spiritual, 
and emotional domains), provide valuable insight to address 
historical trauma and the lingering impacts of colonization (3). 
In this study, holistic domains of wellness were all positively 
correlated with each other; this is consistent with the medicine 
wheel approach, where one domain is related to another, and the 
goal is always to find balance within the circle of wellness and 
return to one’s spiritual center (33). In this study, higher Mental 
Wellness scores had greater increases in knowledge from pre to 
post in the areas of Forgiveness & Letting Go, Coping with 
Trauma, and Establishing & Maintaining Sobriety. Here, coping 
skills and forgiveness are aspects of mental wellness, and it was 
expected that as Mental Wellness scores increased, other areas 
also increased. Sobriety is related to coping skills and the ability 
to prioritize mental well-being (28). Physical Wellness scores 
correlated with larger pre to post knowledge gains for Sources 

TABLE 5 Qualitative themes related to behavior change resulting from 
GRL (n = 551).

Category Frequency 
(n)

Exemplar

My Mental Health 34
“I will change what I do if I ever feel 

suicidal”

My Behavior 19
“I will change my behavior toward 

close friends and family.”

My Attitude 16

“I will change the attitudes of how 

people feel about others and transfer 

to somewhere better place, 

somewhere where I could focus on 

my life and future goals.”

My Thinking / 

Perspective
15

“How I see my perspective on things 

especially with the things we learned, 

for example grief, suicidal prevention, 

and more.”

My Issues with 

Anger
15

“I will address the anger that remains 

within me.”

My Interactions 

with Others
13

“To notice when people are 

struggling.”

Other categories mentioned include doing better in school, improving health outcomes 
(eating better, exercising more), involving spirituality and culture, changing “bad habits,” and 
being a better person/friend.

TABLE 4 Level of schooling by gender ANOVA among knowledge difference scores.

Knowledge and understanding 
domains

Middle school M (SD) High school M (SD) F value p value Partial Eta2

Establishing & Maintaining Sobriety (n = 250) 2.83 (2.67) 1.81 (2.22) 10.99 0.001*** 0.043

Conflict Resolution (n = 246) 2.77 (2.64) 1.91 (2.08) 7.93 0.005** 0.032

Healthy Relationships (n = 225) 2.55 (2.31) 1.84 (2.15) 5.74 0.017** 0.025

***p < 0.001; **p < 0.01.

https://doi.org/10.3389/fpubh.2025.1616464
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Small et al. 10.3389/fpubh.2025.1616464

Frontiers in Public Health 09 frontiersin.org

of Strength and Conflict Resolution. Higher Spiritual Wellness 
scores correlated with larger difference scores from pre to post 
for Colonization, Racism, and the Role of Native People. 
Additional research is needed to explore the reasons for these 
differences. Higher Emotional Wellness scores were correlated 
with larger differences regarding the construct of Healing 
Shame. Individuals with higher Emotional Wellness scores may 
be  more emotionally ready to heal than those with lower 
Emotional Wellness scores. Future studies may explore how 
GRL impacts pre to post knowledge gains but should remain 
mindful that holistic wellbeing cannot be reduced to words or a 
numeric value.

The age of participants affected their knowledge scores and 
the legacy impacts of GRL training. Middle school students 
reported greater increases in pre- to post-knowledge than high 
school students. This is consistent with related developmental 
research (32) that shows middle school-aged students may 
experience greater impacts from prevention training than high 
school students (34). High school students showed a greater 
difference in scores regarding Grief & Loss. Middle school 
students had larger difference scores for Sobriety & Healthy 
Relationships. It is possible that middle school students have 
less knowledge related to establishing sobriety than high school 
students because, developmentally, they have less experience 
and exposure to these substances. At the same time, middle 
school students reported higher mean scores for gains in 
Healthy Relationship Knowledge. Middle school students may 
have had fewer relationship issues with their families or 
significant partners. High school students reported higher mean 
knowledge scores related to Grief & Loss, which may 
be  attributed to their developmental readiness to receive 
information on this topic (32) or to the fact that they have lived 
longer and witnessed the effects of international traumas, 
violence, and premature death (35).

The legacy impacts of the GRL training over time demonstrate 
that it positively affects students, increasing their hopefulness about 
the future and fostering a more positive outlook on their lives. Both 

are protective factors that may mitigate suicide risk in the future. 
One-third of the participants know how to help someone who is 
suicidal because of the GRL training. Students learned about goal 
setting and felt more connected to their spirits when they left the 
training. GRL’s spiritual and cultural aspects are not fully described 
here because they are unique, confidential, and respected within each 
GRL training community and tribal location. However, GRL’s strong 
emphasis on culture and spirituality likely strengthens identity and 
opportunities for community healing (3). Documenting the collective 
impact of universal prevention approaches like the GRL in AI/AN 
communities is an area for future work. Tribes could develop 
programs and strategies that are community-led and evaluated based 
on a community’s definition of wellbeing and assessed over time, 
guided by the question, “How many people need to be trained in GRL 
to strengthen cultural resiliency and improve community conditions 
for generational healing?”

Behavior change themes demonstrate that GRL elevates 
protective factors related to suicide, including positive mental health, 
personal behaviors, attitudes, thinking and perspective, issues with 
anger, and interactions with others. This is consistent with other 
research where suicide prevention training reduced hopelessness and 
increased confidence (21). Nearly half of the American Indian 
students plan to make behavior changes as a result of attending the 
GRL training. Future studies could follow up with GRL participants 
to determine actual behavior changes that resulted from the training 
and additional support needed.

Limitations

The results of this study show the positive impacts and 
significant effects of GRL, but these must be  interpreted with 
caution. First, results may not be generalizable to other AI/AN 
populations. Participants were recruited using convenience 
sampling methods, and the results only reflect the responses of 
participants who could attend the training. Second, the 
retrospective evaluation design is based on self-reported 
knowledge gains and how participants feel their knowledge 
increased as a result of the training. While this method is 
recommended and accepted for use in this population (36), it is 
subject to limitations. Additionally, social desirability bias in self-
report data may artificially inflate the effect sizes and outcomes 
of the GRL training, particularly when students want to 
be perceived as more socially desirable (37). Third, participants 
were from diverse tribal and community backgrounds and may 
define suicide and the prevention of suicide in different ways 
(38). Therefore, the actual uses of GRL skills to strengthen 
protective factors and prevent suicide in communities may vary; 
some may rely on cultural connections and knowledge, while 
others may use personal relationships and connection to elders. 
Finally, the multi-level impacts of GRL have been conceptualized 
in this evaluation (see Figure  1) but have not been tested. 
Additional evaluation and follow-up with GRL students, 
communities, families, and tribes are necessary to fully 
understand how GRL impacts communities and how the skills 
and knowledge acquired are applied outside the GRL 
training environment.

TABLE 6 Self-Reported Impacts of GRL Training (n = 973).

Impacts n %

I am more hopeful about the future 440 45%

I feel more positive 393 40%

I can / know how to help someone who is suicidal 280 30%

I know how to break unhealthy cycles 218 22%

I know more about strategic planning and goal setting 256 26%

I understand the impact of colonization 193 20%

I was not impacted at all 117 12%

I feel more connected to my spirit 153 16%

I know how to address conflicts in a healthy way 152 16%

I know how to forgive and why it is important 160 16%

I understand how to deal with grief 147 15%

I understand the impact of historical trauma and racism on 

my life 142 15%
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Implications

The benefits of generational knowledge and understanding 
gained from GRL training are far-reaching and go beyond the 
context of this study. Knowledge and skills gained during the 
GRL will be  shared, passed down, and modeled for future 
generations. Continued education about culture and collective 
approaches to health and wellbeing are necessary at all levels, 
from state and county prevention efforts to federal and national 
approaches to prevent suicide. Importantly, healing looks 
different in Tribal communities; the information covered in the 
GRL facilitates healing. For example, clinicians are on-site to 
provide additional support and referrals when needed. Cedar or 
sage is offered. These are culturally centered coping mechanisms 
that are not typically available in Western psychological 
treatments and standards. The Good Road of Life conceptual 
model provides a visual representation of this study’s findings 
and impacts. Practice recommendations include offering the 
GRL and other culturally-centered interventions before suicides 
occur, so that individuals have the skills, resilience, and 
protective factors available to them when needed. Future 
research could be conducted to explore how GRL fully impacts 
individuals and communities weeks, months, and even years 
after the GRL training. This research could explore the different 
ways that GRL impacts collective healing (see Figure 1), cultural 
resilience and spirituality, kinship and relationships, and 
overall wellbeing.

Conclusion

“Walking the Good Road of Life” is something that every person 
on this earth can do if they are given the opportunity. Tribal teachings 
and traditional roles were severely impacted by colonization. The GRL 
curriculum elevates culture and kinship systems, connecting students 
to elders, clans, and kinship systems that traditionally taught them 
how to live and navigate the world (1). Collective healing is possible, 
and the authors demonstrate that GRL is effective in addressing the 
suicide crisis in AI/AN communities.

Individuals who leave this Great Turtle Island by suicide are not 
forgotten, but we  have missed opportunities to give them skills, 
knowledge, and connections to deal with the conditions they face. 
One tribe conceptualized suicide as a spirit that comes to warn and 
help communities (17). The warning signs are everywhere: 
community conditions, oppression, marginalization, persistent 
poverty, and generational traumas must be addressed. Legacy impacts 
and generational knowledge cultivated from the Good Road of Life 
in Tribal communities are the way forward.

“Today, talking about suicide made me realize in my darkest 
moments, I did not wanna die. It was the depression speaking.”—
GRL Student, 2022.

Author’s note

This paper and work are dedicated to those we have lost and is for 
those coming to us, the seventh generation. Our prayer is that GRL 

will reach all AI/AN people and communities, to walk in beauty on 
the Good Road of Life.
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Terminology

American Indian/Alaska Native (AI/AN) refers to someone who 
has blood degree from and is recognized by a federally recognized 
tribe or village (as an enrolled tribal member) and/or the United States.

American Indian is used when no Alaska Native participants were 
involved or present in a GRL training.

Native Americans refer to the indigenous peoples of North America 
who were the original inhabitants of the United States before colonization.

In this study, we use both terms depending on the literature cited 
and the context of the GRL training.
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