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groups across Canada (Gracey & King, 2009; King et al., 
2009; Phillips-Beck et al., 2019). Despite these challenges, 
they have built resilience and healing in their communi-
ties (Kirmayer et al., 2003; Spicer et al., 2012). Indigenous 
methods of healing comprising spiritual and subsistence 
activities help make sense of the suffering to heal the indi-
vidual (Kirmayer et al., 2003) and cultural connection is, 
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in itself, healing at the individual and community level 
(Redvers & Blondin, 2020). As such, Indigenous ways of 
knowing and doing are essential to health interventions for 
Indigenous peoples.

Given that chronic stress is an immediate consequence of 
systemic oppression and discrimination (Williams, 2018), 
cognitive-behavioural stress management interventions 
(CBSM) and other psychosocial interventions in Indig-
enous settings may further build strength and resilience 
along with cultural approaches to healing. Psychosocial 
and psychological stress increases cortisol levels a product 
of the hypothalamic-pituitary-adrenal (HPA) axis (Adam 
et al., 2017; Laufer et al., 2018), and chronic stress with 
heightened cortisol has been implicated in the development 
and/or progression of mental illness (Horowitz & Zunszain, 
2015) and other chronic diseases (Liu et al., 2019; Martinac 
et al., 2014; Mravec et al., 2020; Vitellius et al., 2018; Wein-
stein & Li, 2016). Stress-reducing interventions decreased 
cortisol levels and distress and improved mood and anxi-
ety in study participants (Antoni et al., 2000; Cruess et al., 
2000; Jones et al., 2014). Guided imagery and progressive 
muscle relaxation was also used to reduce cortisol levels in 
women living with HIV (Jones et al., 2014). In addition to 
cortisol, a-amylase has been shown to respond to psychoso-
cial stress in a manner distinct from the responses of other 
stress biomarkers with a diurnal response that is the inverse 
of cortisol (Nater et al., 2006; Rohleder et al., 2004). Sali-
vary α-amylase which has been linked to chronic pain, feel-
ings of shame and depression, is an index for pathological 
autonomous nervous system dysregulation (Rohleder et al., 
2008; Shirasaki et al., 2007; Stroud et al., 2009), and can 
be used as a marker of intervention effectiveness (Laufer et 
al., 2018).

CBSM, which includes cognitive behavioural skill, edu-
cational and relaxation components, has been successfully 
implemented in various ethnic and socioeconomic groups 
(Antoni et al., 2008; Jensen et al., 2013; Lopez et al., 2013; 
Penedo et al., 2018; Urizar et al., 2019). Despite this, there 
are few published studies on interventions aimed at reduc-
ing cortisol and stress among Indigenous peoples. One 
study assessed cortisol awakening responses (i.e., diurnal 
profiles) among First Nations youth (n = 11) with a labora-
tory induced stress response compared to non-Indigenous 
matched participants (n = 11) from Australia (Berger et 
al., 2017). Indigenous participants had a blunted cortisol 
awakening response associated with chronic stress experi-
ences; however, no differences were noted in the laboratory-
induced response between Indigenous and non-Indigenous 
participants. Differences in cortisol awakening response 
suggest different basal levels of cortisol among the two 
study groups. For example, self-reported racial discrimina-
tion was also associated with a flattened response. Flattened 

diurnal responses have been associated with more severe 
mental health conditions (Berger et al., 2017; Dedovic & 
Ngiam, 2015). Again, in Australia, hair cortisol and corti-
sone markers of chronic stress were different among Indig-
enous and non-Indigenous youth (Davison et al., 2019). A 
similar study measuring hair cortisol among First Nations 
people (n = 55) in Canada was higher compared to white 
controls (n = 32) which suggested elevated levels of chronic 
stress among First Nations participants (Henley et al., 2013).

Effectiveness may differ according to community sub-
groups due to varying levels of external stress factors 
shaped by historical and ongoing colonial processes. Indig-
enous women in Canada are less likely to hold a postsec-
ondary degree and be employed, and more likely to live in 
crowded houses requiring major repairs, compared to non-
Indigenous women (Arriagada, 2016). Fewer Indigenous 
women living off-reserve rated their health as excellent 
or very good (48%) compared to non-Indigenous women 
(64%) and Indigenous men (53%) (Arriagada, 2016). In a 
study evaluating determinants of health and housing-related 
characteristics of people living with HIV in Ontario, Indige-
nous persons were more likely to be female or trans-women, 
be younger, have lower educational attainment, be unem-
ployed, and be homeless or unstably housed compared to 
white individuals (Hawkins et al., 2009). The intersection 
of oppression shaped by race, gender, and class (Hancock, 
2007) could vary intervention effectiveness.

Given that cultural continuity is a determinant for Indige-
nous People’s health (Auger, 2016), we aimed to implement 
a stress-reducing intervention including cultural components 
for Indigenous women with and without HIV in Ontario. 
Salivary cortisol and α-amylase levels, and scores sugges-
tive of depressive, perceived stress and post-traumatic stress 
disorder symptoms were compared pre- and post-interven-
tion to test intervention effectiveness in a single-arm trial. 
For our primary hypothesis, we hypothesize that the inter-
vention will reduce stress biomarker levels and improve the 
scores of scales measuring perceived stress, depression and 
post-traumatic stress disorder. We also examined the modi-
fying effect of sociodemographic factors and underlying 
morbidities on intervention effectiveness. Our secondary 
hypothesis states that the intervention will be less effective 
among women with additional external stressors.

Materials and methods

Study design

Our study reflects the last phase of a three-phase study 
called the Indigenous Women’s Stress Study (IWSS) deliv-
ered in Toronto and Thunder Bay, Ontario. IWSS aimed to 
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identify and understand the stressors of Indigenous women, 
and to learn how they manage, desire to manage, adapt to, 
and modify stressors. All phases followed community-based 
research (CBR) principles and Indigenous methodology.

CBR was executed with community partners involved in 
designing and implementing the study (Israel et al., 1998). 
Our Thunder Bay partner is a health service centre deliv-
ering harm reduction and Indigenous-specific services that 
includes access to an Elder and cultural healing approaches. 
Our Indigenous partner in Toronto provides social support 
and services such as harm reduction and access to Indig-
enous peers and councillors. They are both co-authors of 
our manuscript. Half of the authors were Indigenous, and all 
hired staff were Indigenous from different nations.

An Indigenous methodology was implemented through 
the guidance of local Indigenous Knowledge Carriers. They 
also conducted ceremonies, discussed how to create a safe 
space and collect information from study participants using 
sharing circles and one-on-one discussions (Kovach, 2010). 
During phase 1, socio-demographic factors and measures of 
mental health were characterized using a peer-administered 
questionnaire and through peer-led interviews and sharing 
circles. Briefly, a sharing circle is a discussion group similar 
to a focus group including Indigenous protocols determined 
by the Knowledge Carrier (Lavallée, 2009). During phase 
2, we conducted sharing circles which served as a validity 
check ‘focus group’ to verify phase 1 findings with study par-
ticipants. Also, a culturally-inclusive stress-reducing inter-
vention informed by phase 1 study participants was piloted 
and their feedback was collected to identify what they liked 
and disliked about the intervention components. During 
phase 2, the intervention was overseen by an Indigenous 
cultural leader and Elder who guided ceremony, informed 
the inclusion of Indigenous culture in the stress-reducing 
practices, and facilitated stress reduction practices such as 
guiding imagery. Phase 3 involved implementing the piloted 
intervention from phase 2 and incorporating study partici-
pant’s feedback. Details of the intervention are described 
below. In this manuscript, we report our phase 3 findings 
from a single-arm trial including Indigenous women in a 
stress-reducing intervention. More specifically, we report on 
the stress biomarkers as well as questionnaire data on socio-
demographic and health information and scores suggestive 
of depressive, perceived stress and post-traumatic stress dis-
order symptoms from validated measures.

Study population

Study participants living with or without HIV were recruited 
from Toronto and Thunder Bay, Ontario, Canada using 
recruitment flyers posted at several Indigenous organiza-
tions including at our community partners in Toronto and 

Thunder Bay. The inclusion of women living with HIV was 
important given our community partners include people liv-
ing with HIV as part of their clients. The inclusion criteria 
were that participants self-identify as First Nations, Inuk 
or Métis, be > 16 years of age, identify their sex as female 
(trans-women were included in the overall study, but not in 
the stress biomarker analysis to account for biological sex 
differences), and be fluent in English or French. Our par-
ticipants also had adverse socioeconomic insecurity based 
on the definitions of food security (International Food Pol-
icy Research Institute, 2022), housing need status (Canada 
Mortagage and Housing Corporation, 2014), education as 
an indicator for wellbeing (University of Waterloo, 2015), 
or the job security index and satisfaction (Probst, 2003). 
Women with menstrual cycle cessation were excluded due 
to variable concentrations of stress biomarker levels such 
as two to four fold increases in cortisol during pregnancy, 
increased variability in the circadian pattern as women age, 
and dysregulation of cortisol production in the case of poly-
cystic ovarian syndrome (Burger, 2008; Hale & Burger, 
2009; Woods et al., 2009, 2014).

Intervention

An intervention session consisted of 3 components (relax-
ation technique, cultural or educational component, relax-
ation technique) developed with Indigenous facilitators and 
study participants’ feedback. The first component was a 
15-minute relaxation technique, autogenic training, consist-
ing of repeating a set of visualization statements focused 
on a sense of feeling calm, warm, or heavy arms, heart, 
breathing, abdomen, and forehead. The second compo-
nent included 1-hour sessions of Indigenous practices (e.g., 
ancestral songs and dancing, drumming) to contribute to 
cultural continuity and educational sessions (e.g., self-regu-
lation, stress management). The order of the sessions in the 
2nd component was a cultural session followed by an educa-
tional session and so on. The third component included the 
second relaxation technique, a 20-45-minute guided imag-
ery session, led by an Elder or an Indigenous healing prac-
titioner. This component stimulated or recreated perception 
of sights, sounds, tastes, smells, movement and/or touch to 
conjure pleasant images of past or new experiences. The 
intervention was delivered biweekly over 26-weeks, for a 
total of 13 sessions and included a meal prior to beginning 
any activities. This timeframe was selected based on rec-
ommendations for mental health management using inter-
ventions which suggest 6 to 18 sessions with 1 to 3 weeks 
between sessions (Khoury & Ammar, 2014).

The second component included a first session where 
the study participants met each other, developed guide-
lines for establishing a safe space, and were gifted bundles 
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Biomarkers

Saliva was collected at 2 time points: the baseline visit 
occurring 1–7 days pre-intervention and the final study visit 
at 1–7 days post-intervention. Five saliva samples were 
collected per day with the first sample collected at waking, 
the second 30–60 min after waking, and the remaining 3 
samples 3–4 h apart.

Participants were provided with a saliva collection pack-
age (saliva collection tubes, lunch bag with ice packs, 
latex-free gloves, saliva collection checklist) and detailed 
sampling instructions with a descriptive flowchart (Salimet-
rics®, 2022). The exchange of the saliva samples was done 
at a location and time convenient for the study participants. 
Saliva samples were stored at 4oC for up to 12 h, after which 
they were transferred to the laboratory and stored at -80oC 
until analysis using Salimetrics® enzyme immunoassay kits 
(State College, PA). Cortisol and α-amylase concentrations 
were measured from the saliva (Salimetrics®, 2019, 2021). 
Cortisol levels had an intra-assay coefficient of variation 
4–7% and an inter-assay coefficient of variation 3.0–11.0%. 
α-Amylase levels had an intra-assay coefficient of varia-
tion 2.5–7.2% and an inter-assay coefficient of variation 
3.6–5.8%. Saliva samples with blood were excluded (N = 5). 
One more sample was dropped for having extreme (> 3rd 
quartile + 3*(interquartile range), influential values.

The daily average concentration for each biomarker was 
defined by taking a mean of the logged biomarker concen-
trations across a day for every study participant at pre- and 
post- intervention. The total daily secretion of cortisol and 
α-amylase were calculated using the area under the curve 
with respect to the ground (AUCg) with the trapezoid rule 
area for each participant at pre- and post-intervention.

Mental health

Our study participants reported high levels of over the coun-
ter and prescribed medication use that may impact their cor-
tisol and α-amylase concentrations. As such, mental health 
outcomes, perceived stress, depressive, and post-traumatic 
stress disorder symptoms were measured as additional 
outcomes of interest to test the effectiveness of the inter-
vention. Perceived stress was measured using the 10-item 
Perceived Stress Scale (PSS) which has shown good valid-
ity and reliability (Cohen et al., 1983), and internal con-
sistency in Indigenous females (coefficient alpha = 0.82) 
(Benoit et al., 2016). PSS is a self-report scale of feelings 
and thoughts regarding a loss of control and lack of pre-
dictability with answer options ranging from 0 (never) to 
4 (very often). Scores > 13 were considered low/average 
stress, scores 13–20 high stress levels, and scores > 20 
chronic stress. Depressive symptoms were measured with 

(i.e., resources to use for ceremony such as medicines like 
tobacco or sweetgrass). The women were also asked about 
the things they would like to learn or do which informed 
later sessions to be specific to the needs of the women in 
Thunder Bay and Toronto, respectively. The topics of the 
sessions included: reclaiming our ancestral foods, budget 
conscious and culture-based nutrition, healthy sexuality and 
ceremonies, emotional self-regulation and attachment (led 
by a clinical psychologist), reclaiming ancestral languages 
and songs (led by a cultural facilitator), traditional dancing 
(led by a cultural facilitator), drumming, navigating the sys-
tem (i.e., access and use of health services), and effects of 
stress (led by a scientist with expertise in stress biomark-
ers) and managing stress. The content of the remaining ses-
sions differed between groups because they were informed 
by the participants and included: Four Directions Teach-
ings (Department of Canadian Heritage, 2006–2012) and 
other cultural teachings, making dream catchers, painting 
combined with emotional regulation, learning Cree syllab-
ics (led by a cultural facilitator), jingle dress visioning (led 
by a cultural facilitator), effect of stress on sleep (led by an 
expert on the topic), drumming, radical acceptance (led by 
a clinical psychologist), ask a pharmacist (led by a pharma-
cist) and naloxone training (led by an outreach worker). In 
Toronto, the intervention was facilitated by a First Nations 
research assistant at 3 distinct Indigenous organizations in 
collaboration with our community partner with and without 
guest speakers. An Elder participated in some sessions to 
discuss ceremonies and teachings. In Thunder Bay, a Métis 
research assistant and Elder facilitated the sessions with and 
without the guest speakers, and our community partner was 
the only study site. The Elder led the ceremonies and pro-
vided teachings. Multiple sites were necessary in Toronto, 
since some participants were not comfortable at the differ-
ent sites and upon recruitment they were asked where they 
would like to attend the intervention.

The order of the sessions and start dates differed between 
groups. The start dates were staggered to consider the avail-
ability of cultural service providers and other topic experts 
as well as to accommodate the research staff. The same staff 
worked on each intervention in their respective cities and 
were at certain points in the study working with 3 (Toronto) 
to 4 (Thunder Bay) different groups of women in one week 
to plan and lead sessions as well as collect data. Also, partic-
ipants in Toronto were recruited over the following periods: 
May 1st – June 30th, 2017 and July 1st – August 31st, 2017. 
Participants in Thunder Bay were recruited over two time 
periods: May 1st – June 30th, 2017 and February 1st to May 
31st, 2018. There were 3 intervention groups (n = 11, n = 9, 
n = 8) held in Toronto and 4 groups in Thunder Bay (n = 12, 
n = 11, n = 9, n = 10), Ontario. The sessions were held from 
May 2017 until March 2019 at community partner sites.
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Statistical analyses

Summary demographics were compared using proportions 
in the full dataset. Differences in pre-intervention cortisol 
and α-amylase concentrations were compared across par-
ticipant characteristics using linear models. For the analy-
ses comparing stress biomarkers pre- and post-intervention, 
three main models were constructed. The first analyzed daily 
average concentrations of cortisol and α-amylase pre- and 
post-intervention using a paired t-test. The second analyzed 
the total daily secretion of cortisol and α-amylase using a 
paired t-test. Lastly, a mixed effect model with a random 
intercept was conducted to test the effect of the intervention 
on logged cortisol and α-amylase concentrations (due to 
their non-normal distributions). The estimated parameters 
from the models were used to calculate the AUC pre- and 
post-intervention to account for group summary statis-
tics rather than individual summary measures. The mixed 
effect model was superior to individual AUC measures in 
the case of missing data (Bell et al., 2014). Unadjusted 
models included the intervention group and time variables. 
Adjusted models included covariates that changed the main 
effect estimate by ≥ 10%. A quadratic time variable was 
included as a potential covariate to account for non-linear-
ity. The new AUC measures were compared using a t-test. 
We hypothesized a decrease in the daily averages and total 
daily secretions of cortisol and α-amylase post-intervention 
compared to pre-intervention. Interaction terms between the 
intervention group and age, education, disability status, and 
HIV status were each added in the model to test for effect 
modification.

For the analyses comparing mental health pre- and 
post-intervention, we used the PSS, CES-D, and PCL-C 
as continuous and categorical variables. The advantage of 
the continuous variables was additional power, whereas 
the categorical variables allowed the use of cut-off values. 
Linear mixed effect models with a random intercept were 
constructed for each of the continuous measures. Modified 
Poisson regression models were constructed for each of the 
categorical scales to allow for repeated subject measures. 
CES-D and PSS models used a cumulative logit distribu-
tion to account for the three outcome levels (CES-D: <16, 
16–21, > 21; PSS: <13, 13–20, > 20), and the PCL-C model 
used a binomial distribution to account for two outcome 
levels (< 45, ≥ 45). We hypothesized the scores of scales 
measuring perceived stress, depressive and post-traumatic 
stress disorder will be improved post-intervention compared 
to pre-intervention. Again, we tested for effect modification 
by including an interaction term between the intervention 
group and each of age, education, disability status, and HIV 
status. The type I error level was set at 5% and we con-
ducted all analyses in SAS 9.4.

the 20-item Center for Epidemiological Studies Depression 
Scale (CES-D) (Radloff, 1977). CES-D is a widely-used 
tool with good internal reliability (Anderson et al., 2011) 
and internal consistency in Indigenous females (coefficient 
alpha = 0.89) (Benoit et al., 2016). It is a self-report measure 
on how participants felt or behaved during the past week on 
a scale of 1 (rarely or none of the time) to 4 (most or all of 
the time). Scores ≥ 16 are suggestive of significant depres-
sive symptoms, and scores greater > 21 of severe symptoms. 
Traumatic and stressful life experiences were measured 
using the Post Traumatic Stress Disorder Checklist-Civilian 
Version (PCL-C) (Weathers et al., 1994). The self-report 
scale has good reliability and internal validity (Conybeare 
et al., 2012; Weathers et al., 1993), and good internal consis-
tency among Indigenous females (coefficient alpha = 0.93) 
(Benoit et al., 2016). The scale had responses ranging from 
1 (not at all) to 5 (extremely). Scores > 44 were considered 
clinically significant.

Other variables

Participants completed a form indicating if they had eaten, 
smoked cigarettes, consumed alcohol or marijuana, per-
formed a physical activity, or had a stressful event prior to 
taking a saliva sample. They recorded their mood level at 
the time of sampling (1: Great − 5: Bad). These variables 
were included in the main biomarker models as covariates 
since they could impact biomarker levels (Adam & Kumari, 
2009).

Participants also completed a questionnaire on sociode-
mographic and morbidity characteristics pre- and post-inter-
vention. These included age, education, income, Indigenous 
group, disability status, and HIV status. The sociodemo-
graphic variables (age and education level) and morbidity 
status (disability and HIV status) were selected for effect 
modification analysis. Age is an important consideration of 
biomarker levels and mental health status (Yiallouris et al., 
2019). Two age categories were created with 45 years as the 
cut-off based on suggestions by an endocrinologist to con-
sider possible fluctuations in the menstrual cycle because 
of pre-menopause and in women living with HIV early or 
premature menopause has been reported in their mid-40s 
(Andany et al., 2016). This cut-off also enabled similar sam-
ple sizes between the two groups for analysis purposes. Edu-
cation level was a proxy for socioeconomic status because 
there was less variation in income level in our study popula-
tion. Additionally, there was a significant prevalence of dis-
ability in our population, and it was included as a potential 
effect modifier. People living with HIV are reported to be at 
higher risk for mental illnesses (Cain et al., 2013; Remien 
et al., 2019; X); therefore, HIV status was also included in 
interaction analyses.
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were lower among older women and women with disabili-
ties, compared to younger women and women currently 
without disabilities, respectively (Table 1). By contrast, 
α-amylase levels were higher among older women com-
pared to younger women. Supplemental Fig. 1 provides the 
numbers of participants over the course of the study. The 
attendance rates in Toronto were 79%, 61%, 83%, and in 
Thunder Bay the rates were 87%, 89%, 95%, and 92%.

Stress biomarkers

Cortisol levels were higher at waking compared to later in 
the day, with a peak at the second time point (within an hour 
of waking) at pre- and post-intervention (Fig. 1). α-Amylase 
levels showed greater variation throughout the day, with a 
drop at the second time point, and increases at later time 

Results

Baseline study participant characteristics

Seventy-two women were recruited, and 34 participated 
in salivary stress biomarker analysis. Of the 72 women, 
13 women withdrew before intervention completion. Two 
women with missing demographic data were excluded from 
our analyses. There were 57 participants aged 24–66 years, 
with 46% aged between 24 and 45 years (Table 1). Over half 
the women (65%) had up to a high school education, and 
86% had a household income <$20,000. Additionally, 63% 
of the women reported having a disability and 12% were 
living with HIV.

Of the 31 women with stress biomarker data, 30 of the 
women also had complete demographic data. Cortisol levels 

Table 1 Baseline characteristics of study participants at pre-intervention and of study participants by stress biomarker level at pre-intervention
Pre-intervention Stress biomarker at pre-intervention**
N (%) N (%) α-Amylase (U/mL) Median (IQR) Cortisol (µg/dL)

Median (IQR)
Age (years) 24–45 26 (46) 13 (43) 310.9 (113.6) 42.8 (72.2)

46–66 31 (54) 17 (57) 264.2 (79.6)* 145.5 (128.6)*
Education High school or less 37 (65) 14 (47) 300.2 (79.7) 78.9 (95.0)

Some post-secondary 20 (35) 16 (53) 274.4 (113.1) 126.1 (132.4)
Income <$20,000 49 (86) 26 (87) 297.1 (96.6) 111.3 (147.4)

$20,000 - $40,000 8 (14) 4 (13) 273.3 (40.0) 54.9 (143.9)
Relationship Married/Common law 18 (32) 9 (30) 264.2 (85.7) 100.3 (82.4)

Single 39 (68) 21 (70) 294.7 (84.0) 202.6 (195.4)
Disability No disabilities 21 (37) 12 (40) 307.2 (149.2) 87.3 (108.0)

Disabilities present 36 (63) 18 (60) 276.2 (88.8)* 111.2 (162.1)
HIV Status No HIV 50 (88) 21 (70) 288.1 (86.5) 100.7 (135.8)

Living with HIV 7 (12) 9 (30) 305.7 (50.2) 114.7 (134.8)
* P value from linear regression models regressing stress biomarker and study population characteristic at pre-intervention < 0.05
** Thirty-one participants had saliva without blood, but one participant was excluded for missing demographic data

Fig. 1  Salivary cortisol (a) and α-amylase (b) mean and standardized error of mean versus time pre-intervention (N = 31) and post-intervention 
(N = 19)
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HIV (Fig. 4). Cortisol levels among women aged 24–45 and 
with no disabilities had a flattened curve post-intervention.

Psycho-social measures

There was a slight decrease in perceived stress (PSS), depres-
sion (CES-D), and post-traumatic stress disorder (PCL-C) 
scores after the intervention, but only the decrease in PSS 
was significant (aβ -2.80; 95% CI -5.09, -0.50) (Table 4a 
& Fig. 5). Categorical scores of PSS (high and moderate 
perceived stress symptoms) and PCL (PTSD symptoms) 
decreased post-intervention (aOR: 0.50; 95% CI 0.25, 1.00, 
and aOR:0.51; 95% CI 0.26, 1.00, respectively) (Table 4b). 
The intervention was not associated with depressive symp-
toms (aOR: 0.63; 95% CI 0.32, 1.26), as compared to no 
symptoms. Younger women had greater reductions in symp-
toms of depression and PTSD (p value = 0.02 and 0.03) 
(Additional Files 1–3). There was no evidence of effect 
modification of scores by any other factors (education, dis-
ability, or HIV status).

points post-intervention. There was no difference in daily 
average cortisol (mean difference: -0.12 µg/dL; 95% CI 
-0.40, 0.16; p = 0.38) and daily average α-amylase (mean 
difference: 0.02 U/mL; 95% CI -0.28, 0.32; p = 0.87) con-
centrations pre- and post- intervention (Table 2).

The time*intervention p-value was = 0.06, indicating a 
marginally significant association between the interven-
tion and a decrease in cortisol levels (Table 3a). There was 
no significant association between the intervention and 
α-amylase in mixed analyses. Similar to results of the AUC 
from individual data (Table 3b), cortisol AUC measures 
using summary statistics from mixed models was decreased 
post-intervention (p = 0.02), and no difference was observed 
in the α-amylase AUC using summary statistics (p = 1.00) 
(Table 3c). Figure 2 suggests that cortisol levels post-inter-
vention decreased during earlier time points of the day.

There was a decrease in cortisol levels post-intervention 
among women with at least some postsecondary educa-
tion (interaction p = 0.05) and no disabilities (interaction 
p = 0.02), but not among women with ≤ high school (inter-
action p = 0.17) or disabilities (interaction p = 0.12) (Figs. 3 
and 4). Although not statistically significant, there was a 
decrease in cortisol levels post-intervention among women 
with HIV, and a smaller decrease among women without 

Table 2 Differences between daily average concentrations of cortisol and α-amylase before and after intervention
N Difference (95% CI) P value

Cortisol (µg/dL) 16 -0.12 (-0.40, 0.16) 0.38
α-Amylase (U/mL) 16 0.02 (-0.28, 0.32) 0.87
Analyses comparing daily average concentrations and AUC from individual data required complete pre- and post- intervention data.

Table 3a Mixed effects model results testing difference in stress biomarker levels before and after intervention
N Time p value Intervention p value Time*Intervention p value

Cortisol 33 < 0.0001 0.02 0.06
α-Amylase 32 0.01 0.63 0.60
The final cortisol model adjusted for recreational exercise before taking a sample. 
The final amylase model adjusted for experiencing a stressful event or eating a meal prior to taking a sample and included a quadratic term for 
time to account for non-linearity.

Table 3b Differences between the total daily secretion (AUC) of cortisol and α-amylase from individual raw data before and after intervention
N Difference (95% CI) P value

Cortisol 16 -340.1 (-631.7, -48.6) 0.03
α-Amylase 16 -8.5 (-164.0, 147.1) 0.90
Analyses comparing daily average concentrations and AUC from individual data required complete pre- and post- intervention data.

Table 3c Differences between the AUC of stress biomarkers from mixed effect models before and after intervention
N Difference (95% CI) P value

Cortisol 33 -1.29 (-2.35, -0.23) 0.02
α -Amylase 32 -0.12 (-99.35, 99.11) 1.00
The final cortisol model adjusted for recreational exercise before taking a sample. 
The final amylase model adjusted for experiencing a stressful event or eating a meal prior to taking a sample and included a quadratic term for 
time to account for non-linearity.
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Fig. 3  Stratified cortisol concentrations versus time pre- and post-intervention by age and education. Interaction p-value for age = 0.17 and for 
education p = 0.05

 

Fig. 2 Log cortisol and α-amylase levels versus time pre- and post- intervention from mixed effect model results (cortisol N = 33; α-amylase 
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intervention does not reduce the continuing need for broad 
systemic changes to address the origins of stress.

Our results with respect to cortisol and the mental health 
scales are aligned with other studies, where psychosocial 
interventions have been effective at reducing stress in other 
populations, including among women with breast cancer 
(Tang et al., 2020), depression (Abbasian et al., 2014), HIV 
(Brown & Vanable, 2008; McIntosh et al., 2019), during 
pregnancy (Urizar et al., 2019), and specifically Indigenous 
communities (Berger et al., 2017). For example, there was 
a significant decrease in cortisol output (calculated using 
AUC) among 47 women at risk for breast cancer in a CBSM 
intervention group as compared to 44 women in a control 
group (Sannes et al., 2015). In a randomized control study of 
158 women at high risk for breast cancer, intervention par-
ticipants reported lower depressive symptoms and perceived 

Discussion

After implementing a stress-reducing intervention includ-
ing culture for Indigenous women with or without HIV, we 
observed reduced salivary cortisol levels after the interven-
tion but no change in α-amylase levels, and a slight decrease 
in perceived stress. Decreased cortisol levels were more 
apparent among women with a higher educational attain-
ment and those without disabilities; both were variables sug-
gestive of fewer socio-economic challenges. Decreases in 
depressive and PTSD scores was more apparent in younger 
women. Our results indicate that culturally inclusive stress-
reducing interventions may be an effective tool to reduce 
chronic stress in Indigenous populations, though this one 

Table 4a Difference in continuous psychosocial scores pre- and post-intervention
N Unadjusted β (95% CI) Adjusted β (95% CI)

PSS 53 -2.59 (-4.75, -0.43) -2.80 (-5.09, -0.50)
CES-D 53 -3.42 (-7.30, 0.46) -3.58 (-7.64, 0.47)
PCL 53 -2.67 (-8.22, 2.88) -2.99 (-8.90, 2.92)
Final models adjusted for age, education, relationship status, disability status, and HIV status.

Fig. 4  Stratified cortisol concentrations versus time pre- and post-intervention by disability and HIV status. Interaction p-value for disabil-
ity = 0.02 and for HIV p = 0.12
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slopes are usually indicative of chronic stress, unfavour-
able biologic changes, and poorer physiological functioning 
(Adam et al., 2017), and may indicate the presence of severe 
mental health conditions (Berger et al., 2017; Dedovic & 
Ngiam, 2015). However, our findings may also be reflective 
of our small sample size or of the increased variability in 
results pre-intervention due to several women withdrawing 
from our study.

We observed a stronger impact of the intervention on the 
HPA axis (via cortisol) over the sympathetic nervous sys-
tem (via α-amylase). Our finding with regards to α-amylase 

stress as compared to controls (McGregor et al., 2015). We 
did not observe a change in depressive symptoms but did 
observe a decrease in perceived stress and PTSD symptoms. 
Relaxation plays a major role in CBSM interventions and 
appears to be the key to reducing stress. One study provided 
recordings of relaxation exercises to encourage daily prac-
tice which increased the ability to relax, and reduced ten-
sion, depression, and overall negative mood (Antoni et al., 
2006), likely due to a decrease in cortisol levels (Phillips et 
al., 2008).We did, however, observe an unexpected result 
of flatter diurnal cortisol slopes post-intervention. Flatter 

Table 4b Difference in categorical psychosocial scores pre- and post-intervention
N Unadjusted OR (95% CI) Adjusted OR (95% CI)

PSS 53 0.50 (0.25, 1.01) 0.50 (0.25, 1.00)
CES-D 53 0.63 (0.31, 1.27) 0.63 (0.32, 1.26)
PCL 53 0.46 (0.24, 0.89)* 0.51 (0.26, 1.00)*
Final models adjusted for age, education, relationship status, disability status, and HIV status.
* p-value < 0.05

Fig. 5  Psychosocial scale scores (PSS, CES-D, and PCL) by pre- and post- intervention for the 53 study participants. Cut-off values for categorical 
variables denoted by red lines
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to assess which cultural components may be more effective 
in reducing stress (Clifford & Shakeshaft, 2017; Clifford 
et al., 2013; Harlow et al., 2014). Increased measures for 
follow-up would also be beneficial to understand the long-
term effects of an intervention. An increased sampling of 
stress biomarkers throughout the day would better capture 
biomarker hourly fluctuations and intraindividual variabil-
ity for further analyses. Given the self-reported nature of the 
protocol adherence, it is difficult to accurately ascertain how 
adherent participants were with saliva collection. Finally, 
we did not correct for multiple comparisons due to our low 
sample size but the concordance across our results lend con-
fidence to our interpretations.

Conclusion

After implementing a culture inclusive stress-reducing 
intervention, we observed an overall decrease in the stress 
biomarker cortisol, but not α-amylase levels in a select 
group of Indigenous women. The intervention was more 
effective among women who were younger and had a higher 
educational attainment with no disabilities. Our study pro-
vides evidence for the intervention’s effectiveness in reduc-
ing stress in a select group of Indigenous women with 
socio-economic insecurities. However, it is important to 
note that many Indigenous women experience systemic and 
structural barriers to achieving mental health and wellbe-
ing that are rooted in the intermediate (e.g., racism, poverty, 
economic insecurity, inadequate housing) and distal deter-
minants of health (e.g., residential school, Indian act, colo-
nialism, political decision-making). These barriers which 
exist along their life course shape their proximal determi-
nants of health (e.g., life stressors, diabetes, heart disease, 
mental health and addiction) which includes the experiences 
of the women in our study. Although our intervention was 
effective, a shift more than a change in how to address sys-
temic and structural barriers are needed for reconciliation 
beyond being merely performative acts and gestures. One 
such change could include how a community partner used 
the intervention in this study to inform long-term program-
ming and hired Indigenous service providers to contribute 
to a shift in the types of health services available to Indig-
enous clients.
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behavioral therapy (Schumacher et al., 2022). The study 
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delayed (Laufer et al., 2018), and our study may have been 
unable to test for such changes.

This is the first study to examine the effectiveness of a 
stress-reducing intervention including culture by participant 
characteristics. We observed greater reductions in cortisol 
levels in women with higher educational attainments and 
those without disabilities, and greater reductions in depres-
sive and PTSD scores among younger women. This could 
indicate that the intervention was less effective among 
women with potentially greater external stress-inducing 
factors, including lower educational status, disability, and 
older age. Similar externalizing difficulties faced by many 
Indigenous groups have been highlighted in several stud-
ies to inform mental health and therapeutic interventions 
(Garrett et al., 2014). This suggests a need for more tar-
geted strategies to address sub-group needs. Alternatively, 
community-based interventions may be a more effective 
tool in reducing chronic stress by stimulating further cul-
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et al., 2003). Mental health promotion could benefit from 
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empowerment to re-identify and strengthen individual roles 
within a community (Garrett et al., 2014; Kirmayer et al., 
2003). Future studies could combine community and indi-
vidual-based interventions to build community resilience 
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help build resilience, only eliminating societal structural 
features that support colonialism are the real “solutions”.
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tration of an intervention inclusive of culture, community 
leadership in the implementation and delivery of the inter-
vention, high attendance rates, analysis of both stress bio-
markers (markers for the HPA axis and autonomic nervous 
system) and mental health scales. Some limitations were 
our small sample size, the relatively high drop-out rate, and 
lack of a control group to compare the effect of the interven-
tion. The study population experienced many life fluctua-
tions that contributed to the high attrition rate. We were also 
unable to assess the influence of adverse childhood experi-
ences or medication use on our intervention effect (Gilgoff 
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1 3

604



Journal of Behavioral Medicine (2023) 46:594–608

Adam, E. K., & Kumari, M. (2009). Assessing salivary cortisol 
in large-scale, epidemiological research. Psychoneuroen-
docrinology, 34(10), 1423–1436. https://doi.org/10.1016/j.
psyneuen.2009.06.011

Adam, E. K., Quinn, M. E., Tavernier, R., McQuillan, M. T., Dahlke, 
K. A., & Gilbert, K. E. (2017). Diurnal cortisol slopes and men-
tal and physical health outcomes: a systematic review and meta-
analysis. Psychoneuroendocrinology, 83, 25–41. https://doi.
org/10.1016/j.psyneuen.2017.05.018

Andany, N., Kennedy, V. L., Aden, M., & Loutfy, M. (2016). Perspec-
tives on menopause and women with HIV. International Jour-
nal of Women’s Health, 8, 1–22. https://doi.org/10.2147/IJWH.
S62615

Anderson, D., Melby, M. K., Sievert, L. L., & Obermeyer, C. M. 
(2011). Methods used in cross-cultural comparisons of psycho-
logical symptoms and their determinants. Maturitas, 70(2), 120–
126. https://doi.org/10.1016/j.maturitas.2011.07.014

Antoni, M. H., Cruess, S., Cruess, D. G., Kumar, M., Lutgendorf, S., 
Ironson, G., Dettmer, E., Williams, J., Klimas, N., Fletcher, M. 
A., & Schneiderman, N. (2000). Cognitive-behavioral stress man-
agement reduces distress and 24-hour urinary free cortisol output 
among symptomatic HIV-infected gay men. Annals of Behavioral 
Medicine, 22(1), 29–37. https://doi.org/10.1007/BF02895165

Antoni, M. H., Lechner, S. C., Kazi, A., Wimberly, S. R., Sifre, T., 
Urcuyo, K. R., Phillips, K., Gluck, S., & Carver, C. S. (2006). 
How stress management improves quality of life after treatment 
for breast cancer. Journal of Consulting and Clinical Psychology, 
74(6), 1143–1152. https://doi.org/10.1037/0022-006x.74.6.1152

Antoni, M. H., Pereira, D. B., Marion, I., Ennis, N., Andrasik, M. 
P., Rose, R., McCalla, J., Simon, T., Fletcher, M. A., Lucci, J., 
Efantis-Potter, J., & O’Sullivan, M. J. (2008). Stress management 
effects on perceived stress and cervical neoplasia in low-income 
HIV-infected women. Journal of Psychosomatic Research, 65(4), 
389–401. https://doi.org/10.1016/j.jpsychores.2008.06.002

Arriagada, P. (2016). Women in Canada: A gender-based  statis-
tics report, Statistics Canada. (First Nations, Métis and Inuit 
Women, 2015001). https://www150.statcan.gc.ca/n1/pub/89-
503-x/2015001/article/14313-eng.pdf 

Auger, M. D. (2016). Cultural continuity as a determinant of indig-
enous peoples’ health: a metasynthesis of qualitative research in 
Canada and the United States. International Indigenous Policy 
Journal, 7(4), https://doi.org/10.18584/iipj.2016.7.4.3

Bell, M. L., King, M. T., & Fairclough, D. L. (2014). Bias in area under 
the curve for longitudinal clinical trials with missing patient 
reported outcome data: Summary measures versus summary statis-
tics. Sage Open, 4(2), https://doi.org/10.1177/2158244014534858

Berger, M., Leicht, A., Slatcher, A., Kraeuter, A. K., Ketheesan, S., 
Larkins, S., & Sarnyai, Z. (2017). Cortisol awakening response 
and acute stress reactivity in First Nations people. Scientific 
Reports, 7(1), 1–10. https://doi.org/10.1038/srep41760

Benoit, A. C., Cotnam, J., Raboud, J., Greene, S., Beaver, K., Zoccole, 
A., O’Brien-Teengs, D., Balfour, L., Wu, W., & Loutfy, M. (2016). 
Experiences of chronic stress and mental health concerns among 
urban Indigenous women. Archives of Women’s Mental Health, 
19(5), 809-823.  https://doi.org/10.1007/s00737-016-0622-8

Brown, J. L., & Vanable, P. A. (2008). Cognitive-behavioral stress 
management interventions for persons living with HIV: a review 
and critique of the literature. Annals of Behavioral Medicine, 
35(1), 26–40. https://doi.org/10.1007/s12160-007-9010-y

Burger, H. (2008). The menopausal transition–endocrinology. The 
Journal of Sexual Medicine, 5(10), 2266–2273. https://doi.
org/10.1111/j.1743-6109.2008.00921.x

Cain, R., Jackson, R., Prentice, T., Collins, E., Mill, J., & Bar-
low, K. (2013). The experience of HIV diagnosis among 
Aboriginal people living with HIV/AIDS and depression. 

expertise in statistical analysis.

Authors’ contributions AA conducted the analysis and wrote the first 
draft. LS provided content expertise on stress responses, measured 
stress biomarker levels and assisted with statistical analysis. LS, 
JC, RJ, MR, HG, CM, DG and MA assisted with the study design 
and data collection. ACB designed the study, assisted LS with mea-
suring stress biomarker levels and supervised the project. All authors 
reviewed the manuscript.

Funding This study was funded by a CIHR Operating Grant – Com-
munity Based HIV/AIDS. ACB was supported by a CIHR Ontario 
HIV Treatment Network New Investigator Award. AA and JC were 
supported by the operating grant.

Data availability The datasets generated and/or analysed during the 
current study are not publicly available due to the sensitive nature of 
the data but are available from the corresponding author on reasonable 
request.

Declarations

Ethics approval and consent to participate All procedures performed 
in studies involving human participants were in accordance with the 
ethical standards of the institutional and/or national research commit-
tee and with the 1964 Helsinki Declaration and its later amendments 
or comparable ethical standards. The study was approved by the Wom-
en’s College Hospital Research Ethics Board and the University of 
Toronto Research Ethics Board. The protocol was also reviewed by the 
research ethics board of co-investigators on the project which included 
Lakehead University, Dalhousie University, McMaster University, 
and at the University Health Network. Informed consent was obtained 
from all individual participants included in the study.

Consent for publication Study participants signed informed consent 
regarding publishing their data.

Competing interests The authors have no relevant financial or non-
financial interests to disclose.

Open Access This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

Abbasian, F., Najimi, A., Meftagh, S. D., Ghasemi, G., & Afshar, H. 
(2014). The effect of stress management training on stress and 
depression in women with depression disorders: using cognitive-
behavioral techniques. Journal of Education and Health Promo-
tion, 3, 70. https://doi.org/10.4103/2277-9531.134819

1 3

605

http://dx.doi.org/10.1016/j.psyneuen.2009.06.011
http://dx.doi.org/10.1016/j.psyneuen.2009.06.011
http://dx.doi.org/10.1016/j.psyneuen.2017.05.018
http://dx.doi.org/10.1016/j.psyneuen.2017.05.018
http://dx.doi.org/10.2147/IJWH.S62615
http://dx.doi.org/10.2147/IJWH.S62615
http://dx.doi.org/10.1016/j.maturitas.2011.07.014
http://dx.doi.org/10.1007/BF02895165
http://dx.doi.org/10.1037/0022-006x.74.6.1152
http://dx.doi.org/10.1016/j.jpsychores.2008.06.002
https://www150.statcan.gc.ca/n1/pub/89-503-x/2015001/article/14313-eng.pdf
https://www150.statcan.gc.ca/n1/pub/89-503-x/2015001/article/14313-eng.pdf
http://dx.doi.org/10.18584/iipj.2016.7.4.3
http://dx.doi.org/10.1177/2158244014534858
http://dx.doi.org/10.1038/srep41760
http://dx.doi.org/10.1007/s00737-016-0622-8
http://dx.doi.org/10.1007/s12160-007-9010-y
http://dx.doi.org/10.1111/j.1743-6109.2008.00921.x
http://dx.doi.org/10.1111/j.1743-6109.2008.00921.x
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.4103/2277-9531.134819


Journal of Behavioral Medicine (2023) 46:594–608

in the lives of Aboriginal women living with HIV/AIDS. https://
www.deslibris.ca/ID/223238

Henley, P., Jahedmotlagh, Z., Thomson, S., Hill, J., Darnell, R., 
Jacobs, D., Johnson, J., Williams, N. C., Williams, R. M., Van 
Uum, S., Bend, J. R., & Koren, G. (2013). Hair cortisol as a 
biomarker of stress among a first nation in Canada. Therapeu-
tic Drug Monitoring, 35(5), 595–599. https://doi.org/10.1097/
FTD.0b013e318292eb84

Horowitz, M. A., & Zunszain, P. A. (2015). Neuroimmune and neu-
roendocrine abnormalities in depression: two sides of the same 
coin. Annals of the New York Academy of Sciences, 1351, 68–79. 
https://doi.org/10.1111/nyas.12781

International Food Policy Research Institute (2022). Food secu-
rity. Retrieved June 13, 2022 from https://www.ifpri.org/topic/
food-security

Israel, B. A., Schulz, A. J., Parker, E. A., & Becker, A. B. (1998). Review 
of community-based research: assessing partnership approaches 
to improve public health. Annual Review of Public Health, 19, 
173–202. https://doi.org/10.1146/annurev.publhealth.19.1.173

Jensen, S. E., Pereira, D. B., Whitehead, N., Buscher, I., McCalla, 
J., Andrasik, M., Rose, R., & Antoni, M. H. (2013). Cognitive-
behavioral stress management and psychological well-being in 
HIV + racial/ethnic minority women with human papillomavi-
rus. Health Psychology, 32(2), 227–230. https://doi.org/10.1037/
a0028160

Jones, D., Owens, M., Kumar, M., Cook, R., & Weiss, S. M. (2014). 
The effect of relaxation interventions on cortisol levels in 
HIV-seropositive women. Journal of the International Asso-
ciation of Providers of AIDS Care, 13(4), 318–323. https://doi.
org/10.1177/2325957413488186

Khoury, B., & Ammar, J. (2014). Cognitive behavioral therapy for 
treatment of primary care patients presenting with psychologi-
cal disorders. Libyan Journal of Medicine, 9, 24186. https://doi.
org/10.3402/ljm.v9.24186

King, M., Smith, A., & Gracey, M. (2009). Indigenous health part 
2: the underlying causes of the health gap. Lancet, 374(9683), 
76–85. https://doi.org/10.1016/S0140-6736(09)60827-8

Kirmayer, L., Simpson, C., & Cargo, M. (2003). Healing traditions: 
culture, community and mental health promotion with canadian 
Aboriginal peoples. Australasian Psychiatry, 11(suppl 1), S15–
S23. https://doi.org/10.1046/j.1038-5282.2003.02010.x

Kovach, M. (2010). Conversation method in indigenous research. 
First Peoples Child and Family Review, 5, 40–48.

Laufer, S., Engel, S., Knaevelsrud, C., & Schumacher, S. (2018). 
Cortisol and alpha-amylase assessment in psychotherapeutic 
intervention studies: a systematic review. Neuroscience and 
Biobehavioral Reviews, 95, 235–262. https://doi.org/10.1016/j.
neubiorev.2018.09.023

Lavallée, L. F. (2009). Practical application of an indigenous research 
rramework and two qualitative indigenous research methods: 
sharing circles and Anishnaabe symbol-based reflection. Interna-
tional Journal of Qualitative Methods, 8(1), 21–40. https://doi.
org/10.1177/160940690900800103

Liu, B., Zhang, T. N., Knight, J. K., & Goodwin, J. E. (2019). The glu-
cocorticoid receptor in cardiovascular health and disease. Cells, 
8(10), https://doi.org/10.3390/cells8101227

Lopez, C. R., Antoni, M. H., Pereira, D., Seay, J., Whitehead, N., 
Potter, J., O’Sullivan, M., & Fletcher, M. A. (2013). Stress man-
agement, depression and immune status in lower income racial/
ethnic minority women co-infected with HIV and HPV. Journal 
of Applied Biobehavioral Research, 18(1), 37–57. https://doi.
org/10.1111/jabr.12003

Martinac, M., Pehar, D., Karlovic, D., Babic, D., Marcinko, D., & 
Jakovljevic, M. (2014). Metabolic syndrome, activity of the 
hypothalamic-pituitary-adrenal axis and inflammatory mediators 

Qualitative Health Research, 23(6), 815–824. https://doi.
org/10.1177/1049732313482525

Canada Mortagage and Housing Corporation (2014). Hous-
ing in Canada. Retrieved October 26, 2021 from https://
www.cmhc-schl .gc.ca/en/professionals /housing-mar-
kets-data-and-research/housing-research/core-housing-need/
identifying-core-housing-need

Clifford, A., & Shakeshaft, A. (2017). A bibliometric review of drug 
and alcohol research focused on indigenous peoples of Australia, 
New Zealand, Canada and the United States. Drug and Alcohol 
Review, 36(4), 509–522. https://doi.org/10.1111/dar.12510

Clifford, A. C., Doran, C. M., & Tsey, K. (2013). A systematic review 
of suicide prevention interventions targeting indigenous peoples 
in Australia, United States, Canada and New Zealand. Bmc Public 
Health, 13(1), 1–11. https://doi.org/10.1186/1471-2458-13-463

Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A global measure 
of perceived stress. Journal of Health and Social Behavior, 24(4), 
385–396. https://doi.org/10.2307/2136404

Conybeare, D., Behar, E., Solomon, A., Newman, M. G., & Borkovec, 
T. D. (2012). The PTSD checklist-civilian version: reliability, 
validity, and factor structure in a nonclinical sample. Journal of 
Clinical Psychology, 68(6), 699–713. https://doi.org/10.1002/
jclp.21845

Cruess, D. G., Antoni, M. H., Kumar, M., & Schneiderman, N. 
(2000). Reductions in salivary cortisol are associated with mood 
improvement during relaxation training among HIV-seropositive 
men. Journal of Behavioral Medicine, 23(2), 107–122. https://
doi.org/10.1023/a:1005419917023

Davison, B., Singh, G. R., & McFarlane, J. (2019). Hair cortisol and 
cortisone as markers of stress in indigenous and non-indigenous 
young adults. Stress (Amsterdam, Netherlands), 22(2), 210–220. 
https://doi.org/10.1080/10253890.2018.1543395

Dedovic, K., & Ngiam, J. (2015). The cortisol awakening response 
and major depression: examining the evidence. Neuropsychiatric 
Disease and Treatment, 11, 1181–1189. https://doi.org/10.2147/
NDT.S62289

Department of Canadian Heritage. (2006–2012). Four Directions 
Teachings. http://www.fourdirectionsteachings.com/

Garrett, M. T., Parrish, M., Williams, C., Grayshield, L., Portman, T. 
A. A., Rivera, E. T., & Maynard, E. (2014). Invited commentary: 
fostering resilience among native american youth through thera-
peutic intervention. Journal of Youth and Adolescence, 43(3), 
470–490. https://doi.org/10.1007/s10964-013-0020-8

Gilgoff, R., Singh, L., Koita, K., Gentile, B., & Marques, S. S. (2020). 
Adverse childhood experiences, outcomes, and interventions. 
Pediatric Clinics of North America, 67(2), 259–273. https://doi.
org/10.1016/j.pcl.2019.12.001

Gracey, M., & King, M. (2009). Indigenous health part 1: determi-
nants and disease patterns. Lancet, 374(9683), 65–75. https://doi.
org/10.1016/S0140-6736(09)60914-4

Hale, G. E., & Burger, H. G. (2009). Hormonal changes and biomarkers 
in late reproductive age, menopausal transition and menopause. 
Best Practices and Research in Clinical Obstetrics and Gynaeco-
logy, 23(1), 7–23. https://doi.org/10.1016/j.bpobgyn.2008.10.001

Hancock, A. M. (2007). When multiplication doesn’t equal quick 
addition: examining intersectionality as a research paradigm. 
Perspectives on Politics, 5(1), 63–79. https://doi.org/10.1017/
S1537592707070065

Harlow, A. F., Bohanna, I., & Clough, A. (2014). A systematic review 
of evaluated suicide prevention programs targeting indigenous 
youth. Crisis-the Journal of Crisis Intervention and Suicide 
Prevention, 35(5), 310–321. https://doi.org/10.1027/0227-5910/
a000265

Hawkins, K., Reading, C., & Barlow, K. (Eds.). (2009). Our search 
for safe spaces: A qualitative study of the role of sexual violence 

1 3

606

https://www.deslibris.ca/ID/223238
https://www.deslibris.ca/ID/223238
http://dx.doi.org/10.1097/FTD.0b013e318292eb84
http://dx.doi.org/10.1097/FTD.0b013e318292eb84
http://dx.doi.org/10.1111/nyas.12781
https://www.ifpri.org/topic/food-security
https://www.ifpri.org/topic/food-security
http://dx.doi.org/10.1146/annurev.publhealth.19.1.173
http://dx.doi.org/10.1037/a0028160
http://dx.doi.org/10.1037/a0028160
http://dx.doi.org/10.1177/2325957413488186
http://dx.doi.org/10.1177/2325957413488186
http://dx.doi.org/10.3402/ljm.v9.24186
http://dx.doi.org/10.3402/ljm.v9.24186
http://dx.doi.org/10.1016/S0140-6736(09)60827-8
http://dx.doi.org/10.1046/j.1038-5282.2003.02010.x
http://dx.doi.org/10.1016/j.neubiorev.2018.09.023
http://dx.doi.org/10.1016/j.neubiorev.2018.09.023
http://dx.doi.org/10.1177/160940690900800103
http://dx.doi.org/10.1177/160940690900800103
http://dx.doi.org/10.3390/cells8101227
http://dx.doi.org/10.1111/jabr.12003
http://dx.doi.org/10.1111/jabr.12003
http://dx.doi.org/10.1177/1049732313482525
http://dx.doi.org/10.1177/1049732313482525
https://www.cmhc-schl.gc.ca/en/professionals/housing-markets-data-and-research/housing-research/core-housing-need/identifying-core-housing-need
https://www.cmhc-schl.gc.ca/en/professionals/housing-markets-data-and-research/housing-research/core-housing-need/identifying-core-housing-need
https://www.cmhc-schl.gc.ca/en/professionals/housing-markets-data-and-research/housing-research/core-housing-need/identifying-core-housing-need
https://www.cmhc-schl.gc.ca/en/professionals/housing-markets-data-and-research/housing-research/core-housing-need/identifying-core-housing-need
http://dx.doi.org/10.1111/dar.12510
http://dx.doi.org/10.1186/1471-2458-13-463
http://dx.doi.org/10.2307/2136404
http://dx.doi.org/10.1002/jclp.21845
http://dx.doi.org/10.1002/jclp.21845
http://dx.doi.org/10.1023/a:1005419917023
http://dx.doi.org/10.1023/a:1005419917023
http://dx.doi.org/10.1080/10253890.2018.1543395
http://dx.doi.org/10.2147/NDT.S62289
http://dx.doi.org/10.2147/NDT.S62289
http://www.fourdirectionsteachings.com/
http://dx.doi.org/10.1007/s10964-013-0020-8
http://dx.doi.org/10.1016/j.pcl.2019.12.001
http://dx.doi.org/10.1016/j.pcl.2019.12.001
http://dx.doi.org/10.1016/S0140-6736(09)60914-4
http://dx.doi.org/10.1016/S0140-6736(09)60914-4
http://dx.doi.org/10.1016/j.bpobgyn.2008.10.001
http://dx.doi.org/10.1017/S1537592707070065
http://dx.doi.org/10.1017/S1537592707070065
http://dx.doi.org/10.1027/0227-5910/a000265
http://dx.doi.org/10.1027/0227-5910/a000265


Journal of Behavioral Medicine (2023) 46:594–608

the New York Academy of Sciences, 1032, 258–263. https://doi.
org/10.1196/annals.1314.033

Salimetrics® (2019). Salivary a-Amylase Kinetic Enzyme Assay Kit, 
Item No. 1–1902–5.

h t t p s : / / s a l i m e t r i c s . c o m / a s s a y - k i t /
salivary-alpha-amylase-enzymatic-assay/

Salimetrics® (2021). Expanded Range High Sensitivity Salivary Cor-
tisol Enzyme ImmunoAssay Kit, Item No.1–3002. https://sali-
metrics.com/assay-kit/salivary-cortisol-elisa-kit/

Salimetrics® (2022). Collection Methods: SalivaBio Oral Swab 
(SOS). https://salimetrics.com/saliva-collection-handbook/

Sannes, T. S., Dolan, E., Albano, D., Ceballos, R. M., & McGregor, 
B. A. (2015). Stress management reduces intraindividual cortisol 
variability, while not impacting other measures of cortisol rhythm, 
in a group of women at risk for breast cancer. Journal of Psy-
chosomatic Research, 79(5), 412–419. https://doi.org/10.1016/j.
jpsychores.2015.09.012

Schumacher, S., Engel, S., Niemeyer, H., Kuster, A., Burchert, S., 
Skoluda, N., Rau, H., Nater, U. M., Willmund, G. D., & Knaevel-
srud, C. (2022). Salivary cortisol and alpha-amylase in posttrau-
matic stress disorder and their potential role in the evaluation of 
cognitive behavioral treatment outcomes. Journal of Traumatic 
Stress, 35(1), 78–89. https://doi.org/10.1002/jts.22683

Shirasaki, S., Fujii, H., Takahashi, M., Sato, T., Ebina, M., Noto, Y., 
& Hirota, K. (2007). Correlation between salivary alpha-amylase 
activity and pain scale in patients with chronic pain. Regional 
Anesthesia and Pain Medicine, 32(2), 120–123. https://doi.
org/10.1016/j.rapm.2006.11.008

Spicer, P., LaFramboise, T., Markstrom, C., Niles, M., West, A., Feh-
ringer, K., Grayson, L., & Sarche, M. (2012). Toward an applied 
developmental science for native children, families, and commu-
nities. Child Development Perspectives, 6(1), 49–54. https://doi.
org/10.1111/j.1750-8606.2011.00212.x

Stroud, L. R., Foster, E., Papandonatos, G. D., Handwerger, K., 
Granger, D. A., Kivlighan, K. T., & Niaura, R. (2009). Stress 
response and the adolescent transition: performance versus peer 
rejection stressors. Development and Psychopathology, 21(1), 
47–68. https://doi.org/10.1017/S0954579409000042

Tang, M. T., Liu, X. L., Wu, Q., & Shi, Y. (2020). The effects of cog-
nitive-behavioral stress management for breast cancer patients: 
a systematic review and meta-analysis of randomized controlled 
trials. Cancer Nursing, 43(3), 238–256. https://doi.org/10.1097/
Ncc.0000000000000804

University of Waterloo (2015). Canadian index of wellbe-
ing. Retrieved October 26, 2020 from https://uwaterloo.ca/
canadian-index-wellbeing/what-we-do/domains-and-indicators

Urizar, G. G. Jr., Yim, I. S., Rodriguez, A., & Schetter, C. D. (2019). 
The SMART moms program: a randomized trial of the impact 
of stress management on perceived stress and cortisol in low-
income pregnant women. Psychoneuroendocrinology, 104, 174–
184. https://doi.org/10.1016/j.psyneuen.2019.02.022

Vitellius, G., Trabado, S., Bouligand, J., Delemer, B., & Lombes, 
M. (2018). Pathophysiology of glucocorticoid signaling. 
Annales D’Endocrinologie (Paris), 79(3), 98–106. https://doi.
org/10.1016/j.ando.2018.03.001

Weathers, F., Litz, B., Herman, D., Huska, J. A., & Keane, T. (1993). 
The PTSD Checklist (PCL): Reliability, validity, and diagnos-
tic utility Annual Convention of the International Society for 
Traumatic Stress Studies, San Antonio, Texas. https://www.
researchgate.net/publication/291448760_The_PTSD_Checklist_
PCL_Reliability_validity_and_diagnostic_utility/link/57c71254
08ae28c01d4f7e70/download

Weathers, F. W., Litz, B. T., Huska, J. A., & Keane, T. M. (1994). 
PTSD Checklist—Civilian version. National Center for PTSD - 
Behavioral Science Division. https://www.ptsd.va.gov/

in depressive disorder. Acta Clinica Croatica, 53(1), 55–71. 
https://www.ncbi.nlm.nih.gov/pubmed/24974667

McGregor, B. A., Dolan, E. D., Murphy, K. M., Sannes, T. S., High-
land, K. B., Albano, D. L., Ward, A. A., Charbonneau, A. M., 
Redman, M. W., & Ceballos, R. M. (2015). Cognitive behav-
ioral stress management for healthy women at risk for breast 
cancer: a novel application of a proven intervention. Annals of 
Behavioral Medicine, 49(6), 873–884. https://doi.org/10.1007/
s12160-015-9726-z

McIntosh, R., Antoni, M., Seay, J., Fletcher, M. A., Ironson, G., Kli-
mas, N., Kumar, M., & Schneiderman, N. (2019). Associations 
among trajectories of sleep disturbance, depressive symptomol-
ogy and 24-hour urinary cortisol in HIV plus women following 
a stress management intervention. Behavioral Sleep Medicine, 
17(5), 605–620. https://doi.org/10.1080/15402002.2018.1435545

Mravec, B., Tibensky, M., & Horvathova, L. (2020). Stress and 
cancer. Part I: mechanisms mediating the effect of stressors on 
cancer. Journal of Neuroimmunology, 346, 577311. https://doi.
org/10.1016/j.jneuroim.2020.577311

Nater, U. M., La Marca, R., Florin, L., Moses, A., Langhans, W., 
Koller, M. M., & Ehlert, U. (2006). Stress-induced changes in 
human salivary alpha-amylase activity -- associations with adren-
ergic activity. Psychoneuroendocrinology, 31(1), 49–58. https://
doi.org/10.1016/j.psyneuen.2005.05.010

Penedo, F. J., Antoni, M. H., Moreno, P. I., Traeger, L., Perdomo, D., 
Dahn, J., Miller, G. E., Cole, S., Orjuela, J., Pizarro, E., & Yanez, 
B. (2018). Study design and protocol for a culturally adapted 
cognitive behavioral stress and self-management intervention for 
localized prostate cancer: the Encuentros de Salud Study. Con-
temporary Clinical Trials, 71, 173–180. https://doi.org/10.1016/j.
cct.2018.06.010

Phillips-Beck, W., Sinclair, S., Campbell, R., Star, L., Cidro, J., Wick-
low, B., Guillemette, L., Morris, M. I., & McGavock, J. M. 
(2019). Early-life origins of disparities in chronic diseases among 
indigenous youth: pathways to recovering health disparities from 
intergenerational trauma. Journal of Developmental Origins of 
Health and Disease, 10(1), 115–122. https://doi.org/10.1017/
S2040174418000661

Phillips, K. M., Antoni, M. H., Lechner, S. C., Blomberg, B. B., Llabre, 
M. M., Avisar, E., Gluck, S., DerHagopian, R., & Carver, C. S. 
(2008). Stress management intervention reduces serum cortisol 
and increases relaxation during treatment for nonmetastatic breast 
cancer. Psychosomatic Medicine, 70(9), 1044–1049. https://doi.
org/10.1097/PSY.0b013e318186fb27

Probst, T. M. (2003). Development and validation of the job secu-
rity index and the job security satisfaction scale: a classi-
cal test theory and IRT approach. Journal of Occupational 
and Organizational Psychology, 76, 451–467. https://doi.
org/10.1348/096317903322591587

Radloff, L. S. (1977). The CES-D scale: a self-report depression scale 
for research in the general population. Applied Psychological 
Measurement, 1, 385–401.

Redvers, N., & Blondin, B. (2020). Traditional indigenous medicine 
in North America: a scoping review. PLoS One, 15(8), e0237531. 
https://doi.org/10.1371/journal.pone.0237531

Remien, R. H., Stirratt, M. J., Nguyen, N., Robbins, R. N., Pala, A. 
N., & Mellins, C. A. (2019). Mental health and HIV/AIDS: the 
need for an integrated response. Aids (London, England), 33(9), 
1411–1420. https://doi.org/10.1097/QAD.0000000000002227

Rohleder, N., Chen, E., Wolf, J. M., & Miller, G. E. (2008). The psy-
chobiology of trait shame in young women: extending the social 
self preservation theory. Health Psychology, 27(5), 523–532. 
https://doi.org/10.1037/0278-6133.27.5.523

Rohleder, N., Nater, U. M., Wolf, J. M., Ehlert, U., & Kirschbaum, 
C. (2004). Psychosocial stress-induced activation of salivary 
alpha-amylase: an indicator of sympathetic activity? Annals of 

1 3

607

http://dx.doi.org/10.1196/annals.1314.033
http://dx.doi.org/10.1196/annals.1314.033
http://salimetrics.com/assay-kit/salivary-alpha-amylase-enzymatic-assay/
http://salimetrics.com/assay-kit/salivary-alpha-amylase-enzymatic-assay/
https://salimetrics.com/assay-kit/salivary-cortisol-elisa-kit/
https://salimetrics.com/assay-kit/salivary-cortisol-elisa-kit/
https://salimetrics.com/saliva-collection-handbook/
http://dx.doi.org/10.1016/j.jpsychores.2015.09.012
http://dx.doi.org/10.1016/j.jpsychores.2015.09.012
http://dx.doi.org/10.1002/jts.22683
http://dx.doi.org/10.1016/j.rapm.2006.11.008
http://dx.doi.org/10.1016/j.rapm.2006.11.008
http://dx.doi.org/10.1111/j.1750-8606.2011.00212.x
http://dx.doi.org/10.1111/j.1750-8606.2011.00212.x
http://dx.doi.org/10.1017/S0954579409000042
http://dx.doi.org/10.1097/Ncc.0000000000000804
http://dx.doi.org/10.1097/Ncc.0000000000000804
https://uwaterloo.ca/canadian-index-wellbeing/what-we-do/domains-and-indicators
https://uwaterloo.ca/canadian-index-wellbeing/what-we-do/domains-and-indicators
http://dx.doi.org/10.1016/j.psyneuen.2019.02.022
http://dx.doi.org/10.1016/j.ando.2018.03.001
http://dx.doi.org/10.1016/j.ando.2018.03.001
https://www.researchgate.net/publication/291448760_The_PTSD_Checklist_PCL_Reliability_validity_and_diagnostic_utility/link/57c
https://www.researchgate.net/publication/291448760_The_PTSD_Checklist_PCL_Reliability_validity_and_diagnostic_utility/link/57c
https://www.researchgate.net/publication/291448760_The_PTSD_Checklist_PCL_Reliability_validity_and_diagnostic_utility/link/57c
https://www.ptsd.va.gov/
https://www.ncbi.nlm.nih.gov/pubmed/24974667
http://dx.doi.org/10.1007/s12160-015-9726-z
http://dx.doi.org/10.1007/s12160-015-9726-z
http://dx.doi.org/10.1080/15402002.2018.1435545
http://dx.doi.org/10.1016/j.jneuroim.2020.577311
http://dx.doi.org/10.1016/j.jneuroim.2020.577311
http://dx.doi.org/10.1016/j.psyneuen.2005.05.010
http://dx.doi.org/10.1016/j.psyneuen.2005.05.010
http://dx.doi.org/10.1016/j.cct.2018.06.010
http://dx.doi.org/10.1016/j.cct.2018.06.010
http://dx.doi.org/10.1017/S2040174418000661
http://dx.doi.org/10.1017/S2040174418000661
http://dx.doi.org/10.1097/PSY.0b013e318186fb27
http://dx.doi.org/10.1097/PSY.0b013e318186fb27
http://dx.doi.org/10.1348/096317903322591587
http://dx.doi.org/10.1348/096317903322591587
http://dx.doi.org/10.1371/journal.pone.0237531
http://dx.doi.org/10.1097/QAD.0000000000002227
http://dx.doi.org/10.1037/0278-6133.27.5.523


Journal of Behavioral Medicine (2023) 46:594–608

postmenopause: observations from the seattle midlife women’s 
Health Study. Menopause-The Journal of the North American 
Menopause Society, 16(4), 708–718. https://doi.org/10.1097/
gme.0b013e318198d6b2

Yiallouris, A., Tsioutis, C., Agapidaki, E., Zafeiri, M., Agouridis, A. 
P., Ntourakis, D., & Johnson, E. O. (2019). Adrenal aging and 
its implications on stress responsiveness in humans. Frontiers 
in Endocrinology (Lausanne), 10, 54. https://doi.org/10.3389/
fendo.2019.00054

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations. 

Weinstein, T. L., & Li, X. (2016). The relationship between stress and 
clinical outcomes for persons living with HIV/AIDS: a system-
atic review of the global literature. Aids Care, 28(2), 160–169. 
https://doi.org/10.1080/09540121.2015.1090532

Williams, D. R. (2018). Stress and the mental health of populations 
of color: advancing our understanding of race-related stressors. 
Journal of Health and Social Behavior, 59(4), 466–485. https://
doi.org/10.1177/0022146518814251

Woods, N. F., Cray, L., Mitchell, E. S., & Herting, J. R. (2014). Endo-
crine biomarkers and symptom clusters during the menopausal 
transition and early postmenopause: observations from the seattle 
midlife women’s Health Study. Menopause (New York, N.Y.), 21(6), 
646–652. https://doi.org/10.1097/GME.0000000000000122

Woods, N. F., Mitchell, E. S., & Smith-DiJulio, K. (2009). Cor-
tisol levels during the menopausal transition and early 

1 3

608

http://dx.doi.org/10.1097/gme.0b013e318198d6b2
http://dx.doi.org/10.1097/gme.0b013e318198d6b2
http://dx.doi.org/10.3389/fendo.2019.00054
http://dx.doi.org/10.3389/fendo.2019.00054
http://dx.doi.org/10.1080/09540121.2015.1090532
http://dx.doi.org/10.1177/0022146518814251
http://dx.doi.org/10.1177/0022146518814251
http://dx.doi.org/10.1097/GME.0000000000000122

	The impact of a stress management intervention including cultural components on stress biomarker levels and mental health indicators among indigenous women
	Abstract
	Background
	Materials and methods
	Study design
	Study population
	Intervention
	Biomarkers
	Mental health
	Other variables
	Statistical analyses

	Results
	Baseline study participant characteristics
	Stress biomarkers
	Psycho-social measures

	Discussion
	Conclusion
	References


