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Abstract

Community-university teams investigated substance use, abuse, and dependence (SUAD) and 

related concerns, needs, strengths, and resources in four Washington State Tribal communities. 

153 key community members shared their perspectives through 43 semi-structured interviews and 

19 semi-structured focus groups. Qualitative data analysis revealed robust themes: prescription 

medications and alcohol were perceived as most prevalent and concerning; family and peer 

influences and emotional distress were prominent perceived risk factors; and SUAD intervention 

resources varied across communities. Findings may guide future research and the development of 

much needed strength-based, culturally appropriate, and effective SUAD interventions for 

American Indians, Alaska Natives, and their communities.
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“We have a strong sense of identity and a lot of strong cultural values that still exist. 

There are good, caring, generous, hardworking people here…we can overcome our 

problems. And we can become more healthy and make sure that our kids and our 

grandkids have a good place to live.” (Community member/young leader from the 

current study)

Introduction

Substance use, abuse, and dependence (SUAD) can be harmful and concerning in many 

American Indian and Alaska Native (AIAN) communities in the Pacific Northwest (PNW). 
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Effectively addressing AIAN SUAD may require additional awareness and understanding of 

current SUAD and related concerns, tribal community diversity, and appropriate research 

methods. Moreover, the literature suggests that addressing AIAN SUAD may best begin 

within each community with a primary focus on community- and culture-based strengths 

and on supporting health rather than treating problems (Basto, Warson, & Barbour, 2012; J. 

Y. Caldwell et al., 2005; Cochran et al., 2008; Echo-Hawk, 2011; Fisher & Ball, 2005). Such 

approaches may diverge from general population-validated treatments and underscore the 

importance of recognizing and understanding local challenges, and utilizing local 

knowledge, expertise, and other resources to build wellness. AIAN communities can, and 

do, guide the most appropriate, meaningful, and helpful solutions to address SUAD and 

related concerns (Dickerson & Johnson, 2011; Echo-Hawk, 2011; Fisher & Ball, 2005).

In general, AIANs experience several health disparities when compared to other Americans, 

including chronic disease (e.g., diabetes, heart disease, cancer), infant mortality, injuries, 

lower life expectancy, and higher rates of SUAD (Indian Health Service, 2013). Although 

health disparities vary among AIAN communities, SUAD disparities have been identified in 

national (Compton, Thomas, Stinson, & Grant, 2007; Office of Applied Studies, 2007a), 

rural and reservation (Nancy Rumbaugh Whitesell et al., 2007), and urban studies (Castor et 

al., 2006). For example, recent national epidemiological data suggest higher rates of past-

year substance use disorders among AIANs (Office of Applied Studies, 2007b) and greater 

rates of abuse and dependence (Compton et al., 2007) compared with the broader U.S. 

population. In addition, AIAN youth may be at higher risk for earlier initial alcohol/drug use 

and higher rates of use (Beauvais, Jumper-Thurman, & Burnside, 2008; Hawkins, Cummins, 

& Marlatt, 2004) and may experience disproportionately higher levels of prolonged use and 

associated negative consequences (Barlow et al., 2012; Novins D. K. & Indian Adolescent 

BA, 2004; Whitbeck, Yu, Johnson, Hoyt, & Walls, 2008). Furthermore, SUAD related health 

and social consequences include higher rates of morbidity and mortality due to illness and 

disease, injuries, suicide and homicide, and other health, social, and economic challenges 

(Compton et al., 2007; Hasin, Stinson, Ogburn, & Grant, 2007; Indian Health Service, 2011; 

N R Whitesell, Beals, Crow, Mitchell, & Novins, 2012).

SUAD and related consequences are not, however, experienced equally by AIAN individuals 

and communities. National or even regional data do not adequately describe all AIAN 

communities and may lead to incorrect assumptions. As an illustration, 78% of AIANs live 

in urban and suburban settings (US Census Bureau, 2011); however, most AIAN research 

represented in the literature has been conducted in reservation and rural settings. Moreover, 

many AIANs are healthy and do not use substances (Hasin et al., 2007; Office of Applied 

Studies, 2007a; Spicer et al., 2003). Neither AIAN SUAD nor non-use is well represented in 

the literature, and more research in urban and suburban settings is needed.

In addition, AIAN community and cultural diversity present both a challenge and an 

opportunity because information may not neatly generalize across tribal communities and 

the reservation, rural, and urban settings in which AIANs live. In Washington State there are 

29 federally recognized Tribes, six Recognized American Indian Organizations (primarily 

serving Urban Indians), and several unrecognized Tribes with varying histories, acculturative 

orientations, strengths, and challenges (including SUAD). Adequately addressing AIAN 
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SUAD disparities may require both an awareness of potential commonalities among AIANs 

(e.g., historic, social, economic, political), and a better understanding of: unique, 

community-specific SUAD and non-use; the current and historical contexts in which these 

occur; and local risk and protective factors. AIAN Tribal communities share characteristics 

that differ from non-AIAN communities (e.g., traumatic histories post-contact, status as 

sovereign nations, ties to land and natural resources, language, and reverence for culture, 

Elders, children, and future generations). However, each AIAN community is unique and 

thus they also differ from one another. Unfortunately, approaches to addressing SUAD for 

AIANs often have not taken these factors into account and have usually applied 

interventions and treatments developed with primarily non-AIAN samples. As a result, they 

have not been culturally tailored, holistic or adequately demonstrated to be effective with 

AIANs (Indian Health Service, 2006; Office of Inspector General, 1992).

Finally, research within AIAN communities requires a respectful, appropriate, community-

specific approach. Community Based Participatory Research (CBPR) and Tribal 

Participatory Research (TPR) have the potential to increase community and researcher 

understanding of research questions and issues and to enhance researchers’ understanding of 

community research priorities and needs (Israel, Schulz, Parker, & Becker, 2000; 

Rosenstock, Hernandez, & Gebbie, 2003; L. R. Thomas, Donovan, & Sigo, 2010). TPR 

further guides specific protocols for working with Tribal communities as unique, self-

governing, sovereign nations (P. A. Fisher & T. J. Ball, 2003). CBPR and TPR emphasize 

investigator-community collaboration in designing health disparities and health promotion 

studies that address questions of high importance to the community (J. Y. Caldwell et al., 

2005; Cashman et al., 2008; Christopher, Watts, McCormick, & Young, 2008; Cochran et 

al., 2008; L. Thomas, Rosa, Forcehimes, & Donovan, 2011). CBPR and TPR facilitate 

community participation and meaningful interpretation, dissemination, and adoption of 

study findings (Cashman et al., 2008; P. Fisher & T. Ball, 2003; Minkler & Hancock, 2008), 

all important components to effectively address SUAD.

Furthermore, for some research questions, qualitative or mixed methods approaches might 

be considered more respectful and acceptable for working with AIAN communities than 

purely quantitative approaches (J. Caldwell et al., 2005; Fisher & Ball, 2005). Qualitative 

research enables creative studies that can be designed to best answer research questions 

within unique community contexts. Multiple sources of data provide validation of the 

information and enrich a more complete picture (Charmaz, 2006; Corbin & Strauss, 2008), 

and interviews and focus groups have been widely used with success in AIAN communities 

(Mail, Hawkins, Radin, & Goines, 2006; Momper, Delva, & Reed, 2009; Strickland, 1999). 

Respectful researchers recognize community members’ experiences and perspectives, 

expertise, and Tribal or indigenous ways of knowing as valuable resources for creating 

effective, culturally appropriate interventions and programs (Cochran et al., 2008; Fisher & 

Ball, 2005; L. R. Thomas et al., 2010). Approaches to AIAN wellness and healing/recovery 

related to SUAD also benefit from a strength-based focus on resiliency and cultural and 

community resources (McCubbin, 1998; Mohatt et al., 2004; L. R. Thomas, Donovan, Sigo, 

Austin, & The Suquamish Tribe, 2009).
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Current Study

The current study was an initial step to begin to learn about current SUAD and related 

concerns, needs and resources in some Washington State (WA) Tribal communities, and to 

continue to build trust and develop relationships and research partnerships with WA Tribal 

communities. The study was conceived in response to anecdotal reports and increased 

concerns that methamphetamine was on the rise in many AIAN communities, including 

those in WA. This prompted the National Institute on Drug Abuse’s (NIDA) National Drug 

Abuse Treatment Clinical Trials Network (CTN) to fund five exploratory/developmental 

studies across the United States to investigate current methamphetamine and other substance 

abuse (L. Thomas et al., 2011). The study was expanded beyond its original focus on 

methamphetamine since it was clear then that while methamphetamine continued to be a 

major concern, the most frequently reported substance at treatment admissions was alcohol 

(Washington State Division of Alcohol and Substance Abuse, 2005) and there was also 

growing concern about prescription opiate use and abuse in AIAN communities (Akins, 

Mosher, Rotolo, & Griffin, 2003; Beals et al., 2005; Forcehimes et al., 2011; Momper, 

Delva, & Reed, 2011; Office of Applied Studies, 2003, 2007a).

The present study sought information from members, treatment providers, Tribal leaders, 

and persons in recovery in four AIAN communities to: 1) develop qualitative descriptions of 

community perceptions about health problems related to methamphetamine use, other illicit 

substances, and alcohol; 2) identify issues of particular concern among staff who provide 

treatment to AIANs for methamphetamine and other substances in Tribal and/or urban 

treatment programs; 3) determine the perceived nature, extent, and relative patterns of 

alcohol and other drug use and their impacts on areas of life function such as medical, legal, 

social, familial, psychological, economic, educational, and vocational; 4) better understand 

the strengths, resiliencies, and local expertise and resources that exist in these communities 

to address concerns; and 5) learn about personal experiences with drug use and treatment, 

including what might be most helpful or important in overcoming SUAD and what role 

culturally relevant traditions and values play in treatment and recovery. Here we present the 

study’s primary findings.

Method

Community Collaboration

Community recruitment proceeded from early 2008 through 2009. Researchers initially 

contacted and discussed research ideas and collaboration possibilities with key contacts and 

community leaders such as health directors, clinic managers, and research directors in seven 

WA Tribal communities. We learned of each community’s specific research engagement, 

review, and approval processes. Communities were at varying levels of readiness to 

participate in this study within the funded time frame, resulting in the formation of research 

partnerships with four Tribal communities in western WA. All communities initially chose 

not to be identified in study reports or publications; therefore, only general information 

about them is shared in this article.
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The four communities are primarily reservation based with Tribal enrollments ranging from 

about 900 to over 3500 members. They are located throughout western WA in rural and 

urban locations with some access to bodies of water for fishing and other traditional 

subsistence, and cultural practices. Some Tribal economies benefit from fishing, timber, and 

a variety of retail, entertainment, and tourism business enterprises. However, not unlike 

national rates (U. S. Census Bureau, 2007), poverty and unemployment are prevalent in 

these and other AIAN communities compared to the general U.S. population. Furthermore, 

communities’ health care needs exceed current IHS funding, which has been nationally 

estimated to cover only about 55% of AIANs’ health care needs (Indian Health Service, 

2010).

In forming the research partnerships, Tribal governments in each community authorized the 

research to proceed, and Tribal health boards and legal departments guided and documented 

the partners’ roles, responsibilities, and data ownership and use agreements through formal 

memoranda of understanding. Each community designated members to form a Community 

Advisory Board (CAB) and participate in the research planning, protocol development, 

interpretation of research findings, and review and approval processes. University 

researchers and CABs worked together to design community-specific research plans and 

protocols which were then reviewed by the University’s Institutional Review Board (IRB). 

One community also chose an IHS IRB to review research plans and oversee research 

conduct.

Formal and informal researcher time in the four communities has also been vital to the 

collaborations’ success. As important as study-focused visits, researchers attended (and 

continue to attend) community events such as cultural dinners, planning meetings, Elders’ 

lunches, and Tribal celebrations as participants and as helpers/volunteers. This helps to 

develop personal and professional trust and relationships, demonstrates interest in and care 

for the community that extends beyond research, facilitates communication and progress, 

and is one of the most rewarding and enjoyable parts of the process.

Interview and Focus Group Questions

Interview and focus group questions were developed with CABs. Questions were similar 

across the four WA communities with only minor word modifications. A few questions were 

added for interviews with individuals in SUAD treatment and/or recovery in one community. 

Questions targeted: general community characteristics, including strengths; perceived 

current substances of use/abuse and concern; impacts of substance use/abuse/chemical 

dependency; factors contributing to substance use/abuse; current prevention efforts and 

resources; current treatment resources, effectiveness, and accessibility/availability; strengths 

and local expertise; and the role of Tribal/Native/community culture in prevention and 

treatment. CABs chose to phrase elicitations as “please tell us what you know/think about 

____” to draw out personal perspectives instead of what might be perceived as “right,” 

“correct,” or “common knowledge.”

Interviews and focus group questions were semi-structured with primary, open-ended 

questions and optional follow-up questions. In practice, follow-up questions were usually 

asked. Interview/group questions are presented in Table 1, and additional questions for 
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individuals who were recruited because they were in SUAD treatment at the time of the 

study are presented in Table 2. Targeted numbers of interviews and focus groups for each 

community ranged from 10–20 interviews and 4–12 focus groups as recommended by each 

community’s CAB.

Participant Recruitment

Recruitment procedures were almost identical across communities. CABs nominated and 

approved study participant invitees, including primarily AIAN community members who 

were health/wellness/social service providers, Elders, spiritual leaders, community and 

Tribal leaders, educators, members of the clergy, persons in recovery, law enforcement 

officers, and other concerned community members. A few persons self-nominated by 

responding to flyers, word of mouth, and other forms of community notification. Once the 

nominations were given to a researcher/recruiter, each participant’s identity was confidential 

between participant and researcher (i.e., could be shared with others by the participant but 

not the researcher).

A university researcher spoke by phone or in person to each invitee/interested person and 

described the study, provided an invitation letter, study description, Information Statement, 

and the interview or focus group questions. The researcher reviewed the Information 

Statement with invitees, answered questions, obtained verbal consent, and scheduled a 

private, one-on-one interview or focus group with those choosing to participate. Focus 

groups included same-type (e.g., all health care providers) and mixed participants (e.g., 

Elders, leaders, and other community members). Interviews were available for individuals to 

share their perspectives privately and/or to allow more time to share. When recruiting 

persons who were in chemical dependency (CD) treatment in one community, CD 

counselors privately obtained interested clients’ names and then provided these to a 

researcher/recruiter for the private recruitment process. The three other communities chose 

not to include active CD treatment clients.

Participants

Overall, 43 interviews and 19 focus groups were conducted with a total of 153 participants 

across the four WA State communities, as shown in Table 3. Participants were primarily 

AIAN community members (i.e., residing and/or working within the community), although 

some participants were non-AIAN. All ranged from recent to life-long involvement with the 

community. To support anonymity and protect privacy, participants’ demographic 

information was not formally collected; however, payment records indicated that 97 women 

(63%) and 56 men (37%) participated.

Data Collection

Data collection took place between November 2009 and May 2010. The vast majority of 

interviews occurred in each interviewee’s respective community, with rare exceptions by 

telephone. All focus groups were held in participants’ communities. The same university 

researcher conducted all interviews and focus groups, and most groups were co-facilitated 

by a CAB member or CAB-designated community member. Facilitators audio-recorded 

discussions with all participants’ permission (no one declined) and kept handwritten notes. 
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Interviews/groups were primarily held in community buildings and meeting spaces to 

maximize participant comfort and privacy. Each participant received a $25 gift card or 

check.

Participants appeared to share their perspectives openly and willingly. Interviews averaged 

one hour and focus groups lasted two hours, resulting in roughly 75 hours of audio 

recordings. Recordings were transcribed verbatim by a researcher or a hired transcriptionist 

and transcripts were carefully reviewed by researchers to remove person and community 

identifying information. Interviewees received their own transcripts to review and were 

given the opportunity to make revisions; 13 did so. Audio-recordings were destroyed to 

protect participants’ identities.

Data Analysis

There are many ways to utilize qualitative data (Creswell, 2009). Our aim was not to develop 

theory but rather to explore and document descriptions of communities. Therefore, we chose 

a process of coding, memoing, second-coding, refining codes, summarizing primary themes 

along with illustrative quotations in reports, and sharing draft and final reports with CABs 

for their validation and input.

At the end of data collection, saturation had been reached and new cases did not provide new 

information (Corbin & Strauss, 2008). We organized, managed, coded, analyzed, and 

interpreted the large volume of text using qualitative data analysis software, ATLAS.ti 6 

(Friese, 2011). Although each community’s data were analyzed and disseminated separately 

for their own use, one code list was developed using all communities’ data. The initial code 

list contained over 200 codes developed through a process of line-by-line “free coding” of 

words, phrases, sentences, and paragraphs by one researcher/coder to encompass any 

information that was relevant and/or could be meaningful to include in reports to 

communities, and by keeping notes or memos about themes and interesting or unusual 

information found within the data.

Further code list development took place among multiple coders through a process of 

independent coding, coding comparisons, discussions, and code refinement. One researcher 

coded all transcripts and four research assistants coded several transcripts each. Information 

and themes that were most strongly represented in the data resulted in nine broad categories 

(Table 4) with a number of sub-codes within each (e.g., Table 5), resulting in 69 different 

codes. Codes were developed to identify distinct information and quotations within the 

transcripts. Each code combined a primary/broad category code and a sub-code. For 

example, when participants shared historical community information the code assigned was 

“community history.” Furthermore, a single quotation could be coded several times, thus 

overlapping codes. A code book containing code descriptions and coding guidelines helped 

to standardize the process among coders. Codes were shared with each community for 

validation.

Although quantitative reliability checks are not necessarily appropriate for qualitative data 

(Sandelowski, 2001), we chose to further evaluate our codes, coding system, and reliability 

between coders by randomly selecting and comparing the detailed, line by line coding 
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between coders across 17 transcripts. We used a simplified reliability formula with the 

number of coding instance agreements divided by the number of agreements added to 

disagreements (Miles & Huberman, 1994). The formula does not account for the probability 

of coders choosing the same code by chance because the probability of choosing the same 

code by chance alone would have been very small or insignificant due to the large number of 

codes in the list. The range of reliability percentages across the 17 code-comparison 

transcripts was 59.46% to 86.57%, with a mean of 74.86%.

Results

Primary themes across the four participating WA communities and notable differences 

between them are summarized here with integrated quotation exemplars to communicate 

information in participants’ words. Community CABs or publication committees reviewed 

and approved this paper, its contents, and its interpretations.

Community and Culture

Community and culture were closely related with themes overlapping both. Participants 

primarily emphasized community and cultural strengths, but also shared challenges. They 

described their communities and people as family-based, “very closely bonded,” 

“interconnected,” supportive, caring, positive, and progressive. Extended families include 

those living in the household, secondary social support, extended family, and close friends. 

Extended families form the “social fabric” of the communities where “family connects 

everybody and everything and everything eventually boils down to family issues.” Tribal and 

community cultures and traditions are interwoven throughout daily life with regular 

community gatherings that “unite” and “bring people together.” Participants attributed their 

“sharing, caring, loving, and giving” among extended family and community members, their 

“nature to help their families and people in need,” and their strong connection to the Tribe to 

how they have historically “helped each other survive, as a whole” amid the challenges, 

hardships, and traumas that their Tribes have endured. As one participant stated, “I can’t 

even begin to put words on what the Euro-Americans did to the Native people. And that, [in] 

one way, shape, or form, I think plays out and plays into every Native American person 

walking the streets, whether they realize it or admit to it or not.”

Participants also noted cultural changes over time where communities have “lost the 

community feel” and shifted into more of a “nuclear family” environment with less free-

flowing communication and loss of the prominent roles of Elders. They reported, “culturally 

we’ve been making a really big, a strong effort, I guess a comeback effort” in order to “make 

sure that we don’t lose that culture and the language…that keeps our people one and keeps 

us whole, and…that we remain the people that we’re intended to be.” According to 

participants, returning to cultural ways, reclaiming lost and stolen cultures, and renewing 

cultures and traditions has the power to heal and strengthen individuals and communities 

through a sense of connection, positive identity, spirituality, and a healthy way of living, 

particularly for younger and future generations. As one person stated, “It’s a healing - like a 

healing process of removing the old bad spirit and replacing it with something good.”
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Participants further expressed appreciation of current community progress and hope for 

better futures. Many stated that they have strong leaders and positive role models who 

actively support health and wellness priorities, community unity, and individual 

accomplishments and contributions: “The opportunities are there to improve yourself and 

your life and not just kind of float through it. They really are pushing for people [to] ‘Be all 

you can be.’ Be it help with drugs and alcohol or help with educational opportunities.”

Current Drug/Alcohol Concerns and Challenges

“I think the substance abuse is the number one threat to the Tribe as being a cultural nation, 

because if we get so many of our population ‘checked out,’ then they’re alive but they’re 

really dead inside.” (Community member/health care provider)

Participants consistently stated that SUAD are some of the most challenging, concerning, 

and difficult problems in their communities, and there was little variability in the reported 

substances of primary concern for each community. Prescription medications, primarily 

opioid pain medications such as oxycontin and methadone, were perceived as the most 

alarming and concerning in all communities: “It has affected every family in one way or 

another, and has been very devastating.” Alcohol was identified as most prevalent and 

viewed as less damaging than prescription medications in the short-term, but potentially 

more damaging long-term. Methamphetamine was reported to still be present in all 

communities, but not as prevalent as in the past, with the exception of one community where 

participants felt it ranked about equal with alcohol as a concern: “Meth didn’t go away 

completely.” Marijuana was a concern but mentioned less often and with less emphasis: “A 

lot of people don’t mention marijuana because…it’s used so widely that everybody thinks, 

‘Well, that’s not a drug, it’s just what we do.’” Lastly, a noticeable perceived increase in 

heroin use was reported and other substances or addictions were occasionally mentioned, 

such as tobacco, cocaine, inhalants, hallucinogens, and gambling.

Participants also shared SUAD-related concerns. They reported a lack of understanding and 

misperceptions about prescription medications safety and poly-drug use, which may 

contribute to overdose potential. In addition, communities and providers are carefully 

guarding against misuse and abuse of prescription medications, but this may create 

difficulties for those individuals who genuinely need adequate pain management.

More generally, participants referred to an escalating severity of SUAD and related negative 

consequences, and an increasingly medication-oriented society: “But that’s the thing that’s 

changed, you know, is that people are stealing, people are dying” and, “The whole societal 

norm is changing. If you’ve got a headache, take this. If you’ve got a stomach ache, take 

this…think of how they market to our children.” Concerns about children were often 

mentioned, such as younger ages at first substance use, sometimes within families: 

“Children with their parents and their parents’ parents…it’s normal in their home…to do 

some kind of drug.” Finally, participants expressed a need for concurrent SUAD and mental 

health treatment, as relapse is common.
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Drug/Alcohol Availability and Accessibility

Participants reported that drugs and alcohol are easily accessible and available and there are 

a “variety of ways” to obtain them. “People will go to something that is readily available and 

reasonably inexpensive.” Drugs are reportedly obtained from friends, peers, and family 

members through sharing, purchase, or theft. Also, persons from outside the community 

bring substances in to sell/distribute, sometimes with the intent of setting up long-standing 

distribution: “It’s profitable for people to handle it, and that makes it very accessible.” 

Substances might be more accessible in communities that are closer to major metropolitan 

areas; however, even in remote, less accessible areas “they find a way in” (e.g., by boat). 

According to participants, Prescription medications may be obtained from multiple 

providers, emergency rooms and the internet, and when a Prescription medications drug 

source “dries up” some seek “cheaper” heroin. Finally, participants shared concern about 

how obtaining substances, especially Prescription medications, can harm vulnerable people 

and drug seekers: “We’re seeing evidence of…Elder abuse around drugs and getting access 

to them, whether it’s stealing money or the actual drug itself;” and, “They will hurt 

themselves to get the pain pills. I have even heard of somebody pulling their teeth.”

SUAD Harms and Impacts

Participants primarily emphasized SUAD harms to families and children. SUAD creates a 

difficult environment for generations of family members through the absence of healthy 

parenting; reduced care, support, and opportunities for children; fetal alcohol (and other 

drug) effects; lack of healthy/positive role models; exposure to SUAD; and compromised 

futures. As one person stated, “I think there’s the disruption in the social system where 

children and families don’t get to be children and families because of the abuse of 

substances.”

Whole communities may also suffer the consequences of SUAD, including “breakdown” of 

culture and wellbeing. As one participant stated, “I think it contributes a lot more than we’d 

like to think it does to a general feeling of depression.” Another participant shared, “Well, 

culturally, it’s not being passed on. Like what our Elders are trying to teach those kids, 

they’re not learning…they are not being taught what they should be taught, culturally, 

mentally...just being Native.” Furthermore, SUAD strains relationships and erodes trust 

when “people become frustrated by not knowing what to do and how to help.” SUAD diverts 

resources away from other community needs, and impedes community progress: “The health 

of the community is undermined and sabotaged because the healing that the whole 

community needs isn’t happening.”

Harms at the individual level were primarily described in terms of consequences for families 

and community, as those who experience the medical/physical, psychological, and other 

effects of their addiction are compromised in their ability to be productive, contributing 

members. Some effects on individuals are more obvious, such as compromised physical 

health. Other perceived effects are less straightforward and may impact a person at a deeper 

level, such as poor mental health, separation from family and traditional/Tribal culture and 

spirituality, and low self-esteem. As a participant shared, “It demoralizes you. It separates 
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you from who we’re supposed to be in the Creator’s eyes and we don’t make proper 

decisions for us or our families. And we get away from our spirituality.”

Why People Use/Abuse Substances

Participants shared what they believe are the most influential factors that contribute to 

SUAD in their communities. Solid themes emerged across communities with minor 

variations. In the three smaller, reservation based communities, participants spoke most 

often about the influences of families and peers on SUAD and second most often about 

substance use as a way to change feelings (e.g., “escape,” “cope,” “feel good”). In the larger, 

more dispersed, non-reservation community, changing one’s feelings was most often shared 

as the primary factor leading to SUAD, with family and peer influences discussed second 

most often. In addition, many participants talked about the complexity and multiple causes 

of SUAD, their overlap, and their links with other risk (and protective) factors.

According to participants, SUAD within some families may be “the norm” and become 

“cyclically reoccurring generational activity; kids saw their parents do a lot of this, so 

modeling behavior.” In addition, “because [the community] is small, usually it is family 

members who use together. It’s not like it’s a friend that you can get rid of, it’s your family.” 

Family instability, problems, and disputes were also reported contributors to SUAD. 

Furthermore, peers influence SUAD in similar and powerful ways. Participants reported that 

individuals want to belong or “fit in” and, therefore, adopt friends’ behaviors. In addition, 

many participants spoke of strong, overt pressure from others to use that may be particularly 

difficult for those trying to abstain.

SUAD was also often reported to be a way to change one’s feelings or to cope with 

depression, negative feelings, and other mental health challenges, to “escape” or “avoid” 

pain, to “not feel,” or to “feel good.” As one participant described, “They want to escape 

reality and this gives them the ability to escape their feelings, their emotions, and never have 

to deal with them.” It was commonly perceived that SUAD results from “undiagnosed 

mental health…because they begin to start using at a very young age, to self-medicate.” 

Many participants also referred to SUAD as something to fill a “void” or “emptiness,” or to 

compensate for “something that is missing.”

Participants generally declared that the same influences/risks for SUAD in the general 

population also apply to AIAN people. However, many noted that AIANs have 

disproportionately experienced racism, historical trauma, hardships, and losses that have led 

to greater vulnerability to SUAD, depression, shame, guilt and anxiety for some AIANs. As 

one participant explained, SUAD is a way “To escape their pain… there’s so much historical 

trauma, generational trauma. Then we go to what do we learn in our family? What do we 

see? It’s just generation, after generation, after generation…because that pain is so intense.” 

Another stated, “It’s like it’s not a fair hand, like you get dealt this bad hand.”

Community factors may also contribute to SUAD, according to participants. These include 

living in a small, close knit community with easy access to substances, exposure to others’ 

use of substances, the “pervasiveness” of SUAD, an abundance of shared community grief 

and loss, and limited opportunities (primarily for employment). In addition, especially in the 
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smaller communities, participants explained that the Tribal value of not “turning your back 

on your family” might translate into “denial” of a loved one’s situation or “enabling” 

continued SUAD once it has begun. As one mother shared, “I had my son tell me, ‘You 

don’t love me. You don’t care about me. You don’t care about my kids.’ Mmm – It hurt! But 

I had to take it and stay strong and not enable him, because I wouldn’t give him money.”

Finally, participants described SUAD as progressive, often beginning with experimentation 

and casual use, and “then you become addicted.” They also conveyed that there is “any 

variety of reasons” in multiple combinations that might contribute to SUAD and one might 

not be able to ascertain what they all are. One person described the elusive nature of causes: 

“You can be from a home where you have both parents there. They’re working, they’re 

providing a good home, and the kid can still get into the prescription abuse.”

Prevention, Treatment and Recovery

The four communities were less similar in participants’ perceptions and reports of their 

community’s existing SUAD prevention, treatment/recovery services, and related resources.

Prevention—SUAD prevention was highly valued in all communities: “I think that if you 

can prevent contact with substance abuse it’s far more effective than any level of treatment.” 

However, some participants readily commended their community’s prevention efforts, while 

others simply stated that they were aware of some prevention efforts. Likewise, some 

participants felt that their communities were doing all that they could in terms of prevention, 

while others had several suggestions for improvement.

The most often reported and valued prevention efforts included community, Tribal, and 

family support and involvement for health/wellness and “rallying around those people that 

are having problems with drug and alcohol abuse.” Also, building self-esteem, positive 

identity and pride through “clean and sober” community/Tribal culture, traditions, and 

related opportunities, events, and activities were highly touted: “I think the more that you 

can teach kids about history and culture helps them figure out their role here in our 

community. And I think, when they figure out how much they’re relied upon…counted on…

watched…and expected to learn and to contribute, that’s good prevention.” Participants also 

praised positive and respectful general and SUAD-related education and youth recreation 

and prevention programs. Positive role models, churches and spirituality, and drug court 

were also reported to be helpful for prevention.

Regarding prevention challenges, some reported that prevention might not be well 

understood, and there is a need for funding and other resources to build prevention 

programs, teach healthy life skills, and work with families. In addition, Prescription 

medications abuse presents a special challenge since Prescription medications are also used 

to legitimately treat pain. Participants reported that communities are addressing this 

challenge with better communication between Tribal health programs, providers, and 

prescribers. In addition, health clinics establish pain contracts with patients, prescribe more 

carefully, educate patients, and offer alternative pain management therapies.
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Treatment and recovery—Variation also existed in reported treatment/recovery options, 

services, and resources across the communities. Some variability was related to individual 

participants’ awareness, expectations, and opinions about existing resources; however, 

community location and economic resources contributed greatly to these differences. Some 

participants praised their community’s SUAD treatment programs, services, and staff. The 

most valued components included accessibility, supportive providers, individualized 

approaches, positive cultural activities, helpful group therapy, attention to the “whole 

person,” and communication and coordination between programs and departments. These 

participants felt fortunate to have resources available to them and some recognized that 

resources differed among communities. In other communities, participants reported that 

individuals often must go outside of the community for intensive treatment (no inpatient 

services existed in any of the four communities), and they identified a great need for in-

community care and sober housing for individuals returning from intensive programs.

Many of the reported primary treatment/recovery supports and resources were not part of 

established programs; however, most participants thought that true, healthy recovery without 

some sort of formal treatment was not possible. Important components of successful 

recovery were thought to include accessible, individualized services/programs with caring, 

skilled, and culturally competent staff and programs that include Tribal culture (e.g., 

language, ceremonies, drumming, sweat lodge, beading, traditional ways of healing, and 

cultural values). Involving families in the treatment/recovery process was also thought to be 

important “because the disease is not just the person, it affects the entire family” and they 

can learn healthy life skills together. Similarly, community involvement fosters a more 

encompassing healing environment. Participants also felt that good communication among 

various programs contributes to smooth provision of services. Additional aids to recovery 

included sharing one’s story, 12-step programs, positive role models and mentors, finding 

meaning in life, spirituality, and involving Elders.

Participants also shared challenges related to treatment and recovery within their 

communities. Treatment services can be difficult to access and some participants reported 

that not everyone has equal access to treatment or the resources to pay for it. Participants felt 

that communication and coordination between health/service programs is improving, but is 

not what the various programs hope it could be, and different programs’ primary goals might 

be at odds. For example, a family services program returns a child to a parent who is in 

SUAD treatment before treatment providers believe their client is ready to parent again. 

Participants also reported their belief that treatment will not benefit an individual who is not 

“ready” and/or whose home environment does not support recovery. Finally, treatment 

programs were seen as often having high staff turnover, individuals do not have supportive 

recovery housing post-inpatient treatment, and some people lack awareness of the 

community’s treatment/recovery resources.

Individual experiences with treatment and recovery—As only one community 

requested that persons currently in SUAD treatment be included in the study, only four such 

persons were interviewed about their personal experiences with treatment and recovery. The 

information they shared was consistent with other participants’ reports and they also 

introduced novel and insightful ideas. They reported that their desire to keep family and peer 
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relationships intact either influenced them to continue or to stop use, depending on the 

health and wellness of their family members or friends (e.g., whether they used substances). 

Interviewees also reported that they had had significant hardships in their lives, including a 

history of abuse, as well as the deaths of many people close to them. Substance use 

reportedly guarded them from negative feelings and emotions. Barriers to entering treatment 

and what was most difficult during treatment and throughout recovery primarily included 

personal challenges. These included low self-worth, “not wanting to feel anything,” viewing 

asking for help as a “weakness,” being physically unhealthy, not feeling ready to change, 

and cravings/urges to use. Other barriers included lack of inpatient availability and concerns 

over confidentiality in a small community. In addition, participants stated that they did not 

want to be separated from family and friends, and that pressure from family and friends to 

not change was also a barrier to recovery.

However, these interviewees focused on the positive and spoke mostly about what helped 

them to enter and engage in treatment and recovery. They reported that personal strengths 

and reflection were very helpful, such as thinking positively about recovery, having strong 

commitment to the process, and owning responsibilities such as caring for children. All 

stated that they had reached a critical point when they truly wanted to change and better their 

lives. They also reported that support and assistance from “clean and sober” others was 

crucial and helped them to feel that they were not alone. In addition, they learned coping 

skills and engaged in traditional, cultural, spiritual, and community opportunities, because 

“drugs and alcohol are nowhere around my culture.” Finally, family services and CD 

treatment programs and the recovery process itself became great influences. One participant 

described her feelings: “I like myself and accept myself more, today, than I ever have in the 

past, you know. And it’s just…I could change now. I could accept it.”

Strengths, Resources, Recommendations, and Continuing Needs

Participants frequently shared strengths, resources, recommendations, and needs (i.e., across 

all code categories) and often viewed community strengths and resources as the means to 

effectively address SUAD. They suggested continuation of existing prevention and treatment 

efforts with a focus on overall health and wellness, and they recommended services that did 

not exist in the communities. Six primary domains of strengths, needs and recommendations 

emerged across all four communities: 1) culture and traditions; 2) education; 3) family and 

community involvement; 4) treatment/recovery services; 5) mental health and healing from 

trauma; and 6) utilizing community strengths and resources.

1) Culture and traditions—Participants indicated that treatment would improve if more 

culture and traditions were incorporated into community health and wellness, including 

SUAD prevention and treatment, and if more cultural opportunities were offered in general. 

Examples included teaching cultural values and beliefs, passing on traditional knowledge, 

and incorporating traditional ways of healing and cultural and traditional activities, such as 

drumming, beading, language, ceremonies, gathering and weaving cedar, and fishing and 

preserving fish through smoking, drying, and canning. In addition, learning about one’s 

culture helps to build pride and a positive sense of identity. Described by one participant: “I 

think that all [culture, traditions] should be part of it. If it’s not…it’s an incomplete process 
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for [our] people. It must be in place, it must be done, or else there’s holes in what’s being 

provided in the healing process.”

2) Education—Participants urged additional “sympathetic and compassionate” education 

for everyone, which might include information about addiction, parenting, family support, 

ways of healing, existing services and opportunities, and healthy life skills. They also 

recommended in-community sharing of positive information and healing messages, and 

encouraged education about the positive effects/outcomes of participation in traditional 

culture and how to best help people who use/abuse substances, particularly family members 

and friends. As demonstrated by one participant’s comment: “Help educate them because 

education is everything.… I see in the patients that it helps to renew their self-esteem. They 

have something to offer – they can teach somebody else. And they’re realizing…’Maybe I 

am valuable’…and that helps them stay in group. It helps them be more engaged. It helps get 

the families more engaged.”

3) Family and community involvement—Participants recommended increased 

community and family support and engagement in efforts toward improving health, 

wellness, and recovery from SUAD. This included support for children and families, family 

participation in treatment/recovery, clean and sober community-supported events and 

activities, and fellowships. Positive role models and role modeling were also important. 

Described by a participant, “The whole thing is family and a community and being together 

and I think that’s what needs to be stressed in our community.”

4) Treatment/recovery services—Participants also stressed the importance of building 

SUAD treatment services offered within the community, including more continuing care/

“aftercare” following inpatient treatment that includes a safe, clean and sober environment in 

which to transition back to the community. In-community treatment could also benefit from 

inpatient treatment or a “healing” center, as participants reported that it is difficult for some 

individuals to leave the community for treatment elsewhere, and the community best knows 

its members’ needs. In addition, providing culturally-based, holistic, individualized services 

and/or an overall, long-term plan will help individuals build confidence, skills, and a positive 

sense of self and well-being. Offering a blend of Native and non-Native based approaches 

was also highly regarded. As one participant explained, “The onus really is on the 

programming, and to insure that these people are trained and developed enough to run 

effective programs. And… if you’re running an effective program, you really need to have 

people that are really culturally competent and very culturally sensitive, and even youth 

centered sensitive.”

5) Mental health and healing from trauma—Participants recommended helping 

community members to have positive mental health by addressing mental health conditions, 

encouraging healing from historical/intergenerational trauma and unresolved grief, and 

providing care for co-occurring disorders. Aptly described by one participant as a 

community and individual process:

“We, as a community, suffer from generational trauma…and I think that is a huge 

impact and a lot of our community members would benefit from knowing what that 
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means to our community, because it also is related to generational poverty. I think 

that that information could empower our community more to where it’s healing 

and, because I always think about people in recovery, that they have had more of an 

opportunity for self-healing and because of that they end up having a lot more joy 

in their life because they’re really looking at themselves and where they are, where 

they’ve been, where their family is, and where they want to go.”

6) Utilizing community strengths and resources—Overall, participants stressed that 

adequately addressing SUAD within their communities should utilize their own strengths 

and resources, particularly their motivated, caring and energized people who contribute to 

ongoing health/wellness efforts. As one interviewee stated, “I do think it needs to move 

away from the context of treatment centers, more towards healthy communities. It needs to 

be happening within the community as opposed to out there somewhere. The two aren’t 

melding together.” Also, promoting healthier communities should incorporate community 

and Tribal cultures and values, including interconnected families with long histories of 

taking care of one another and relationships on which they can rely: “We gotta figure this 

out together. We need each other, all of us.” They have witnessed progress, such as more 

sobriety, more help-seeking for SUAD, increases in available services, and successful health 

promotion efforts. They look forward to continued community healing through a return to 

Tribal culture and spirituality and incorporating community values and practices into SUAD 

prevention, treatment, and recovery. Participants expressed hope and a strong desire to unite 

their people and communities to advance health, wellness, and a better future for generations 

to come. “They embrace the people that are having the problems, as being their relatives, as 

being their sons and daughters, as being their uncles and aunts, you know, mothers and 

fathers. And bringing them into a place where they feel loved and cared for and concerned 

about…gives them that kind of an uplifting, enlightening approach to healing.”

Discussion

Participants shared a wealth and variety of insightful perspectives and cohesive, community-

grounded knowledge that addressed research questions and provided a breadth and depth 

beyond what was initially sought. Participants’ insights allowed detailed descriptions of, and 

helped us to begin to understand, each community’s current SUAD use, related concerns, 

effective interventions, and community strengths, resources, and needs. A respectful, 

qualitative approach resulted in a large volume of data which revealed robust themes shared 

among communities and enabled the detection of small community differences. These 

findings and the development of community-university research partnerships through 

CBPR/TPR will allow us to move forward with next steps toward working together to 

eliminate AIAN SUAD health disparities and improving AIAN health in a community-

driven, culturally appropriate manner.

Regarding current SUAD concerns, we learned that the participants from the four WA 

communities considered prescription medications, particularly opioids, most alarming, and 

alcohol most prevalent. In addition, although participants felt that methamphetamine had 

declined since around 2006–2007, it was reported to be among one community’s top three 

concerns. Marijuana was also commonly reported in all communities but was viewed as less 

Radin et al. Page 16

J Ethn Subst Abuse. Author manuscript; available in PMC 2016 April 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



harmful, in part due to more permissive attitudes toward it. The same was true for tobacco 

and gambling. Furthermore, rising heroin use was reported in some communities and 

believed to be a result of increasing restrictions on the availability/accessibility of 

Prescription medications and their high cost. This appears to be currently happening (i.e., in 

early 2012) according to recent discussions with community partners, reports from other 

reservation and Native communities (Momper et al., 2011), and WA State epidemiological 

evidence for the general population (Banta-Green, 2011), and indicates the importance in 

obtaining timely information about SUAD trends, perhaps by utilizing local/community 

SUAD reporting systems. Moreover, high similarity among participants’ concerns and small 

variations suggest that both regional and community-specific influences exist and should be 

considered in future research and intervention efforts.

Participants also shared concerns regarding the harms and impacts of SUAD. Families and 

children were perceived to be the most harmed by SUAD, followed by community and 

Tribe, and then individuals. In each case, participants described multiple, intertwined SUAD 

consequences that affect many people in emotional, physical, psychological, economic, 

social, and spiritual ways. For example, individual deterioration via SUAD impacted family 

and friends, and also harmed the community through the loss of individual contribution and 

productivity. Furthermore, participants felt that SUAD created a web of negative 

consequences through diversion of precious community resources and the powerful presence 

of behavior that is “not being part of [the] culture.”

Participants from the four communities were also highly similar in their perceptions 

regarding the development of SUAD and related risk and protective factors. All participants 

identified families, peers, and emotional coping as primary contributors to SUAD. SUAD 

was also described as the result of complex processes and multiple causes. For example, 

consistent with a “gateway” model (Golub & Johnson, 2001), a likely process could begin 

with alcohol and/or marijuana experimentation in order to fit in with peers; enjoyment of the 

feeling and camaraderie leading to continued use, later use for emotional coping, use of 

other substances; and progression to unintentional abuse and dependence or addiction. There 

were also small differences between communities in reported SUAD risk factors. It appeared 

that social learning and peer influences may be most prominent in the three smaller 

communities where individuals are in closer, more cohesive contact with one another, while 

emotional coping may be primary in the larger, more geographically dispersed community. 

More investigations of community level factors and the variable SUAD pathways are 

needed, to also include the legacy of historical traumas and their effects on mental and 

behavioral health. Mixed methods studies could also help to detect and elucidate small 

differences and their potential importance in SUAD and recovery.

Overall, participants’ understandings of SUAD development best fit a biopsychosocial 

model (Donovan, 1988). However, any model could be incomplete without incorporating a 

major influence in AIAN communities, historical and current multigenerational trauma and 

loss and forced assimilation. All participants discussed this in terms of overall health, 

wellness, and SUAD. Most participants did not believe in a genetic disposition toward 

SUAD, but they did describe vulnerability related to their shared histories of hardship and 

loss and current stressful experiences that are tied to continued social and political forces. 
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Participants often referred to cultural and spiritual losses that have created a “hole” or 

“something missing” in many AIANs. One SUAD paradigm that takes these AIAN-specific 

risk factors into account is the Indigenist Stress Coping Model (Walters, 2002). Unlike other 

models, it specifically incorporates past traumas (i.e., stress) as risk factors for current health 

outcomes, including SUAD and mental health, and includes “cultural buffers” such as family 

and spiritual coping as potential moderators of stress. This may be an important 

conceptualization of AIAN health, in addition to an ample consideration of all relevant 

social and environmental factors that contribute to health and health disparities (Marmot, 

2005).

Despite similar SUAD perceived prevalence and levels of concern across communities, 

intervention services and resources were not equally available or accessible. Some 

participants reported that their communities benefited from higher levels of SUAD 

prevention and treatment services and options, but all participants felt there were continuing 

needs for improvement. Communities also varied in economic resources and related 

struggles for meeting basic health care needs for their people. In all communities, 

participants felt that needs surpassed available resources.

There also was some variation in what was stressed both as a risk factor and the most 

important component of SUAD recovery. Participants in one community overwhelmingly 

stressed the importance of family and community involvement. In other communities, 

participants primarily emphasized the importance of Tribal and community culture and 

traditions. It is possible that these very small differences were related to community 

characteristics such as the possession or lack of protected land (e.g., reservation) and the 

geographic distribution of Tribal members. Other influences on community differences may 

include the ease or difficulty of retaining Tribal culture, traditions, and connection over time; 

the availability of economic resources; and the nature and degree of losses, trauma, and 

exposure to forced assimilation. Future research may help to elucidate these factors and their 

differential effects for communities.

There was, however, a high degree of consistency in reported SUAD intervention needs and 

recommendations across communities. Primarily, participants recommended continuing to 

build cultural strength and turning to what kept their people healthy in the past, such as their 

values, social relationships, and spirituality. Incorporating culture and traditions into SUAD 

interventions could include beading, drumming, language, ceremonies, fishing or other local 

practices, and sweating (in lodges, when acceptable) as culturally appropriate settings in 

which to learn healthy life skills and build pride, respect, and a positive identity. This is 

consistent with the literature that suggests AIAN culture and traditional practices are 

important for AIAN health, wellness and recovery from SUAD (Allen et al., 2006). 

Participants also recommended sensitive and respectful SUAD and life skills education for 

everyone, including families in interventions and enlisting community support, and building 

formal prevention and treatment services, especially in-community intensive care, long-term 

(continuing) care, and recovery housing. Finally, improving mental health and “healing from 

trauma” were also high priorities.
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Positive progress is underway in the four communities and many community members 

contribute to these efforts. There is a desire to utilize community strengths and resources to 

address SUAD and related challenges, and to focus on health and wellness versus problems. 

Moreover, although it is beyond the scope of the current study, findings suggest that future 

effective SUAD interventions should begin from within the community, which adds to recent 

dialogue about whether non-Native-derived, “evidence-based practices” should blend with 

cultural and traditional practices, or whether cultural and traditional practices may best stand 

alone as effective AIAN interventions (Gone & Calf Looking, 2011; Lucero, 2011).

Limitations

As AIAN Tribal communities are diverse in many ways, it is important to note that this 

study’s findings apply only to the four Tribal communities that participated in the study, and 

only from the perspectives of the study participants from each community. Participants were 

nominated and recruited for their knowledge and proximity to SUAD (whether professional 

or personal), related concerns, and recovery, and therefore do not represent the opinions or 

perspectives of all community members. Also, because only one of four participating 

communities was non-reservation based, findings do not well represent the perspectives of 

urban American Indians (i.e., not residing on a reservation). However, considering that there 

are some similarities among Tribes (e.g., risk factors such as histories of trauma and losses) 

and common themes were found throughout the four communities, it is reasonable to 

assume that some of the information would generalize to other AIAN communities and 

people.

Conclusion

The ability to follow careful, thoughtful, flexible, and collaborative CBPR/TPR processes 

with our community partners enabled the success of this study. Findings may be used to 

inform future research questions related to SUAD recovery and to guide the development of 

more appropriate, specific, and effective SUAD interventions. Furthermore, as communities 

own the data they may use them in any way they choose. With attention toward community 

strengths, participants acknowledged challenges with a “how can we address this?” attitude 

and a desire to continue positive work. As long as our research partnerships are beneficial 

and communities choose to continue collaborative work, we will develop our next steps 

together. Based on study findings and early and recent discussions with community partners, 

further exploration of the role of Tribal culture and traditional practices in healing and 

wellness related to SUAD and mental health is a logical and essential future direction.
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Table 1

Interview and Focus Group Questions

First, we would like to hear about your community.

• Would you tell me a little bit about [your Tribal/your Native/the (specific name)] community, please?

(Follow-up questions: Is it a small or large community, spread out or tight-knit? Are there special community events or activities 
that happen each year or on another regular basis?)

• Would you describe your relationship with [your Tribal/your Native/the (specific name)] community, please?

(Follow-up questions: How engaged with [your Tribal/your Native/the (specific name)] community are you? How often do you 
interact with the community or participate in community activities?)

Next, please tell us what you know about substance use and chemical dependency in [your Tribal/your Native/the (specific name)] community 
(i.e., prevalence):

• What substances (including alcohol) or drugs are of the biggest concern right now in your community?

(Follow-up questions: Is methamphetamine a concern in your community? How common is meth use and is it a bigger or smaller 
concern than other substances? What changes or trends have you noticed in abused substances? How do you believe individuals 
access those substances?)

We would also like to ask you about how the substances you’ve talked about affect [your Tribal/your Native/the (specific name)] community 
(i.e., impact):

• Please tell us what you know about who is most affected by substance use and chemical dependency in your community, and what 
are the consequences for all people?

(Follow-up questions: How does substance use or chemical dependency affect the individual who is using the substance? How does 
it affect the overall community? How does it affect the individual’s family members or friends? Are the harms/challenges different 
with different types of substances?)

And, please tell us why you think people abuse drugs and alcohol.

• Please tell us why you think people in this community abuse drugs and alcohol.

Next, we would like to ask you about what [your Tribal/your Native/the (specific name)] community does to prevent substance abuse (i.e., 
prevention):

• Please tell us what you know about what is currently working well in your community that helps to prevent substance use and 
chemical dependency, including community strengths and resources. (emphasize strengths and resources)

(Follow-up questions: What aspects of the community support recovery? How do families support recovery? What strategies are 
most effective? What changes would you like to see in these prevention strategies?)

We would also like to learn about the availability and effectiveness of substance or chemical dependency treatment in your community (i.e., 
treatment availability and effectiveness):

• Please tell us what you know about the available treatment options for substance use or chemical dependency in your community.

(Follow-up questions: What is most effective in treatment? How do people recover from substance use or chemical dependency 
without treatment? How do people in your community access treatment? Are there any changes in those programs that would 
improve treatment? What do you think could be done to increase access to treatment for your community members?)

We also think it is important to ask you about how [your Tribal/your Native/the (specific name)] community’s culture helps prevention of or 
treatment for substance or chemical dependency (i.e., culture):

• Please tell us what you know about the role that your community’s culture (values, beliefs, traditions) plays in prevention or in 
helping individuals who are in treatment.

(Follow-up questions: What role do subsistence activities have in prevention, care, and treatment? Are there traditional healing 
practices that you believe would help prevention or treatment, at an individual or community level?)

Finally, is there any other information that you would like to share?

J Ethn Subst Abuse. Author manuscript; available in PMC 2016 April 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Radin et al. Page 25

Table 2

Additional Interview Questions for Four Interviewees in Treatment and/or Recovery

We would also like to hear about your own experiences and perspectives on substance abuse/chemical dependency treatment, and your path to 
recovery:
 *** Please note (and inform the interviewee) that some of the following questions might not be relevant for him/her, as some persons might 
be in treatment and would not consider themselves in “recovery,” and some persons might be in recovery without having received treatment. ***

• Please tell us what helped you to enter or begin treatment.

(Follow-up questions: What personal strengths or resources helped you to decide to enter treatment? Did someone or something 
help or encourage you? Was there an important event?)

• Please tell us what barriers you encountered that made it more difficult to enter or begin treatment.

(Follow-up questions: What personal barriers made it more difficult to enter or begin treatment? Was treatment accessible/available? 
Did someone or something make it more difficult to begin?)

• Please tell us what is/was most and least helpful for you during treatment.

(Follow-up questions: What personal characteristics were most or least helpful for you during treatment? What aspects of treatment 
are most or least helpful? What aspects of life during treatment are most or least helpful?)

• Please tell us whether there was a “turning point” either before or during treatment that helped you on your path to recovery.

(Follow-up questions: Was there a significant event or time that you remember that changed the way you thought, felt, or acted?)

• Please tell us what is/was most and least helpful for you after treatment and during recovery.

(Follow-up questions: What personal characteristics are/were most and least helpful for you after treatment and during recovery? 
Are there people, programs, or activities that you value and attend? What aspects of life are most or least helpful?)
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Table 3

Data Collection by Community

Community # of Participants # of Interviews # of Focus Groups

A 40 15 6

B 40 9 4

C 32 15 3

D 41 4 6
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Table 4

Primary Code Categories

Code/Category Name Brief Description

Community Information about the participating community

Concern Primary concerns shared by participants

Culture Information about the Tribe’s culture

Drug Information about drug access, availability, or trends

Harm Harms or impacts of SUAD

Important/Need Existing or needed elements for SUAD interventions or overall wellness

Prevention Existing prevention activities, efforts, or services

Strength Any and all strengths (primarily community, culture, prevention, treatment)

Treatment/Recovery Existing treatment/recovery activities, efforts, or services

Use/Why Reasons/ideas reported for why people use/abuse alcohol and other drugs
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Table 5

Category/Sub-Code Example: Prevention

Code/Category Name Brief Description

Challenge Existing prevention efforts are not effective or are insufficient

Clinic classes Tribal Treatment clinic classes are preventive

Community support Community support is preventive

Culture/traditions Culture and traditions are preventive

Education Prevention education exists in the community

Employment support Vocational and employment opportunities are preventive

Families Families are preventive

Other Other prevention that does not fit existing codes

Role models/mentors Positive role models/peers are preventive

Schools Prevention exists in schools

Sports Sports and community sporting events are preventive

Youth Youth program is preventive or needs improvement
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