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Abstract

Background—Early substance use threatens many American Indian/Alaska Native (AI/AN) 

communities, as it is a risk factor for maladaptive use and adverse health outcomes. Marijuana is 

among the first substances used by AI/AN youth and its use becomes widespread during 

adolescence. Interventions that delay or reduce marijuana use hold the promise of curbing 

substance disorders and other health risk disparities in AI/AN populations.

Objectives—We evaluated the effectiveness of the Circle of Life (COL) program in reducing 

marijuana use among young AI adolescents. COL is a culturally tailored, theory-based Human 

Immunodeficiency Virus (HIV) and sexually transmitted disease (STD) intervention shown to 

delay sexual initiation among AI youths.

Methods—We conducted secondary analyses of data from a school-based group randomized trial 

conducted between 2006 and 2007 in all 13 middle schools on a rural, Northern Plains reservation 

(N=635, 47% female). We used discrete-time survival analysis (DTSA) to assess COL 

effectiveness on risk for marijuana initiation among AI youths and latent growth curve modeling 

(LGCM) to evaluate effects on frequency of marijuana use over time.

Results—DTSA models showed that the overall risk of marijuana initiation was 17.3% lower in 

the COL group compared to the Control group. No intervention effect on frequency of marijuana 

use emerged in LGCM analyses.

Conclusion—COL is a multifaceted, culturally tailored, skills-based program effective in 

preventing marijuana uptake among AI youth.

Despite variability by region and tribe, many American Indian/Alaska Native (AI/AN) 

communities in the U.S. experience significant disparities in substance use disorders (1–3). 

Hospital admissions for substance use treatment in the U.S. disproportionately involve 

AI/AN adults and the percentage of AI/AN adults needing treatment is higher than that 
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among all other racial/ethnic groups, regardless of age, gender, or rural/urban residence (4). 

In the general population, 24% of AI/ANs aged 12 and older report past year use of federally 

classified illicit substances compared to the national average of 17% (5).

Substance use often starts at young ages in AI/AN settings (6–9) and early initiation is an 

important risk factor for maladaptive patterns of use later in life as well as an array of other 

adverse health, social, and family outcomes (10–13). Marijuana is a particular concern, as it 

is often the first substance taken up by AI/AN youth (8) and its use becomes widespread 

during adolescence (8–9, 14–16). In national surveys, 22% of AI/AN high school students 

report marijuana use before age 13 (compared to 7% of white and 12% of black and 

Hispanic students) and 36% report current use (compared to 20% of white and 29% of black 

and Hispanic students) (14). Stanley et al. (9) reported that the lifetime prevalence of 

marijuana use among AI youth attending schools on or near reservations was dramatically 

higher than that observed nationally in the 2009–2011 Monitoring the Future (MTF) survey 

(56% vs. 16%; 61% vs. 33%; and 68% vs. 44% for 8th, 10th and 12th grade AI and U.S. 

students, respectively). Risk of marijuana initiation among AI students was also elevated 

over that of white students living in the same reservation communities and attending the 

same schools (15). In another reservation study, marijuana use among middle school 

students from a Northern Plains Tribe preceded alcohol use and prevalence increased from 

17% to 52% among boys and from 10% to 58% among girls between ages 10 and 13 (8). 

More than 40% of the students in that reservation sample followed a trajectory of either 

continuously high marijuana use or increasingly high use during pre-adolescence (16).

The risks associated with adolescent marijuana use are exacerbated by its co-occurrence 

with other unhealthy behaviors (6–7,17–18,20–21), including unsafe sexual activity, which 

is also elevated among AI/AN youth (14) and contributes to disparities in HIV and other 

sexually transmitted diseases (STDs) (19). Programs that delay or reduce marijuana use at 

early ages hold the promise of substantially reducing substance use disparities in AI/AN 

populations as well as the risky behaviors and harmful consequences associated with that 

use. Despite calls for coordinated prevention efforts, intervention studies typically focus on 

single risk behaviors instead of addressing the range of health risk behaviors common 

among adolescents – both in the general population and in AI/AN communities specifically 

(6,7,18,22). Even when prevention programs address common determinants and therefore 

have the potential for broad impacts, few studies have evaluated effects on multiple 

behaviors and even fewer demonstrated positive impacts (23).

Culturally tailored health promotion programs are needed to effectively address the 

multitude of risk behaviors that threaten the positive development of AI/AN youth, including 

substance use and sexual risk behavior. The current study addresses this need by evaluating 

the effectiveness of the Circle of Life (COL) program in reducing marijuana use among 

young AI adolescents. COL is a prevention program developed specifically for AI youth that 

incorporates Social Cognitive Theory (SCT) and uses a skills-building approach to promote 

healthy choices (24, 25). COL has previously demonstrated effectiveness in delaying sexual 

initiation in sample of AI middle-school youths living on a Northern Plains reservation (26). 

Given its theoretical foundation, cultural specificity, and broad-based skills orientation, the 

COL program is a strong candidate for positively impacting other health risk behaviors 
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among AI youth, including substance use. We used data from the original trial to assess the 

effectiveness of COL exposure on risk for initiation of marijuana use among AI middle 

school students and on the trajectory of marijuana use over time.

Methods

Study Design

This study reports secondary analyses of data collected in a school-based group randomized 

trial (GRT) conducted between 2006 and 2007 in all 13 middle schools on a rural, Northern 

Plains reservation. Randomization occurred at the school level because the intervention was 

designed for classroom delivery and threat of contamination was high within schools. In 

consultation with tribal community partners, the trial used a longitudinal wait-listed design 

that provided an opportunity for all seventh and eighth graders to be exposed to the COL 

program within a period of 12 months (24–26; see Figure 1). Using the random number 

generator function in Excel, six schools were randomly assigned to receive the intervention 

in the first phase of the study (‘COL’ group), which took place within 3 months in fall 2006. 

Seven schools participated in the second phase (‘Control’ group). Outcomes were assessed 

in spring 2006 (Baseline 1), fall 2006 (Baseline 2), winter 2007 (3 months post-

intervention), and fall 2007 (12 months post-intervention and before the COL 

implementation in wait-listed schools). Additional details about the project rationale and 

design are available elsewhere (24–26).

Participant Sample

Participants were students in the seventh or eighth grade in 2006 at one of the 13 middle 

schools located on a Northern Plains Indian reservation in one of the poorest regions in the 

United States. Student enrollment varied widely across the 13 schools. The four public 

schools, two private schools, and seven federally operated schools were balanced between 

study arms. Youths who completed at least one assessment during the study period were 

included in the final sample regardless of whether they completed a pre-intervention 

assessment. Eligibility was based on youth assent and parent/guardian consent. The study 

was approved by the Colorado Multiple Institutional Review Board and by the Research 

Review Board that provides oversight of research for this tribe.

Intervention

COL is a 30 hour health education and youth development curriculum that was developed by 

AI/AN educators and extensively reviewed by parents, education specialists, and health 

experts from a wide range of AI/AN communities and organizations (24,25). It integrates 

theories of behavior change, including SCT and the Theory of Planned Behavior, into a 

curriculum based on AI/AN cultural knowledge, values, stories, illustrations, historical 

figures, practices, and teachings (25). COL emphasizes responsibility to one’s family and 

community as well as the role of the community in preventing HIV/AIDS and other diseases 

(see Table 1). Traditional AI/AN beliefs about adolescence as a critical period for personal 

empowerment and self-mastery form the core of the program, along with a focus on 

strengthening and balancing the spiritual, emotional, physical and mental aspects of 

individuals, as symbolized by the traditional AI/AN Medicine Wheel. Guidance is also 
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available for adapting program components to align with specific local AI/AN cultural 

contexts, as necessary. Program content and activities are designed to empower AI/AN 

middle school youth with an appreciation of the importance of personal responsibility 

(volition) and to build communication, decision-making, peer resistance, and refusal skills 

that promote a wide range of healthy behaviors and discourage risky ones. Qualified 

community members were hired and trained to teach the course. To monitor implementation 

fidelity, teachers kept logs of program activities and participated in weekly meetings with 

the project supervisor to review instructional challenges and accomplishments and discuss 

consistency across instructors.

Outcome Measures

Youths were asked at each wave of data collection if they had used marijuana at least once in 

their life. Youths who responded affirmatively were asked their age at first use and the 

number of times they used it in the past month. In order to minimize recall bias, we used 

data from the first wave at which use was reported to create an age of first marijuana use 

variable. Per the Whitesell et al. (8) protocol: a) for youths who reported having ever used 

marijuana at baseline and who reported an age of first use, we used that age as the initiation 

age; b) for youths who reported marijuana use at baseline but gave no age of first use, we 

used age at baseline as the best available estimate of initiation age; c) if youths reported no 

history of marijuana use at baseline or if data were missing, we went to the subsequent wave 

and followed the same process to determine initiation age; and d) if youths reported no 

history of marijuana use at any wave, age of marijuana initiation was coded as missing.

Among youths who reported lifetime use of marijuana at any study wave, 85% consistently 

reported use at all subsequent waves and 51% were consistent in their reports of age at first 

use. Among inconsistent age reporters, all but 12 reported first use between ages 12–14 and 

therefore would have been included in the DTSA as a marijuana initiator sometime after 

intervention exposure but before the end of the study period. Missing data on age of first use 

was minimal – 3–4 cases at each wave.

We also created a measure of current marijuana use based on responses to the open-ended 

question about the number of times marijuana was used in the past month. Youths who 

reported no lifetime use of marijuana or no use in the past month at a given wave received a 

score of zero on the measure for that wave. Cases with missing data on lifetime use or past 

month use at a given wave were coded as missing. To correct for a positive skew resulting 

from a minority of extreme scores, we collapsed reports of 30 times per month and higher.

Analysis

We used IBM SPSS Statistics v. 22 to construct analysis variables and to carry out all 

descriptive analyses (27). We used Mplus v.7.31 (28) to estimate discrete-time survival 

analysis (DTSA) models examining the effect of COL exposure on risk of marijuana 

initiation between ages 12–14. DTSA is a time-to-event analysis appropriate for discrete 

time intervals such as age. It begins with all cases that did not report an event (e.g., 

marijuana initiation) at baseline and estimates the risk of experiencing the event at each 

interval within the study period (29). In preparation for our DTSA analysis, we recoded age 
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at first marijuana use into a series of dichotomous (0/1) indicators reflecting first reported 

marijuana use at age 12, age 13 or age 14. Youths received a zero (0) on each indicator if 

they had not yet reported marijuana use at that age, a one (1) if they did report use at that 

age, or a missing value (9) if they had initiated marijuana use at an earlier age. Because age 

12 was the earliest point at which the intervention was delivered, we left-censored youths 

who initiated marijuana prior to that age (Total: n =157, 24.7%; COL: n =78, 24.8%; 

Control: n =79, 24.6%). Overall, 214 youths (33.7%; COL: n =119, 37.9%; Control: n =95, 

29.6%) reported no use of marijuana through the end of the study period and received a zero 

(0) on all marijuana initiation indicators.

Initial DTSA analyses compared the fit of models assuming proportional odds (i.e., constant 

intervention effect across ages 12–14) either with or without frailty (residual variance) 

versus non-proportional odds (i.e., variable intervention effect across ages 12–14). 

Comparisons were based on the Akaike Information Criterion (AIC) and the Bayesian 

Information Criterion (BIC); lower values on each represent better fit. In our final model, we 

compared the hazard of marijuana initiation at ages 12, 13 and 14 between youths in the 

COL and Control groups. Model estimates reflect the probability that those who had not 

used marijuana before each age would start using at that age. A hazard of .40 for marijuana 

initiation at age 13 would mean that four in 10 youths who had not used marijuana before 

their 12th birthday would be expected to start using before age 13. We included participant 

sex as a covariate in our initial DTSA models and then estimated separate models for boys 

and girls.

In our second set of analyses, we estimated a series of linear latent growth curve (LGCM) 

models in Mplus v.7.31 (28) to assess the effect of COL exposure on the trajectory of past 

month frequency of marijuana use (coded 0–30+ times) reported at Waves 2 through 4 (30). 

We excluded Wave 1 data so the resulting trajectories would not be influenced by pre-

intervention trends in marijuana use. LGCM is a powerful tool for examining intra-

individual change in a latent construct (e.g., level of marijuana use) and estimating the 

impact of key exposures on individual differences in those temporal trends (31). We first 

assessed the ‘normative’ trajectory of past month marijuana use among Control group 

participants and then estimated the same trajectory among COL participants. On the third 

step, we conducted a combined analysis that simultaneously estimated the normative growth 

trajectory and the degree to which it was altered by intervention exposure. Intervention 

effectiveness would be demonstrated by a statistically significant reduction (i.e., a negative 

coefficient) in the slope of marijuana frequency over time. We set the treatment effect as 

linear over time and, following the Muthén & Curran approach (30), specified that effect as 

fixed (i.e., as having no variation across individuals).1 On the fourth and final step, we 

evaluated the interaction between the intervention effect and Wave 2 marijuana frequency in 

order to assess the differential effectiveness of the intervention as a function of initial levels 

of marijuana frequency.

We used maximum likelihood estimation in all LGCM analyses and defined the intercept 

(initial status) as the second pre-intervention assessment at Wave 2. We initially included 

1This specification was used by Muthén and Curran (1997) for model identification purposes.
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participant sex as a covariate in all LGCM models and also conducted all analyses separately 

for boys and girls. We found no significant effects for participant sex so we removed it from 

the overall models. The results of the sex-specific models were largely identical to those of 

the overall models, so we report only the latter here. Results from the sex-specific models 

are available upon request from the corresponding author.

In all DTSA and LGCM analyses, we used a “sandwich-estimator” (type=complex in 

Mplus, version 7.3) to adjust for clustering at the school level (28). For missing data, we 

used full information maximum likelihood (FIML) procedures, which have been shown to 

provide unbiased and efficient estimates for missing data (32). All analyses were conducted 

using intention-to-treat principles.

Results

Eighty one percent of parents/guardians were located and asked to allow their children to 

participate. Nearly all (98%) consented and 90% of youths assented. The Wave 1 sample 

included 71% of the middle-school population on the reservation. Among the 635 youths 

who completed one or more outcome assessments, 52% (n=330) completed all four and 80% 

(n=506) completed three or more. Across the intervention and control groups, 499 youths 

(79%) participated at Wave 1; 541 (85%) at Wave 2; 557 (88%) at Wave 3; and 477 (75%) at 

Wave 4. There were no significant differences between the intervention and control groups 

in the number of participants at each wave (p = .11, p = .91, p = .11, p = .37 for Waves 1 

through 4, respectively) nor was there a difference in the total number of assessments 

completed (Ms = 3.3 vs. 3.2 for the COL and Control group, respectively; p = .40) (see 

Figure 1). Nearly half (47%) of the 635 participants who contributed one or more outcome 

assessments were female and the average Wave 1 age was 12.5 years. There were no group 

differences in sex or age at baseline (p’s > .20).

Table 2 shows descriptive statistics on lifetime history and past month frequency of 

marijuana use at each wave. The percentage of youths who ever used marijuana increased 

over the study period, from 40% – 57%. Prevalence at Wave 1 was significantly lower in the 

COL group compared to the Control group, overall (p <.05) and among boys (p <.05). There 

were no differences between COL and Control group participants in reports of age of first 

marijuana use at either of the pre-intervention assessments (Wave 1: Ms=11.2 vs. 11.3, 

respectively [p=.54] and Wave 2: Ms=11.7 vs 11.4, respectively, [p=.15]). Average 

frequency of marijuana use also increased over time, from 1.5–2.8 times per month. Use was 

less frequent in the COL group than in the Control group through Wave 3. These Wave 1 to 

Wave 3 differences in marijuana frequency were more pronounced among boys but not 

statistically significant, either overall or among boys separately (all p’s =.14–.92).

There was no evidence of attrition-related bias. Baseline characteristics were similar among 

youths who participated in the first post-intervention assessment (49% female; M age = 

12.50; 37% ever used marijuana; and M frequency of marijuana use in the past month = 

1.16) and youths who participated in the second post-intervention assessment (45% female; 

M age = 12.45; 34% ever used marijuana; and M frequency of marijuana use in the past 

month = 1.29). Patterns were similar in both the COL and Control groups.
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Risk of Marijuana Initiation

Due to left-censoring of participants who initiated marijuana use before the age of 12 and 

because of missing data on analysis variables, the sample size for the DTSA analysis was 

N=443 (Control Group N=226; Intervention Group N=217). AIC and BIC values from our 

preliminary DTSA models showed that a frailty model based on a proportional odds 

assumption provided the best fit. In the final model that included both intervention status and 

participant sex, the overall risk of marijuana initiation was 17.3% lower in the COL group 

than in the Control group (unstandardized log beta coefficient = −1.11, SE = 0.40, p < .01, 

standardized log beta coefficient = −.19). In addition, after controlling for intervention 

status, girls had a 15% higher risk of marijuana initiation compared to boys (unstandardized 

log beta coefficient = 0.81, SE = 0.39, p < .05, standardized log beta coefficient = .14). As 

shown in Figure 2, sex-specific analyses revealed that the intervention reduced the risk of 

marijuana initiation by 19% among boys (unstandardized log beta coefficient = −.59, SE = 

0.26, p< .03, standardized log beta coefficient = −.21) and by 24% among girls 

(unstandardized log beta coefficient = −.81, SE=0.41, p< .05, standardized log beta 

coefficient = −.28).

Frequency of Marijuana Use Over Time

Due to missing data on analysis variables, the sample size for the LGCM analysis was 

N=571 (Control Group N=292; Intervention Group N=279). Model fit statistics and 

parameter estimates from the LGCM analyses are presented in Table 3. Fit was adequate for 

all models. Marijuana use at Wave 2 was more frequent among Control group participants 

compared to COL participants (intercepts = 2.97 and 1.98, respectively). In the ‘normative 

model’ based on the Control group only (Model 1), frequency of marijuana use showed little 

change over the study period; slope = .03, ns. In contrast, the intervention group (Model 2) 

showed a significant increase over time in marijuana use (slope = .54, p<.0001). In the 

combined models, the effect of COL on change over time in marijuana frequency was 

positive but not statistically significant (slopes = .26 [ns] and .28 [ns] in Models 3 and 4, 

respectively). The interaction of COL * Wave 2 marijuana frequency was likewise 

nonsignificant (slope = .03).

Discussion

This secondary analysis of data from a school-based group randomized trial showed that AI 

youths who received the ‘Circle of Life’ (COL) intervention, a culturally-tailored HIV 

prevention program, were significantly less likely than their non-intervention counterparts to 

initiate marijuana use at ages 12, 13, and 14 if they had not already done so at each age. The 

effect was observed for both boys and girls although the positive impact was somewhat more 

pronounced among girls who were at greater risk for initiation at each age. These findings 

extend the results from the original trial, which showed that COL was effective in delaying 

sexual initiation among AI youths (26).

There was no evidence of an intervention effect on the frequency with which existing 

marijuana users engaged in the behavior. Prior to intervention exposure, marijuana users in 

the COL group used less frequently than those in the Control group. Over the study period, 
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marijuana use among COL participants increased to a normative level approximating that of 

Control group participants.

Since COL was developed as a universal preventive program rather than an intervention 

specifically designed for high risk youth or those who are already using substances, it is 

perhaps not surprising that program impacts on marijuana uptake did not generalize to 

reductions in current use. It could be that the focus on volition and balance of the four parts 

of the Medicine Wheel were not salient to youth already using marijuana. Supplemental 

(booster) intervention content and/or increased program intensity with emphasis on 

changing behavior may be needed to extend the positive impact of the COL program to 

youths already engaged in risky behaviors.

Nevertheless, the results of this investigation point to the importance of delivering COL to 

preadolescents before risky behavior begins to emerge. This is consistent with the findings 

reported by Kaufman et al. (26), showing that the COL program was maximally effective in 

delaying sexual initiation among youths exposed at younger ages. Delaying the onset of 

substance use through early intervention exposure is a critical part of curbing problematic 

patterns of use later in life as well as preventing other risk behaviors that emerge secondary 

to substance use (6–13). This is particularly important for marijuana since its initiation 

among youths in this tribal population occurs earlier than that of other substances (8).

The results of this investigation address calls to move beyond interventions with singular 

impacts toward programs capable of influencing a broader range of risk behaviors that 

cluster together in adolescence (6) They contribute to a small but emerging literature on 

youth prevention programs that are effective in improving both substance use and sexual risk 

behavioral outcomes (22, 23). Programs previously shown to be effective in this regard were 

multifaceted interventions that address risk and protective factors at multiple levels, 

including individual, peer, family, school, and community (23). While COL was designed 

for middle school youth in the classroom, it is integrative and multilayered. This 

configuration, along with a solid theoretical foundation and cultural grounding, highlights 

the COL program as a promising intervention for reducing health disparities among AI 

youths.

Further establishing the broad effectiveness of COL requires additional steps, including 

evaluation of program impact on other forms of substance use (e.g., alcohol use, tobacco 

use) and related risk behaviors. Investigation into the mechanisms by which COL impacts 

risk behaviors is also warranted - both to inform theoretical models of behavior change and 

to better understand the essential components of the intervention program. It will also be 

useful to more fully explore the effects of COL exposure on the reduction of risk behaviors 

among youths already engaged in those behaviors. Such information is important to 

determine if program effects are limited to risk prevention or if they also generalize to harm 

reduction among youths already engaged in risk behavior. Finally, understanding the 

mechanisms underlying the sex-specific effects of the COL is another important area of 

exploration.
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The current findings must be considered in light of several limitations in study methodology. 

Although the COL program was developed with input from a wide range of tribal 

representatives, the original trial was conducted in only one tribal setting and we cannot 

unequivocally assert that the program will be similarly effective in other AI/AN tribal 

settings. In addition, the tribal setting for the research included a finite number of schools 

that could be randomized to each study arm (<20), which reduced the statistical power of our 

analyses. Moreover, our outcome measures may have been subject to recall and other biases 

associated with self-reports and our assessment of past month marijuana use was limited to a 

single item frequency measure. The conservative nature of the tests may have 

underestimated the true impact of the COL intervention on marijuana initiation and/or 

contributed to our failure to find program effects on the frequency of marijuana use.

Despite these limitations, the present study affirms the value of the COL program as a 

multifaceted, culturally tailored, skills-based program for preventing marijuana use among 

AI youth. The current evidence that COL is effective in reducing risk for marijuana use, in 

combination with its previously demonstrated impact on sexual risk behaviors, has important 

implications for low-resource settings where comprehensive prevention programs are needed 

to efficiently and cost-effectively address the range of risk behavior that threatens the health 

of young people.
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Figure 1. 
Circle of Life Group Randomized Trial CONSORT Diagram
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Figure 2. 
Hazard curve for initiation of marijuana, by COL intervention status and participant sex 

(with school cluster)
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Table 1

'Circle of Life' Program: Excerpted Content and Sample Activities.

Module Unit Topics Sample Activities

1. Young People are the 
Pioneers of New Ways 
(Provides the conceptual 
framework for the COL 
curriculum)

1. Young People are the 
Pioneers of New Ways

1. Young Adolescents Should Expect 
Changes and Challenges as They Grow 
Up

Chief Dan George Speaks About 
the Challenges of Adolescence

2. It is Important that Adolescents Learn 
to Take Responsibility for their Actions

Read About the Courage and 
Character of SuAnne Big Crow

2. Strive for Balance in the 
Circle of Life

3. All Four Parts of the Circle of Life 
Need to be Strong and Balanced

Understanding the Circle of Life

4. Each of Us Needs to Exercise Our 
Volition

Linking Strengths to Volition

2: Protect the Balance of Your 
Circle of Life: Know What Is 
Dangerous to Your Health. 
(Provides the factual 
framework for HIV/STDs)

1. Diseases that Can Harm 
your Circle of Life

1. Essential Facts about HIV/AIDS and 
other STDs

Facts and Fictions /Transmission 
and Prevention

2. Looking at the Numbers 2. Statistics on HIV/AIDS and other 
STDs in Indian Country

What Do Statistics Really Mean?

Module 3: Keep your Personal 
Circle of Life Strong. Don’t 
Take Risks With Your Health! 
(Provides the groundwork for 
risky situation avoidance 
skills).

1. Identifying and 
Understanding New 
Feelings

1. Adolescents Should Expect to 
Experience New and Intensified Feelings

What’s Normal? /Identifying 
Feelings

2. It is Important that Adolescents be 
Able to Identify Their Feelings and Take 
Responsibility for Them

2. Recognizing Risky 
Situations and Behaviors

1. Learn to Recognize Risky Situations 
that Should be Avoided

Recognizing Risky Situations/
Stories From A Talking Circle

2. Identify Specific Behaviors that 
Increase the Risk of HIV/AIDS and 
other STDs

Health Risk Thermometer

Module 4: Respect Yourself-
Be True to Who You Really 
Are. (Facilitates Development 
of Skills for Avoiding Risky 
Behaviors).

1. Decision Making Skills 1. Skill Acquisition and Practice Decision Making=Smart Thinking: 
SODA: Stop, Options, Decide, Act

2. Communication Skills 1. Skill Acquisition and Practice Communication Styles- What 
Works Best?//Assertiveness Role 
Plays

3. Refusal Skills 1. Skill Acquisition and Practice Refusal=Exercising Volition to 
Protect Your Circle//Refusal Role 
Plays

Module 5: Celebrate the 
Power of Your Circle. 
(Reinforcement Program 
Material).

1. Taking Responsibility 
for Your Own Behavior

1. Importance of Making Good 
Judgments, Assuming Personal 
Responsibility for Behavior and 
Resisting Pressure to Engage in Risky 
Behavior

Celebrate the Power of Your 
Circle. Use that Power to Stay 
Healthy.

2. Celebrating the 
Transition of Adolescence

2. American Indian and Other Cultural 
Rites of Passage from Childhood to 
Adulthood

Adolescence and the Circle of Life
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