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PRESIDENT’S MESSAGE

Simplified Guiding
Principles of Action
for ABCT

David F. Tolin, The Institute
of Living

LAST MONTH, in her column
in the Behavior Therapist,
ABCT Executive Director
Mary Jane Eimer discussed
the 2020 strategic planning
meetings that were attended

- by the Board of Directors,
coordinators, and central office staff, and facili-
tated by consultant Jeff DeCagna. From our dis-
cussions, we synthesized five simplified guiding
principles of action, which are intended to pro-
vide the ABCT Board and staff with a frame-
work for decision-making. Although Mary Jane
touched on the simplified guiding principles of
action in her column, here I would like to go
into a bit more detail about the principles and
their rationales.

Simplified Guiding Principle 1: ABCT Will
Act to Build Inclusion, Diversity, Equity,
and Accessibility (IDEA) in the Association
and in All Aspects of Behavioral Health

In last month’s President’s Message in the
Behavior Therapist, I described the work of the
Task Force for Equity, Inclusion, and Access.
The goals for this task force were to examine
how well ABCT was supporting historically
underrepresented groups, and to provide rec-
ommendations to the Board about how we can
promote inclusion, diversity, equity, and acces-
sibility (IDEA) in our organization. The task
force conducted a survey of members, results of
which are posted on the ABCT web site
(www.abct.org). Survey respondents reported

[continued on p. 159]
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of the literature on efficacy of treatments will be provided, including
where CBT stands compared to other forms of treatment. Using the
cognitive model as a foundation for case conceptualization of clients
with cannabis use disorder, treatment considerations and specific
examples of CBT treatment components will be outlined. The presen-
tation will finish with recommendations for integration of third-wave
CBT principles such as mindfulness into core treatment for cannabis
use disorders.
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PRESIDENT’S MESSAGE

perceiving ABCT as addressing issues
related to IDEA “somewhat well” across
domains, though some specific limitations
were also noted. ABCT must operate as a
welcoming and inclusive association for all
its members and for other stakeholders
with whom we engage. In so doing, we
should pursue efforts to expand IDEA in
behavioral health in terms of race, ethnic-
ity, gender/gender identity, sexual orienta-
tion, socioeconomic status, levels of ability,
and other attributes and characteristics of
human diversity.

Simplified Guiding Principle 2: ABCT
Will Act to Pursue Continuous Learn-
ing and Mutually Beneficial Relation-
ship-Building Among All Interested
Stakeholders in Behavioral Health

I touched on this issue in the January
2021 issue of the Behavior Therapist.
Although our members are our primary
stakeholders, other potential stakeholders
(which is anyone who has an interest in
what ABCT does) include practicing clini-
cians in the community (which will likely
increasingly consist of master’s-level prac-
titioners going forward), training pro-
grams, government agencies, industry, and
individuals with lived experience with
behavioral health problems. Central to the
process is starting (or continuing) conver-
sations with various groups in order to
explore how ABCT can best meet their
needs. As an organization, ABCT needs to
expand its outreach beyond its member-
ship to involve other stakeholders in an
ongoing discussion of shared interests to
identify meaningful opportunities for new
learning, collaboration, and the creation of
mutually beneficial relationships.

Simplified Guiding Principle 3: ABCT
Will Act to Support the Dissemination
and Implementation of Evidence-Based

ABCT

www.abct.org ABCT > FOR MEMBERS > CBT PIONEERS

Explore

ABCT'’s growing CBT Pioneers series:
Interviews with CBT’s influential thinkers,
researchers, and practitioners—

Approaches in Behavioral Health

As a leading “voice” of CBT in North
America, ABCT is uniquely poised to dis-
seminate evidence-based behavioral health
practices. Through venues such as our con-
tinuing education (CE) offerings, we
should emphasize the importance of high-
quality science for clinical practice, pro-
mote the use of evidence-based clinical
practice in diverse contexts and to diverse
audiences, including the public, and
engage with diverse stakeholders to assist
with translating research into practice and
the delivery of evidence-based behavioral
health approaches among health care prac-
titioners. As I described in a previous
column in the Behavior Therapist, I am in
favor of expanding our CE program, deliv-
ering even more workshops that appeal to
practicing clinicians, and soliciting input
from these stakeholders about their train-
ing needs. Our newly formed Committee
on Dissemination, Implementation, and
Stakeholder Engagement will also be of
critical importance to this principle; the
committee will promote activities that
foster an inclusive environment for diverse
stakeholders, and leverage members’ col-
lective expertise in dissemination and
implementation, scaling, technology,
global health, public health, and other
topics relevant to the social impact of cog-
nitive behavioral science.

Simplified Guiding Principle 4:
ABCT Will Act to Advance Scientific
Innovation That Creates and Enhances
Evidence-Based Approaches in
Behavioral Health

This, of course, has been a strength of
ABCT since its inception. As we talk about
engaging a more diverse range of stake-
holders, we must remain vigilant that we
do not lose sight of our base of solid sci-
ence. I believe it is possible to do both, and

P11 ONEERS

David Burns Christine Maguth Nezu
Andrew Christensen Patricia Resick
Phil Kendall Tom Ollendick
Judith Beck Steven Safren

Russell Barkley
David Barlow

Esther Deblinger
Steven C. Hayes
Steve Hollon

that we should prioritize identifying, shar-
ing, and facilitating investment in novel
and beneficial approaches in behavioral
health, grounded in high-quality science
and consistent with ethical practice, with
the intention of improving human well-
being.

Simplified Guiding Principle 5: ABCT
Will Act to Enable the Ethical Delivery
of Science-Based Interventions in
Behavioral Health

Finally, it is of paramount importance
that ABCT strive to protect human well-
being by promoting a consistently ethical
approach in the use of evidence-based
behavioral health interventions in all con-
texts. We should further collaborate with
other stakeholders to establish appropriate
norms of responsibility and mechanisms of
accountability to prevent unethical practice
in behavioral health.

The ABCT Board of Directors holds
monthly teleconferences. As part of our
goal of maintaining accountability, we will
ask the coordinators, committee chairs,
and editors to describe how their actions fit
with these Simplified Guiding Principles.
We will review the principles annually to
either reaffirm that they remain our top
priorities, or to amend them as needed.
Engaging in foresight ensures that we
remain a viable and vibrant association for
the next generation to continue to alleviate
human suffering through science.

As always, I invite your comments and
questions. Please feel free to email me at
david.tolin@hhchealth.org.

No conflicts of interest or funding
to disclose.

Addpress correspondence to David F.
Tolin, Ph.D., 200 Retreat Avenue, Hartford,
CT 06106; david.tolin@hhchealth.org
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Introduction to the Special Issue of Native
American Issues in Behavior Therapy and

Research: Part I1

Alexandra Hernandez-Vallant, University of New Mexico

Susanna V. Lopez and Carrie Winterowd, Oklahoma State University

Living between two worlds and never quite
belonging to either, I have learned from
both. A Navajo folk tale tells how some of
the stars were born, and I think of it some-
times as I negotiate the thin and delicate
line between the medicine I practice and
the culture of my patients.

(Alvord & Cohen Van Pelt, 1999)

IN EMBARKING ON THIS JOURNEY, we, the
tri-guest editors of the Native American
Issues in Behavior Therapy and Research
(NAIBTR) special issue, have felt the sig-
nificance of this opportunity to bring forth
the second of the two-volume set. We rec-
ognize that this highlights not a beginning
or an ending, but rather a part of the con-
tinuum of explorations and experiences
within the history of the Behavior Therapist
(tBT) and the Association for Behavioral
and Cognitive Therapies (ABCT) culture.
Historically and contemporarily, Native
American people, perspectives, research,
and ways of practice and healing have been
underrepresented in professional commu-
nities, including ABCT. We open with
gratitude to Dr. Richard LeBeau for his
recognition and openness to the impor-
tance of this content, as well as a reminder
that this two-volume special issue is a
“call,” a footprint within a larger tapestry,
for the cultural relevance of CBT research
and practice for Native American and
Indigenous peoples in our professional
communities. This two-volume special
issue is one step towards the broader goal
of social change for inclusivity and equity
in our field that will surely be represented
by a constellation of movements and work
to come.

As outlined in the previous special issue
(Lopez, Hernandez-Vallant, et al., 2021),
our mission with this two-part special issue
was very much in line with the values and
mission of the ABCT NAIBTR special
interest group (SIG). Specifically, we
wished to highlight the meaningful theo-
retical, research, and practice-oriented
work of our NAIBTR SIG members in our
respective fields and professionals commit-
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ted to Native American and Indigenous
experiences and understandings world-
wide. The articles presented speak to the
high caliber of research ongoing within the
NAIBTR SIG as well as within the global
community of American Indian/Alaska
Native (AI/AN) and Indigenous mental
health and health inequity researchers and
clinicians. To all the authors who trusted us
with your work, we thank you.

Welive in challenging times, with many
more collective challenges ahead. To this
end, when reading this special issue, we ask
that the reader see themselves in the stories
and research shared herein. Only then can
this work have an impact on how we see the
world and people who may have differing
perspectives, worldviews, and culturally
lived experiences. We encourage reading
these articles as part of a relational process,
opening oneself as a person and as a pro-
fessional to differing perspectives, and to
continue integrating an appreciation of
American Indian/Alaska Native (AI/AN)
and Indigenous cultural values, beliefs,
interactions, and “ways” into everyday
practice and research. While we recognize
this is asking a lot, social change is not
something that occurs only at the struc-
tural level. Systemic change is equally
found in the thoughts, interpretations, and
everyday behaviors that we engage in that
maintain inequities. Perhaps doing this will
cause some discomfort, conjuring the feel-
ing of being stuck in between two worlds,
yet we encourage readers to push their
individual and collective allyship efforts to
this unknown for the betterment of us all.

We begin this second volume with a
commentary on the nature of evidence-
based therapies (EBTs; Coser et al., 2021).
Coser and colleagues discuss the condi-
tions upon which developing culturally
adapted EBTs is beneficial, and they
encourage grant-funded researchers to
consider how to make lasting and sustain-
able change within AI/AN mental health
services, long after the research project
ends.

The next two articles focus on AI/AN
parenting. Masse et al. (2021) explore the
parenting practices and perceptions of spe-
cific behavioral parenting skills among
American Indian (AI) and European
American (EA) parents. Next, Seabridge
and colleagues (2021) examine the psycho-
metric properties of various parenting
scales that may be relevant to AI/AN par-
ents and families, setting the stage for
future work needed to establish measure-
ment equivalence of various psychological
measures.

Next, Lopez, Cole, et al. (2021) provide
an overview of the research on alcohol use
among AI/AN peoples, including risk and
protective factors that influence alcohol
use, and a discussion of culturally relevant
alcohol use interventions. Importantly,
they conclude with recommendations for
future directions for alcohol use research
with AI/AN populations that can be applic-
able to other areas of research.

Closing out this special issue, Johnson
et al. (2021) describe the next stage in
development of the Native American
Drum, Dance, and Regalia Program
(NADDAR), an evidence-based, culturally
grounded behavioral intervention devel-
oped by and for urban AI/AN families.
While the focus of the paper is discussing
focus group findings with respect to the
role of resiliency and building community
in prevention and intervention, it serves as
an important reminder that culture is heal-
ing.
The two volumes of the NAIBTR spe-
cial issue of tBT have spanned various
topics, including conducting research by,
for, and with AI/AN people, various per-
spectives on best clinical practices for
working with AI/AN clients, as well as fac-
tors relevant to AI/AN communities,
including potential risks and resilience. It
has been an honor to invite, read, review,
and support the publication of the tremen-
dously impactful work of our colleagues
over the past year, and be in the position to
help honor and showcase the work occur-
ring in our NAIBTR SIG within ABCT as
well as professionals and communities
committed to AI/AN and Indigenous peo-
ples across the globe.

References

Alvord, L. A., & Cohen Van Pelt, E. (1999).
The scalpel and the silver bear: The first
Navajo woman surgeon combines West-
ern medicine and traditional healing.
Bantam Books.

Coser, A., Kominsky, T. K., & White, E. .
(2021). For the good of the community:

the Behavior Therapist



TREATMENT ADAPTATION ON TRIBAL COMMUNITIES

Considering the impact of evidence-
based treatment adaptation on tribal
communities. the Behavior Therapist,
44(4), 161-170.

Johnson, C.]., Begay, C., & Dickerson, D.
(2021). Final development of the Native
American Drum, Dance, and Regalia
Program (NADDAR), a behavioral inter-
vention utilizing traditional practices for
urban Native American families: A focus
group study. the Behavior Therapist,
44(4), 198-203.

Lopez, S. V., Cole, A. B., & Leffingwell, T.
R. (2021). An overview of alcohol use
interventions with American

SPECIAL ISSUE ARTICLE

Indian/Alaska Native peoples. the Behav-
ior Therapist, 44(4), 190-198.

Lopez, S., Hernandez-Vallant, A., & Win-
terowd, C. L. (2021). Introduction to the
special issue of Native American Issues in
Behavior Therapy and Research: Part I.
the Behavior Therapist, 44(3), 118-119.

Masse, J. J., McNeil, C., BigFoot, D. S., &
McNeil, D. W. (2021). Parenting prac-
tices and acceptability of behavioral
parent training in American Indians and
European Americans. the Behavior Ther-
apist, 44(4), 171-180.

Seabridge, S. D., Coser, A. D., & Sullivan,
M. A. (2021). Assessing parenting and
child externalizing behavior: An initial

For the Good of the Community:
Considering the Impact of Evidence-Based
Treatment Adaptation on Tribal Communities

Ashleigh Coser*

Terrence K. Kominsky**

Evan J. White, Laureate Insitute for Brain Research, Tulsa

DISSEMINATION AND IMPLEMENTATION of
evidence-based treatments (EBTs) for
mental health disorders among American
Indian (AI) communities is critical to
reducing the mental health burden among
these populations. Specifically, researchers
and practitioners alike have raised alarm
concerning the validity of EBT's developed
in the general community for minority
populations and the “need” for culturally
tailored adaptations and culturally compe-
tent approaches to treatment. Lack of rep-
resentation of ethnic minority participants
in clinical trials and the potential clash
between cultural traditions and principles
of EBTs are highlighted as particular limi-
tations in this field (Bernal & Scharron-
Del-Rio, 2001; Gone & Alcantrara (2007);
Griner & Smith, 2006; Hall, 2001). As a
result, there has been a movement in ethnic
and cultural psychology over the last few

decades towards the adaptation of current
EBT protocols and the creation of novel,
culturally grounded interventions.

This movement influenced examina-
tions of the effectiveness of EBTs among
minority populations and, later, examina-
tions of treatment effects (see Barrera et al.,
2013; Domenech Rodriguez & Wieling,
2004; Huey et al., 2014). As a result of this
work, frameworks for adaptation have
been developed that identify steps to sys-
tematically adapt protocols (e.g., Barrera &
Castro, 2006; Bernal et al., 1995; Huey et al.,
2014; Kumpfer et al., 2008; McKleroy et al.,
2006; Wingood & DiClemente, 2008) and
systematically examine the need for adap-
tation within a particular group (e.g., Bar-
rera & Castro 2006; Davidson et al., 2013;
Kumpfer et al., 2008; Lau, 2006). Impor-
tantly, these examinations have yielded
recommendations for researchers to

* Ashleigh Coser serves as a licensed health service psychologist for an Oklahoma tribal

community.

**Terrence K. Kominsky is the coordinator for behavioral health research and evaluation

for an Oklahoma tribal community.
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address the need for minority representa-
tion and inclusive reporting, including
actively recruiting ethnic minorities in
effectiveness trials, ensuring representation
in study samples, and reporting response to
treatment by ethnicity (Lau). Although a
comprehensive review of cultural adapta-
tion is beyond the scope of the current arti-
cle, such work has been conducted (see
Barrera etal., 2017; Chu & Leino 2017; Hall
et al,, 2017; Huey et al; Lau; Pina et al.,
2019; Smith & Trimble, 2016).

Among the Al treatment literature, dis-
cussion of cultural misfit and difficulties
with engagement and attrition among Al
patients has generated concerns regarding
the validity of EBTs. In response to the
need for understanding the effectiveness of
EBTsamong Als, there has been a growing
body of literature addressing the cultural
adaptation of treatment. Interestingly,
Gone and Alcantrara (2007) reviewed
modified interventions for Als and Alaska
Natives (ANs) and found that only 2 of the
56 articles generated were systematically
assessed using rigorous scientific standards
(i.e., controlled trials, larger sample size,
etc.). This finding highlights a gap in the
field concerning rigorous evaluation of
adapted EBTs among AI communities.
Furthermore, the majority of efficacy stud-
ies either have too small of a proportion of
Al representation for appropriate analysis
or no Als whatsoever, with the latter occur-
ring more frequently (e.g., Huey & Polo,
2008; Huey et al., 2014; U.S. Department of
Health and Human Services, 2001). Conse-
quently, there continues to be a significant
dearth of evidence concerning the effec-
tiveness of EBTS, or lack thereof, among Al
communities to support the claim that
adaptations are warranted. As a result, this
commentary: (a) examines the current
state of the research and academic com-
ment on cultural adaptations within the AI
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literature; (b) discusses the impact of
adapting EBT's on tribal communities and
mental health care delivery; and (c) dis-
cusses recommendations for future
research and considerations for evaluating
and adapting EBTs among Al populations.
Notably, this literature is scarce in some
areas; thus, the broader ethnic minority lit-
erature (e.g., adaptations with African
American, Latinx/Hispanic, and Asian
American communities) will be reviewed
insofar as it informs gaps in the Al-specific
literature and illustrates the need for Al
representation in efficacy literature
broadly.

Brief Review of Cultural
Adaptation for EBT's

Cultural adaptations of EBTs aim to
provide a cultural context for the interven-
tion to be disseminated and implemented
in a way that is more closely reflecting the
particular community and patient (Bernal
et al,, 2009; Cabassa & Baumann, 2013;
Cardemil, 2010; Castro et al., 2004). It
allows for contextualizing interventions to
ensure fit with the communities that are
served and may encapsulate surface-level,
as well as deep structural, changes to the
treatment protocol (Resnicow et al., 1999).
Many EBT protocols include flexibility in
tailoring it to individual patients and com-
munities, while maintaining fidelity to the
intervention, thus facilitating cultural
adaptation. However, some researchers
(e.g., Castro etal., 2010) argue the principle
of cultural relevance suggests that EBTs,
even if delivered with fidelity, would
demonstrate minimal effectiveness with a
subcultural group. Huey and colleagues
(2014) noted that even when adapting
EBTs and seeking to achieve cultural rele-
vance or competency, there continues to be
variance in model approaches, which fur-
ther complicates the assessment and oper-
ationalizing of cultural adaptations.

A meta-analysis conducted by Griner
and Smith (2006) found moderate effect
sizes (d = 0.40) for experimental and quasi-
experimental design studies, suggesting
benefit and support of culturally adapted
interventions. Soto et al. (2018) conducted
a meta-analysis review examining the effect
size of culturally adapted interventions (d
= 0.50) with similar magnitude on treat-
ment effects. However, Benish et al. (2011)
cautioned that conclusions regarding effi-
cacy relative to standard protocol EBT's are
limited due to meta-analytic findings (e.g.,
Griner & Smith), including studies com-
paring cultural adaptations to no treat-
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ment. Huey and Polo (2008) further delin-
eated studies by examining effect sizes of
culturally adapted interventions compared
to no treatment (d = 0.58) and treatment as
usual (d = 0.22), demonstrating that com-
parisons to treatment as usual reduce effect
sizes considerably. However, the authors
note that interpretations of their results are
limited due to low power and variability in
quality and rigor of available studies
included in the review (Huey & Polo).
Benish et al. (2008) extended this literature
by comparing culturally adapted interven-
tions to “bona fide” (i.e., direct-comparison
of EBT) treatments supporting the benefit
of cultural adaptation on treatment out-
comes over nonadapted psychotherapy (d
= 0.32). Notably, the authors observe that
the effect of cultural adaptations could not
be disentangled from the addition of vari-
ous other components that differed from
the original protocol that were not neces-
sarily cultural in nature (Benish et al.).
Although these provide burgeoning evi-
dence for cultural adaptations, these meta-
analytic findings (Benish et al.; Huey &
Polo) did not include any AI participants
or AT culturally adapted interventions and
suggest additional research is needed
examining possible enhanced treatment
effects of adapted protocols among Al
communities.

Considerations for Adapting
Treatments

Extant literature provides a systematic
approach to deciding when and how cul-
tural adaptations of EBT's should be carried
out. Research suggests that cultural adapta-
tions are most effective when community
need is thoroughly assessed and when
treatment “add-ons” supplement “core”
intervention components (Barrera et al.,
2017; Lau, 2006). Add-ons to the existing
EBT are based on available data and/or the-
oretical rationale rather than relying on
clinical intuition or “in-the-moment”
adaptation, though others have suggested it
may occur in the context of individual tai-
loring of protocols in “real-life” clinical set-
tings (Barrera et al., 2017). Adaptation is
particularly warranted when the following
considerations are met: (a) differences are
demonstrated in treatment outcomes
among ethnic minority populations; (b)
treatment fidelity is maintained and the
optimal dose is applied; and (c) differential
engagement among an ethnic group exists.
This is important considering some data
suggest psychotherapy is generally effective
for ethnic minority youth and adults and

that there is a lack of sufficient evidence
supporting differential treatment out-
comes among ethnic minorities (Huey et
al.,2014). Specifically, Huey and colleagues
noted that up to 70% of the randomized
trials and meta-analytic studies did not
demonstrate moderated effects by ethnic-
ity. Studies in the Huey and colleagues
review included samples where the major-
ity of participants were ethnically diverse
and included analyses of ethnicity moder-
ating treatment outcomes and analyzed
treatment effects by ethnicity. With limita-
tions noted, the overall data suggested that
standard EBTs reduced symptoms and
improved engagement among minority
participants.

Although outcome data may be mixed
or absent, support for cultural adaptations
also includes evidence suggesting that
ethnic minorities are harder to recruit and
less likely to engage and remain in services
than European Americans (Barrera et al.,
2017; Cabassa & Baumann, 2013). A recent
review (Barrera et al.) indicated lower
levels of treatment engagement (primarily
enrollment) among various ethnicities
when compared to each other and Euro-
pean Americans. Conversely, the review
noted very few adaptation protocols
demonstrated enhanced effects on engage-
ment (attendance), retention, and treat-
ment satisfaction when compared to the
original efficacy trials. This review high-
lights the critical need for further research
to delineate elements of cultural adapta-
tions, which may improve effectiveness
and evaluate quality assurance (Huey &
Polo, 2014). Relatedly, Miranda et al
(2005) proposed a prerequisite determina-
tion of required “dosing” of adaptation
needed to enhance treatment—for exam-
ple, examinating whether surface-level
(e.g., therapist ethnic match, pamphlets
written in native language) or deep struc-
tural changes (e.g., incorporation of cul-
tural and spiritual practices) are warranted.

Adaptations Among AI Communities
Al sociopolitical history, differing
worldviews, and cultural practices are often
cited as factors indicating the need for
adaptations to ensure the appropriateness
and acceptability of treatment and mea-
surement (e.g., Greenfield, et al., 2013;
Walls et al., 2017). Gone and Alcéntrara
(2007) identified two controlled trial stud-
ies of preventative interventions that
included a modification of an established
EBT (Manson & Brenneman, 1995) and
the creation of a culturally grounded pro-
gram (American Indian Life Skills Curricu-
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lum; LaFromboise & Howard-Pitney,
1995) that demonstrated positive treat-
ment outcomes. Recent evidence has
shown favorable outcomes in the areas of
suicide prevention, substance use disorder
treatment, and behavior management/
parent training among tribal communities
(Greenfield et al., 2013).

While AI treatment literature is
expanding on adaptations, Gone and
Alcéntrara (2007) noted the paucity of Al
research to support the claim that adapta-
tions are “more culturally relevant or sensi-
tive and therefore more effective” for Al
patients compared to standard EBTs (p.
359). Thus, recommendations for adapta-
tions across the board may be premature in
instances where there is a lack of data
clearly demonstrating EBTs do not work
with Als. Consequently, there is an ongo-
ing need for systematic assessment of EBT's
among Al communities and rigorous
examination of adaptations (i.e., quasi-
experimental and randomized controlled
trials) in comparison to the original EBT
and control groups. These recommenda-
tions for future research mirror those that
are put forth for minority research broadly.
Additional guidance includes increased
sample sizes for adequate statistical power,
detailed descriptions of cultural modifica-
tions, examining whether ethnicity (or
acculturation for within-group compar-
isons) moderates treatment effects, and
examining the appropriateness of outcome
measures with minority groups (Huey &
Polo, 2008; Huey et al., 2014). Specifically,
additional work on treatment acceptability
of EBTs would be informative and help to
address concerns for cultural incongruence
and external validity of EBTs (Lau, 2006).
Also, given the heterogeneity within Al
communities, variability in the levels of
cultural identity would add valuable infor-
mation on possible differences of effects
between those who more strongly identify
with being Al and are engaged in the com-
munity versus those who are less so (Castro
etal, 2010; Huey et al.).

Impact on Tribal Communities
and Practice

From the experience of those working
and living in the Al community, the notion
that adaptations are needed is shared
between professional (doctoral and
master’s-level) and layperson alike. How-
ever, the argument for use of adaptations
appears to be more often presented in
terms of absolutes, in the sense that adapta-
tions are absolutely needed and treatment
will not work without them, rather than the
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actual state of the literature. This perspec-
tive occurs in professional conversations,
national conferences, and state meetings
focused on AI mental health both in our
experience and as cited in Gone and Alcén-
trara (2007). While not directly resolving
the question of whether or not to develop a
treatment adaptation, these conversations
have significant implications on tribal
research and practice both at the micro
(e.g., individual behavioral health
provider) and macro levels (e.g., govern-
ment funding, tribal administration). This
is especially critical to the discussion on
implications since tribal communities, and
minorities in general, are less likely to
receive evidence-based mental health care
(Wangetal., 2000). Furthermore, adapting
evidence-based treatment comprises a sig-
nificant burden on the community (i.e.,
time and labor-intensive requirements)
and may delay implementation and treat-
ment.

An additional complicating factor for
cultural adaptation is the heterogeneity of
AT communities both within and across
tribes, and generalizability of one adapta-
tion across Al populations is likely to be
limited. Researchers have indicated contin-
ual pursuit of newly adapted versions of
EBTs may prove inefficient particularly in
the absence of strong evidence to support a
need for adapted protocols (Lau, 2006). In
combination, these considerations lead to
the following questions: How are commu-
nities faring while researchers work to
develop culturally adapted EBT's when data
has not indicated the need to adapt EBT's?
In the absence of data clearly indicating
need for adaptation, we wonder whether it
is ethical to conduct time and labor-inten-
sive adaptations with tribal communities.

Risk and Resilience Processes
in AI Communities

Barreraetal. (2017) and Lau (2006) rec-
ommended adapting interventions when
there exists a difference in risk and
resiliency mechanisms, differences in treat-
ment efficacy (e.g., quantitative, qualita-
tive, and behavioral observation methods),
and/or limited social validity (e.g., low
treatment acceptability, poor attitudes
towards treatment, differences in attrition
compared to norming population) has
been demonstrated. Subsequently, effective
adaptation would include modifications of
malleable components rather than core
components of the treatment given evi-
dence of need. For example, Lau’s conser-
vative framework approach advocates for
systematically identifying and targeting

specific problems using data to direct adap-
tation of protocols where needed with care
to maintain fidelity to core principles of the
EBT identified for adaption. Such an
approach aims to ensure that adaptation is
indicated as a need and rigorously evalu-
ated for efficacy.

Among Al communities, Walters and
Simoni (2002) developed the Indigenist
Stress-Coping Model, which specifies the
particular links between Al social experi-
ence and health outcomes, including both
mental health and substance abuse. This
model describes how unique aspects of Al
historical trauma (e.g., colonization, forced
removal, boarding school era) and discrim-
ination affect health and how culture may
serve as a buffer against the negative
impacts of trauma or impact one’s vulner-
ability. Important considerations for sub-
cultural Al groups (rural vs urban vs reser-
vation, acculturation, socioeconomic
status) are recommended to further delin-
eate risk and resilience processes (Walters
& Simoni). Several studies have utilized
this model to help conceptualize processes
in substance use (e.g., Walters et al., 2002),
HIV/AIDs (Walters et al., 2011), and dia-
betes management (Coser et al., 2018)
among Al communities. Whitbeck and
colleagues (2004) likewise demonstrated
the distinctive role of historical loss (e.g.,
loss of culture, language, traditional spiri-
tuality) mediating the link between per-
ceived discrimination and increased alco-
hol misuse.

Walters and Simoni (2002) also dis-
cussed previous literature supporting the
link between enculturation and improved
psychological distress. As a result, they rec-
ommended strategies for utilizing cultural
practices (e.g., sweat lodge) to provide an
avenue for possibly enhancing treatment.
Adapting therapeutic content to include a
common cultural practice is common for
Al-adapted EBTs. However, given that
more enculturated patients are by defini-
tion more likely to be engaged in their
communities and ceremonies, the question
is raised: Who do adaptations serve? Quite
possibly these types of adaptations are
more effective for those who identify as
more acculturated or bicultural and
thereby [re]connecting these patients with
cultural practices in an attempt to harness
these potentially buffering effects. This
seems to be an additional layer of examina-
tion to investigate, especially given the vast
within-group differences among AI com-
munities. Continued research and data
supporting distinctive risk and resilience
processes, like that of Walters and Simoni
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and Whitbeck and colleagues (2004), for
AT communities is critical to provide fur-
ther evidence supporting the need for spe-
cific adaptations for a clearly defined prob-
lem.

Implications: Potential Burdens
and Suggested Paths Forward

Thus far, we have reviewed literature
that informs conditions under which cul-
tural adaptations of EBTs may be appropri-
ate for Als and/or diverse populations in
general. Taken together, the need for wide-
spread cultural adaptation of EBT's remains
an empirical question that requires contin-
ued examination of current EBTs, their
outcome data, and a high degree of evalua-
tion among communities to determine the
need for adaptation. In recognizing tribal
sovereignty—with respect to mental health
research—researchers are encouraged to
present all information, including outcome
data and limitations, on EBT's to ensure an
informed decision can be made by the tribe
in determining their involvement. Further
discussion of potential research burdens on
Al communities is discussed below.

Treatment as Usual as a Comparison
for Culturally Adapted Protocols

Examining adapted or novel treatments
compared to tribes’ treatment as usual are
often of interest for researchers and critical
for evaluation of these novel protocols. As
with broader treatment evaluation research
(e.g., RCT), it is crucial to consider the
comparison groups to draw accurate con-
clusions regarding outcomes. Often newly
developed treatment protocols involve
high degrees of training and fidelity assess-
ment, which may be lacking in a treatment-
as-usual (TAU) comparison (Spirito et al.,
2002). In fact, it has been noted the TAUs
can be highly variable and often poorly
characterized in RCT reporting; thus, con-
clusions drawn are often tenuous at best
(Spirito et al.). Thus, clinically desirable
effects found cannot be attributed to the
cultural adaptation of EBTSs in absence of
rigorous well-defined comparators. This is
problematic because implementation of
new interventions represents a significant
expense for the tribal system, both mone-
tarily and in reduced time in provision of
clinical services. On a related note, if
providers are not inclined toward fidelity
in ongoing treatment (i.e., TAU), the
adapted treatment may not represent an
actual improvement in the absence of
ongoing fidelity evaluation. Such ongoing
evaluation represents further resource
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burden of the newly adapted treatment.
The potential resource burden on tribes
highlights the critical need for examination
of the effectiveness of established EBT's in
tribal communities, and the need for and
potentially detrimental impact of ongoing
rigorous evaluation of newly developed
protocols (see Gone & Alcantra, 2007). The
potential for resource burden on tribes is
discussed herein.

Research Priorities and
Community Engagement

A common pattern of the research
process within tribal communities has been
discerned in nearly a decade of tribal IRB
service: A research team (AI or non-Al) of
some renown has a preconceived research
idea or methodology and then contacts one
or more tribes to discuss processes to
garner community feedback that will be
incorporated to develop and submit a com-
petitive grant application in response to a
funding opportunity. If the team is funded,
they engage in an initial phase of commu-
nity-based participatory research (CBPR),
or partial implementation of CBPR, via key
informant interviews with a small number
of homogeneous tribal members. Based on
the input from the “community,” the
research team makes adjustments to their
predetermined design, implements an
intervention in a second phase, and pub-
lishes the results of the study. Following the
conclusion of funding, the research team
may or may not maintain a relationship
from which future collaborations manifest.
Although lauded at professional meetings
and conferences by researchers and acade-
mics, tribes can suffer from perils of the
unintended consequences of this model. In
such scenarios attempts at community
engagement may prematurely assume the
need and/or desire of the community for
cultural adaptation of EBTs and/or the
inclusion of cultural components without
requisite justification from extant data or
tribal input.

We would be remiss if we did not men-
tion that the scenario above is not always
unwelcome; however, funding agencies
and independent researchers alike should
consider the long-term effects of this
approach on tribes and sustainability of
newly developed mental health interven-
tion and prevention programs. In underre-
sourced and underserved populations,
tribal health systems are mostly service-
based and research is either a luxury or
nonexistent due to limited resources and
outsized demand. External research teams
impacting health services often request

from the tribe an investment in the form of
a portion of full-time employment (FTE) of
one or more staff members to assist with
data collection, de-identification, and/or
navigating tribal policies and procedures.
In service-based tribal health systems this
reduces overall productivity and service
delivery of the departments, behavioral
health in the case of EBTs, from which staff
time is drawn. Whereas researchers benefit
from publications and future grant fund-
ing, the tribe may suffer lost productivity
from bought-out FTE amounts and be
underresourced to explore resultant data or
implement the intervention even if the
research results support a new or adapted
protocol. Further, once the research team
no longer has salary support from the pre-
viously funded grant, demands of new
grants make it unlikely the research team
will be able to respond to or fulfill requests
to analyze the data produced through the
grant. Thus, the tribe is then left to await
contact from the next researcher or univer-
sity with a desire to work with the tribe to
be awarded funding for the newest federal
priority. In other words, a potential unin-
tended consequence of well-intended
funding to increase research with tribal
partners is the potential fostering of depen-
dence on outside entities for research and
evaluation.

Data Ownership, Capacity
to Self-Determine

At the end of a funded research project,
the tribe frequently retains full or partial
ownership of the data, but in many cases
they do not have the capacity or staff for
database management, secondary data
analysis to answer additional questions, or
to make actionable the data their tribal cit-
izens provided. Few tribes are resourced
with the capacity to allocate the time of
skilled individuals to focus on systemati-
cally improving behavioral health
processes and outcomes. Quality of care is
always a point of interest and dovetails
seamlessly with questions related to adapt-
ing EBTSs, but in limited-resource systems,
patient outcomes are a lower priority than
access. Specifically, in behavioral health
where therapeutic outcomes should be of
primary importance, the demand for ser-
vices far outweighs supply of services
despite significant time and effort being
put into addressing barriers to access.

A potential avenue for increasing tribal
self-determination in the research process
beyond simple cultural adaptations of pre-
vention and intervention protocols would
be to include models of research wherein
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researchers assist tribes to build internal
capacity to capitalize on extant data to
answer questions generated within tribal
agencies themselves. One area of rich data
available to tribes comes from the role that
Indian Health Service plays in tribal health
care. There is a tremendous amount of
behavioral health care data and funding
agencies could call for researchers to
submit proposals aimed at enhancing the
capacity of tribes to develop their own
empirical questions and processes for
determining areas of investigation and
need for adapting protocols. Alternatively
and far more sustainably, investigators
should work with tribal partners to develop
protocols to apply for applicant-initiated
funding mechanisms.

It is important to point out that tribes
have been engaging in the scientific
method for hundreds of years (for exam-
ple, Pawnee’s genetic selection of corn; A.
Echohawk, personal communication, July
24, 2018). Combining the history of scien-
tific endeavor with the wealth of health care
data available, most tribes have the data
they need to study the impact of their cur-
rent health care practices on their citizens

and/or service populations. What is des-
perately needed are the resources and
skillsets devoted to planning and imple-
menting methodologies to collect action-
able data to be analyzed to answer tribes’
questions. Access to the cutting-edge scien-
tific literature, up-to-date analysis software
and the training to use it, research and eval-
uation trained staff are but a few examples.
Tribes being able to know ahead of time the
impact, reach, and effectiveness of their
current behavioral therapies and services
will not only allow them to make changes
at their discretion but would also increase
their agency in working with the
researchers by whom they are approached.
Additionally, it could provide comparison
data for TAU conditions that would be of
exceptional scientific value when they are
approached by potential research collabo-
rators.

Regenerative Research

Regenerative agriculture is agriculture
that is focused on strengthening the health
and vitality of farm soil. Analogous to this
practice, we recommend the adoption of a
paradigm of regenerative research. In the

current context, this would include a
detailed plan to leave tribal communities,
departments, and programs better off than
they were and as determined by the tribe.
Examples of this effort can be seen in the
focus of the service-based Native Connec-
tions Approach on sustainability of grant
activities within communities (SAMHSA,
2019). In adopting regenerative research,
results would need to demonstrate that the
tribe has improved (as defined and assessed
by the tribe) from the research endeavor.
This could be through training, education,
services, or agreements for the university
or research teams to continue a partnership
for some length of time following funding
to provide these things at the behest of the
tribe. Thus, optimal research on cultural
adaptation of EBTs goes beyond demon-
strating treatment benefits over and above
established EBT's but also includes a plan
for mitigating burden to tribal services
during the research process, and plans for
sustainability of research benefits.

Conclusion

Cultural adaptation of EBTs for mental
health problems has been and continues to
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be a burgeoning area of interest for
addressing disparities in psychological and
psychiatric disorders (e.g., Bernal & Schar-
ron-Del-Rio, 2001; Coleman et al., 2003;
Griner & Smith, 2006; Hall, 2001). Accord-
ingly, this has garnered interest among
researchers focused on mental health inter-
vention and prevention efforts in AI com-
munities (e.g., Gone & Alcantrara, 2007).
Research suggests that cultural adaptations
may be beneficial for treatment outcomes;
however, it has also been noted that more
research is needed to support the need and
efficacy of these protocols (Huey & Polo,
2008; Huey et al., 2014). Furthermore, the
rigorous research needed to adapt EBT
protocols to be culturally informed poten-
tially places a significant burden on AI
communities and health/mental health ser-
vices, underscoring the importance of
thorough assessment of need. Specifically,
researchers have called for evidence that a
particular EBT demonstrates limited effi-
cacy within a population and a systematic
approach to adaptation (e.g., Barrera &
Castro 2006; Davidson et al, 2013;
Kumpfer et al. 2008; Lau, 2006). Based on
the experience in tribal IRB processes, we
extend these recommendations to include
early, deep community engagement with
particular emphasis on collaboration
between tribe and research in delineating
research development, tangible benefit to
the community, and sustainability (e.g.,
SAMHSA, 2019) of EBT research. It is cru-
cial to note that conducting any research
within tribal communities presents unique
ethical considerations; for full considera-
tion of these issues, see Saunkeah and col-
leagues (2021).

Importantly, many standard EBT pro-
tocols include flexibility to tailor treatment
components to meet the needs of individ-
ual clients and patients. Thus, culturally
informed care would enable some degree
of cultural influence in EBT care in such a
scenario. In order to capitalize on this flex-
ibility, training with respect to AT historical
context (e.g., exploitation in research, dis-
placement and relocation, social and envi-
ronmental determinants of health) and
tribal-specific culture may improve idio-
graphic culturally informed care in the
context of extant EBTs and would be an
essential feature of successful adaptation of
established protocols, if needed.

We conclude with the following recom-
mendations for cultural adaptations of
EBTs for treatment of mental health disor-
ders: (a) more representation of Als in the
development of EBT protocols and RCT
samples broadly to provide data necessary
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to evaluate efficacy of standard protocols;
(b) increased training aimed at cultural
humility for providers of EBTs working
with AT communities; (c) rigorous evalua-
tion of standard EBT engagement and out-
come limitations to determine if cultural
adaptations are warranted; (d) collabora-
tive development of culturally adapted EBT
protocols with particular AT communities,
if deemed necessary; and (e) specified
efforts and plans to ensure benefit and sus-
tainability of gains based on research activ-
ities beyond the life of the grant or study.
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BEHAVIORAL PARENT TRAINING (BPT)
programs are based on social learning prin-
ciples that suggest children learn compli-
ance and noncompliance through a
process of modeling and receiving rein-
forcement for either cooperativeness or
problem behaviors from prominent indi-
viduals in their environment, including
parents and grandparents, other family and
caregivers, teachers, and community mem-
bers (Lieneman et al, 2019; Wierson &
Forehand, 1994). BPT programs are educa-
tion-focused treatments that take place in
practices, clinics, and community-based
programs and are designed to teach parents
appropriate skills to effectively resolve
problems with their children and reduce
externalizing behaviors (Calvert & McMa-
hon, 1987; Sanders & Dadds, 1993; Weisz
& Kazdin, 2017).

Although the BPT literature identifies
parent training programs as efficacious and
empirically supported, Forehand and
Kotchick (1996; 2002) point out that the
majority of BPT research historically has
not contextualized the efficacy of parent
training programs within a cultural frame-
work. There must be sensitivity utilizing
BPT programs, as they were created based
on parenting ideologies central to Euro-
pean American and Western cultural
groups (McCabe et al., 2020). Parenting
beliefs are predominantly imbedded in cul-
tural identity and that culture strongly
influences parenting practices and ideolo-
gies (Baumrind, 1967; Sorkhabi, 2005).
While BPT programs can be utilized in
their standard format with racial/ethnic
minority groups, it is unknown whether
they are culturally appropriate for them.
There are, however, contemporary cultural
adaptations and enhancements of parent-
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ing programs (Kulis et al., 2016) and evi-
dence-based treatments for American
Indian children and families, including
Parent-Child Interaction Therapy (PCIT;
Bigfoot & Funderburk, 2011; McNeil &
Hembree-Kigin, 2010) and Trauma-
Focused Cognitive-Behavioral Therapy
(TE-CBT; BigFoot, & Schmidt, 2010).
Researchers (Forehand & Kotchick, 1996,
2002; Herschell et al., 2002) hold that lack
of cultural sensitivity and the omission of
assessment of cultural acceptance in BPT
research may lead to erroneous beliefs con-
cerning the efficacy of BPT programs with
racial/ethnic minority groups, including
American Indians.

There is great intra-group diversity
among American Indians, who comprise
over 600 federally recognized tribes, other
state-recognized tribes, and nonrecognized
tribes, as well as intertribal cultural organi-
zations in urban and other geographic
areas across the country. American Indian
children and adolescents are unique in
their history but are affected by contempo-
rary environmental and social factors.
Along with pressing social and economic
problems, Native families historically and
currently have shown great resilience
(Robbins et al., 2012). Given the usual
structure of interconnectedness in the
family, a systems approach may be best in
helping American Indian families
(LaFromboise & Dizon, 2003).

American Indian parenting practices
have been addressed in the BPT literature
(e.g., Bigfoot & Funderburk, 2011; Bigfoot
& Willis, 1993), albeit not completely, still
leaving a void that leads to many uncer-
tainties about the acceptance and effective-
ness of various BPT programs within this
cultural group. There is some evidence,

including expert opinion and anecdotal
indications, suggesting there are certain
parenting ideologies and practices that
differ between American Indian (and other
ethnic/racial and cultural minorities) and
European American cultural groups
(Capous et al., 2016; Kallam & Coser, 1994;
McDermott, 2001). These cultural differ-
ences may influence the perception, appro-
priateness, and ultimate acceptability of
BPT programs among American Indians.
Additionally, contextual variables in com-
munities (e.g., economic opportunities)
broadly affect families; in some communi-
ties, concerns about health (e.g., diabetes)
are rampant (Martin et al., 2016), and may
compete with other priorities (e.g., parent-
ing).

It must be emphasized that American
Indians are a diverse group with a great
range of beliefs, traditions, customs, his-
tory, and current socioenvironmental con-
text that likely leads to a diversity of child-
rearing across contexts (Creighton, 2018)
within this heterogeneous cultural group.
Parenting style in any one sample cannot
be generalized to all Native families, nor to
all European American families. There are
no singular American Indian parenting
practices, but there likely are commonali-
ties and some generalizations that are
important to understand.

A difference between American Indian
and European American child-rearing may
be the emphasis on the role of extended
family (which can include a band, clan, vil-
lage group, or reservation-based land
group, among others). Among many Euro-
pean Americans families, parents are less
apt to grant parenting responsibilities to
members outside of their immediate
family. In contrast, many American Indi-
ans view the extended family as the basic
family unit, which takes precedence over
individuality (Atkinson et al., 1998; Capous
et al., 2016; Garcia et al., 1995). American
Indian families that engage with extended
family members are regarded as healthy
(Deacon et al., 2011). Co-parenting indi-
viduals are interrelated either biologically
or through social relationships and thus
regarded as immediate family. Commonly,
American Indian child-rearing duties are a
cooperative and collective communal
effort (Forehand & Kotchick, 1996; 2002;
Glover, 1999; McDermott, 2001). Thus,
parenting is a responsibility for various
members of a larger group outside a
nuclear family, including aunts, uncles, and
grandparents and elders (who are held in
high esteem, seen as individuals possessing
wisdom, insight, and knowledge; Glover).

17



MASSE ET AL.

Extended families in Native culture also
contribute to disciplining or praising
Native children (BigFoot-Sipes & Willis,
1993). In terms of positive attributes, com-
munal praise for good behavior is not only
customary, but also may serve as an impe-
tus for children to comply or assert effort in
both the home and classroom environ-
ments (Atkinson et al, 1998). Tribal
groups may positively reinforce Native
children by honoring them through cere-
monies, name-giving, or dances. Likewise,
extended family members frequently are
involved in discipline of Native children
(BigFoot-Sipes & Willis). For these rea-
sons, Native children and families typically
evaluate their behaviors in the context of
the larger tribal community (Atkinson et
al.).

Although there is limit-setting and even
punishment involved in child-rearing,
many American Indian families in general
tend to practice more of a relaxed, nonin-
terfering, nonconfrontational parenting
style (Atkinson et al., 1998; Forehand &
Kotchick, 1996; 2002; Kallam & Coser,
1994; Morrissette, 1994). This parenting
style may stem from Native ideologies that
all persons hold the innate ability and right
to make their own decisions in an indepen-
dent manner (Glover, 1999; Kallam &
Coser, 1994). Rather than trying to enforce
a great deal of control over their children,
some American Indians believe that par-
enting should be congruent with the har-
monious way of the world, and attempting
to exert influence over nature’s synchro-
nization is not culturally acceptable (Atkin-
son et al.; Glover, 1999; Glover, 2001) or
that achieving self-discipline is seen as an
important trait. This valuing and honoring
a child’s independence and spirit (Bigfoot
& Funderburk, 2011; Bigfoot & Schmidt,
2010) may be contrasted with practices and
beliefs in European American cultural
groups, which stress greater control, com-
pliance, and structure.

Despite these apparent differences in
philosophies about parenting, it should be
noted that contemporary cognitive-behav-
ioral methods are consistent with tradi-
tional American Indian cultural and heal-
ing practices (Bigfoot & Schmidt, 2010).
Native parents often employ behavioral
strategies that are inherently connected to
their heritage. Social learning, including
modeling, and other principles of learning,
provide a basis for many American Indian
parenting practices. For example, Ameri-
can Indian parents may use storytellingas a
means to demonstrate and describe appro-
priate manifestations of behavior (Bigfoot-
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Sipes & Willis, 1993). Similarly, American
Indian families may utilize the Medicine
Wheel as a symbol to teach their children
how to respect themselves and others (Big-
Foot-Sipes & Willis). Moreover, shaming
may be utilized as a means to extinguish
inappropriate behavior (Forehand &
Kotchick, 1996; 2002). As tribal identity is
so embedded in Native culture, emphasis is
placed on respecting and upholding stan-
dards and ideals that are important to the
values of the group, and therefore embar-
rassing or disgracing one’s family, tribe,
community, or Native heritage may serve
as punishment to an American Indian
child (Capous et al., 2016).

Another important consideration in
American Indian parenting is the intergen-
erational trauma associated with boarding
and residential schools (Adams, 2020) and
its potential downstream effects on parent-
ing. The boarding/residential school gener-
ation refers to American Indians who were
removed as children from their families
and homeland to attend boarding/residen-
tial schools modeled after a European way
of life (Ing, 1991; Morrissette, 1994). Some
of the schools only provided coercive, cold
forms of caregiving that lacked any cultural
connection; they were arenas for emo-
tional, sexual, and physical abuse, as well as
an environment where Native children
were taught to denounce and even deplore
their cultural identity, namely their Native
language, beliefs, and value system (Ing).
One facet of the upbringing of Native chil-
dren in residential schools has been dis-
cussed as influencing the transmission of
ineffective parenting strategies. During the
time at the schools, many Native children
were denied the opportunity to observe,
experience, and learn from parenting prac-
tices specific to their culture, which some
have suggested could have left them ill-pre-
pared to later be parents themselves or to
pass on culturally based parenting strate-
gies to their own children. A review of the
scientific evidence suggests that there is a
paucity of quantitative, data-based infor-
mation regarding the potential impact of
the boarding school experience on parent-
ing practices, although qualitative, histori-
cal, and anecdotal accounts are testimony
to the sometimes horrific experiences
(Lomawaima et al., 2018).

The current study evaluated similarities
and differences in parenting practices in a
sample of 82 American Indian and Euro-
pean American parents. In addition, group
differences regarding acceptability of tech-
niques that are commonly used in BPT
programs were explored. Last, parenting

styles of American Indians with and with-
out residential school experience (direct or
indirect) were investigated. We hypothe-
sized that American Indian and European
American parents/caregivers would be
similar in many respects but also would
differ in several domains including: (a)
involvement of extended family, (b) type of
parental monitoring, and (c) overall BPT
acceptability. In addition, we hypothesized
that American Indians with direct/indirect
residential/boarding school experience
would demonstrate different parenting
practices and beliefs than those without
that history. Qualitative methods also were
employed to identify any child-rearing
strategies unique to the American Indian
or European American samples of parents
included here.

Method

Participants

There were 41 American Indian and 41
European American parent volunteers;
inclusion criteria were: (a) being the bio-
logical or adoptive parent of a child
between the ages of 4 and 12, (b) having
current care-giving responsibilities for the
child, and (c) fluency in spoken and writ-
ten English. Additionally, in the American
Indian group, parents had to report their
race as American Indian. Individuals (n =
10) who reported their race as mixed were
included in the American Indian group.
Participants were included in the European
American group if they reported their race
solely as White or Caucasian, and ethnicity
as non-Hispanic.

Tribal affiliation and geographic resi-
dence were collected in a demographics
form to characterize the samples. Among
the American Indian parents, a total of 23
tribes were reported and are represented in
the data. Given the geographic location of
the data collection, most American Indian
participants were primarily from eastern
tribes, with the majority of individuals
(71.9%) reporting being affiliated with of
one of the six tribes of the Haudenosaunee
(Six Nations or Iroquois). There were 26
(63.4%) American Indian participants who
reported that they or their parents had
direct experience with residential/boarding
schools. Approximately half (53.7%) of the
American Indian participants were cur-
rently living on a reservation.

Assessment Measures

Demographics
Each participant completed a demo-
graphic and social history form. In addition
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to items, including educational level and
occupation, shown in Table 1, participants
were asked if they utilized extended family
in child-rearing and, if so, what relation-
ship that/those adults had to the child (e.g.,
grandparent). Additional items referred to
current residence on an American Indian
reservation, and about whether there was a
child with externalizing behavior difficul-
ties in the home (either the child who was
the focus of their responses, or another
child).

Alabama Parenting Questionnaire

(APQ)-Parent Report Form

The APQ (Shelton et al., 1996) was
devised to assess specific aspects of parent-
ing demonstrated to be connected with the
development of behavioral problems in
children ages 6 tol3. The questionnaire
consists of 42 items rated on a 5-point scale
which assesses the frequency of parenting
behaviors in the home setting. The 42 items
are scored on five parenting constructs or
subscales: positive parental involvement
(e.g., “you help your child with his/her
homework”; “you play fun games with
your child”); positive parenting (e.g., “you
praise your child if he/she behaves well”;
“you reward or give something extra to
your child for obeying you or behaving
well”); monitoring/supervision (e.g., “your
child is out with friends you don’t know”;
“you get so busy that you forget where your
child is or what he/she is doing” ); incon-
sistent discipline (e.g., “you threaten to
punish your child and then do no actually
punish him/her”; “the punishment you
give your child depends on your mood”);
and corporal punishment (e.g., “you slap
your child when he/she has done some-
thing wrong”; “you spank your child with
your hand when he/she does something
wrong”). These 5 subscales were chosen by
the authors of the APQ based on literature
suggesting that these constructs are most
closely associated with the development of
conduct problems in older children (Shel-
ton et al.). Dadds et al. (2003) assessed the
psychometric properties of the APQ with a
younger population (ages 4-9) and
demonstrated moderate to strong internal
consistency across subscales, convergent
validity or all subscales, and excellent 2-
week test-retest reliability.

An additional seven items assessing
other discipline techniques were included
(e.g., contingency management strategies,
time-out, planned ignoring). Last, in order
to make the measure more culturally sensi-
tive, the following six American Indian
parenting items were added and placed
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randomly throughout the assessment:
“you indicate that the child’s behavior will
cause shame to you as a parent,” “extended
family members (e.g., aunts, uncles, grand-
parents) play a role in disciplining your
child,” “you have family meetings where
everyone has a turn to talk without inter-
ruptions,” “you tell tribal stories that teach
your child right from wrong,” “you honor
your child with an event (e.g., dances, give-
away, name-giving) when he has done
something well,” “you use sage, cedar, or
other herbs to help your child to center
their attention.” These items were devel-
oped by an author of the study (D.S.B.)
based on her clinical and empirical exper-
tise in traditional Native parenting prac-
tices (Bigfoot, 1989). These six items
devised the American Indian parenting
subscale.

Treatment Evaluation Inventory-

Short Form (TEI-SF)

The TEI-SF (Kelley et al., 1989) is a 9-
item measure used to assess the acceptabil-
ity of behavior modification techniques
used for children. Participants are asked to
read a specific case vignette of an 8-year-
old male(s) who exhibited a symptom of
oppositional defiant disorder and then read
six vignettes describing behavior modifica-
tion techniques that are typically taught in
BPT programs (e.g., differential attention,
overcorrection, positive reinforcement,
response cost, spanking, and time-out). In
addition, three vignettes that depicted
Native parenting practices (e.g., talking
circle, story telling, extended family
involvement) were added to the assessment
based on the expertise of one the study’s
authors (D.S.B.) and other consultants with
expertise in Native parenting. After reading
the specific behavioral interventions, par-

Table 1. Between-Group Comparisons of Demographic Characteristics and Selected

Questionnaire Responses

American Indian

European American

Variable (n =41) (n =41)
M SD M SD £(80)
Age of parent 37.0 12.0 34.2 7.4 1.26
Number of children 2.9 2.0 2.2 0.8 0.79
Average age of target child (APQ) 7.9 3.9 6.7 3.1 1.47
NAAS 2.78 .56 4.47 49 14.54%+*
n (%) no (%) A  x
Gender
Male 15 (36.6) 15 (36.6)
Female 26 (63.4) 26 (634) 1  <.005
Marital Status
Married/Live-in partner 21 (51.2) 31 (75.6)
Single, separated, divorced,
widowed 20 (48.8) 10  (244) 1 526
Hollingshead Social Rank
Category I 0 3 (7.3)
Category IT 7 (17.1) (19.5)
Category III 9 (22) 10 (24.4)
Category IV 17 (41.5) 11 (26.8)
Category V 8 (19.5) 9 (22) 4 .347
Defiant Child
Yes 14 (36.9) 23 (57.1)
No 24 (63.2) 18 (429 1 294

*p <.05 *p <.001
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Table 2. Between-Group Comparisons for TEI-SF Acceptability Scores

American Indian

European American

Scale (n=41) (n=41)
M SD M SD £(80) d

Differential attention 28.5 8.5 28.6 8.8 -.09
Overcorrection 32.1 6.9 31.1 5.8 71

Positive reinforcement 29.0 7.8 33.2 6.0 2.78%* .61
Response cost 32.15 5.7 34.5 6.0 1.81
Spanking 20.6 7.8 22.8 8.1 1.21
Time-out 32.2 6.5 33.0 52 .54

Talking Circle 33.7 5.8 334 4.7 .19

Tribal stories 31.7 6.8 31.2 8.5 .36
Extended family 29.6 7.9 25.8 9.5 2.16* 48
BPT composite score 153.9 18.9 160.4 19.1 1.55

Note. TEI-SF - Treatment Evaluation Inventory-Short Form; BPT Composite Score —
Behavioral Parent Training Composite Score.

*p<.05 *p<.01

Table 3. Between Group Comparison for Alabama Parenting Questionnaire

Subscale Mean Scores

American Indian

European American

Scale (n=41) (n=41)
M SD M SD t(79) d

Positive parenting 26.2 2.7 26.1 2.9 13
Involvement 389 5.7 39.6 6.4 -.49
Monitoring 16.6 6.5 13.8 3.8 2.3% .52
Inconsistent discipline 13.4 4.4 13.7 3.5 -41
Corporal punishment 4.7 1.4 4.8 1.6 -32

Other discipline 19.1 3.1 19.4 2.6 -49
American Indian practices 15.5 3.8 13.7 3.5 2.96%* .66

Note. Independent samples t-tests were conducted on mean scores between groups to assess

a priori hypotheses.
*p<.05*p<.01

ticipants then indicated how personally
acceptable each treatment would be, how
likely they would be to utilize each inter-
vention, and how effective the techniques
would be if used. Scores of the TEI-SF
range from 9 to 45 for each behavior mod-
ification technique, with a score of 27 rep-
resenting moderate acceptability (Kazdin,
1981). This study defined acceptability of
BPT programs as the cumulative value
attained from the following five vignettes:
differential attention, overcorrection, posi-
tive reinforcement, response cost, and
time-out. Although each of these BPT
components was analyzed individually, the
composite BPT score was also used as a
dependent measure. BPT composite scores
range from 45 to 225, with a score of 135
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signifying moderate acceptability. Kelley et
al. found that the TEI-SF had appropriate
internal reliability and validity determining
acceptable behavioral interventions for
children.

Native American Acculturation Scale

(NAAS; Garrett & Pichette, 2000)

The NAAS is a 20-item measure assess-
ing Native level of acculturation along a
continuum ranging from a traditional
American Indian lifestyle to a non-Native
way of life. The NAAS examines involve-
ment in American Indian culture, includ-
ing language, friendships, behaviors, gen-
erational/geographic background, and
attitudes. Each item on the NAAS is rated
on a 5-point Likert scale; a mean score

across the 20 items is calculated. A score of
1 represents a strong American Indian
identity (and low level of acculturation)
and a score of 5 represents a strong non-
Native identity (and high level of accultur-
ation); a cutoff score of 3 suggests a bicul-
tural identity. Psychometric information is
available and indicates good internal con-
sistency and evidence of validity related to
in relation to having grown up in a Native
community, parents’ identification with
Native culture, and connection to a Amer-
ican Indian identity (Garrett et al., 2009;
Reynolds et al., 2012).

Hollingshead Two Factor Index

of Socioeconomic Status

Information about the participant’s
occupation and education level was
obtained from the demographic question-
naire. A social position score was derived
for each family based on the two-factor
index created by Hollingshead (1957). In
this two-factor index, education level and
type of occupation were assigned a score.
These scores were used in a formula in
which weighted and scaled scores were
multiplied for each category. The respec-
tive product of the two scores was added to
attain a social class score (i.e., Class I being
upper class, Class III being middle class,
and Class V being lower class).

Qualitative Measure

An open-ended prompt inviting exten-
sive written comments was provided to
write in and describe practices that were
not included in the APQ.

Procedures

Data from the American Indian group
were collected at a local veterans-spon-
sored pow-wow in a northeastern state.
With the permission and encouragement
of the veterans group, a health education
booth was provided at the pow-wow for
participants, with handouts, brochures,
and giveaways; there was signage about the
research. Participants at the booth were ini-
tially queried about their children, if any,
and then their current care-giving role and
age of their child. Individuals who met
inclusion criteria were invited to read a
cover letter outlining the purpose of the
study, and then participated if willing to do
$0.

Data from the European American
group were similarly gathered. (There were
5 European American participants at the
pow-wow who were included in the cur-
rent data). The remaining 36 European
American participants were recruited from
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social service agencies and community-
sponsored programs at local shopping
areas.

Provision of data from participants was
anonymous; assessments were completed
privately, on paper-and-pen forms. In
order to control for carry-over effects,
assessment packets were arranged so that
the questionnaires were in random order.
All study procedures were approved by and
conducted in compliance with the West
Virginia University Institutional Review
Board; the veterans organization approved
the research and required the presence of
an American Indian cultural consultant
during data collection.

Results

Demographic Characteristics
and Comparisons

As shown in Table 1, the American
Indian and European American groups
were similar in almost all measured demo-
graphic and social characteristics, includ-
ing age of parent, gender, and Holling-
shead social class, as well as in terms of
whether the parent reported there was a
defiant child in the home, and the age of the
target child on the APQ. More European
American participants were married or
had a live-in partner, and fewer of the
American Indian group had such a rela-
tionship.

Cultural Identity

As shown in Table 1, and unsurpris-
ingly, the American Indian group showed a
higher level of Native identity compared to
the European American group. The Amer-
ican Indian group scored below the cutoff
of 3, suggesting they identified with Native
beliefs and customs, although the mean
score of 2.8 (0.6) is quite near the level of
bicultural identity.

Extended Family

As shown in Table 2, the means of the
groups on the TEI-SF extended family
vignette revealed a difference between the
American Indian group and the European
American group, with a medium effect
size. Results demonstrated that the Ameri-
can Indian group would be more accepting
of involving extended family in child-rear-
ing than the European American group.
Further, mean scores revealed that the
European American group score was
below the acceptability cutoff score of 27,
suggesting that this group did not rate the
utilization of extended family as an accept-
able discipline strategy.
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To follow up this finding, a chi-square
test was conducted to determine if the pro-
portion of American Indian parents who
reported on the demographics form that
they utilized extended family in child-rear-
ing duties differed from that of the Euro-
pean American parents. Results revealed
that more individuals (n = 19, 46.3%) in the
American Indian group depended on
extended family in comparison to the
number of individuals (n = 6, 14.6%) in the
European American group, x2 (1, N=82) =
9.73, p < .01. Reliance on grandparents was
reported most often for both groups
(American Indian: 11 of 19; European
American: 3 of 6).

Additionally, the mean score for the
extended family item on the APQ (i.e., one
of the “Native American Practices” items)
revealed a difference between the Ameri-
can Indian parents (M = 2.9, SD =1.3) and
the European American parents (M = 2.3,
SD =.9), #(79) = 2.12, p < .05, indicating
greater involvement of the extended family
in child-rearing among American Indians.

The strength of the effect, as measured by
Cohen’s d, was .48, indicating a medium
effect size.

Parenting Practices

Parental Monitoring

As shown in Table 3, results for the
APQ monitoring subscale revealed a signif-
icant difference between the American
Indian parents and the European Ameri-
can parents, with a medium effect size. The
American Indian group reported monitor-
ing their children less than the European
American group, perhaps as an indication
that more independence is given to chil-
dren, or that other family and community
members are relied upon and involved in
child-rearing.

American Indian Parenting Practices

As anticipated and shown in Table 3,
the American Indian Parenting Practices
subscale of the APQ was different between
the groups, with the American Indian par-
ents endorsing use of those methods (e.g.,
family meetings, tribal stories, honoring

Table 4. Bivariate Correlations of Acculturation with Extended Family, TEI-SF

Vignettes, and APQ Subscales

Subscale NAAS Mean Score
1) NAAS — Demographic Form
2) Extended Family 35%%
Involvement in Child-Rearing
TEI-SF
3) Differential attention .07
4) Overcorrection .10
5) Positive reinforcement 29%%
6) Response cost 24
7) Spanking .17
8) Time-out 1
9) Talking circle .00
10) Tribal stories .00
11) Extended family .19
12) BPT composite 22
APQ
13) Positive parenting .00
14) Involvement .04
15) Monitoring 32
16) Inconsistent discipline .01
17) Corporal punishment .07
18) Other discipline .10
19) American Indian parenting .32%

Note. NAAS - Native American Acculturation Scale; TEI-SF — Treatment Evaluation
Inventory-Short Form; APQ - Alabama Parenting Questionnaire.

*p<.05 **p<.01

175



MASSE ET AL.

children with events) more than the Euro-
pean American group. The strength of the
difference signified a medium effect size.

Use of Positive Reinforcement

The Positive Reinforcement subscale of
the TEI-SF differed between the groups, as
shown in Table 2. European American par-
ents found these classic BPT methods (e.g.,
rewards, praise) more acceptable than the
American Indian parents. The strength of
this difference signified a medium effect
size.

As shown in Table 2, results on the
acceptability score of the TEI-SF positive
reinforcement vignette revealed a differ-
ence between the American Indian and
European American parents, with the latter
group finding it more acceptable. The mag-
nitude of the results indicated a medium
effect size. Although the groups differed
significantly, the American Indian parents’
score was above the acceptability cutoff
(27), still indicating that positive reinforce-
ment was moderately accepted by this

group.
Residential School Experience

Independent samples t-tests were con-
ducted on the mean scores of the TEI-SF
scores between American Indians with or
without direct or indirect (parental) expe-
rience with residential schools. A signifi-
cant difference emerged on the tribal story
vignette, between the group having experi-
ence with residential schools (M = 28.0, SD
=6.6) and the American Indian group with
no reported experience of residential
schools (M =33.9,5D =6.0), #(39) =2.93,p
<.01. The magnitude of the results, as mea-
sured by Cohen’s d, was .94, signifying a
large effect size. Also, comparison of the
mean scores of the APQ corporal punish-
ment subscale revealed a similar pattern,
with the parents with residential school
experience finding corporal punishment
more acceptable and those without such
experience indicating it was less acceptable.
The level of reliability for this difference
(i.e., p = .065), however, did not meet a
standard .05 level.

Association of Acculturation With
Extended Family, Treatment Accept-
ability, and Parenting Practices

Table 4 portrays correlational analyses
examining the relation between accultura-
tion and dependent variables. Greater affil-
iation with Native culture (and thus less
acculturation) was associated with greater
involvement of extended family in child-
rearing (as measured on the demographic
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form), less use of positive reinforcement,
less use of response cost strategies, and less
parental monitoring (as measured by the

APQ).

Qualitative Description of Other
Parenting Strategies

For the American Indian parents who
completed this section (n =14), there were
7 (50%; 17.1% of the American Indian
sample) who reported that they splashed
water in their child’s face as a form of a dis-
cipline whereas no European American
participants reported using this strategy.
The responses of these 7 parents were: (a)
“I have used a cup/small dipper of water
splashed in her face as discipline,” (b)
“When misbehaving we often use water,”
(c) “Glass of cold water to face or if arguing
w/ sibling tell them 3 good things about
them to their face,” (d) “My mother use to
splash water in our face and now I do it to
my son and it works better than anything
else,” (e) “Give them water in their face
when they misbehave,” (f) “Water splash-
ing as discipline,” and (g) “When my chil-
dren act out they get the water.”

Discussion

This study demonstrated a number of
similarities in the child-rearing practices of
American Indians and European Ameri-
cans, but also identified several unique
attributes of American Indian parenting.
This approach might be considered a
“deficit model” (Salkind, 2008), in which a
racial/ethnic minority group is contrasted
with a culturally dominant White group.
While there are certainly limitations in
such a perspective, in this case, it allows for
identifying and highlighting distinctive
American Indian parenting beliefs and
practices. The findings provide empirical
evidence describing certain American
Indian parenting practices, which allow a
basis to begin to understand which aspects
of existing BPT are culturally sensitive and
appropriate and, in turn, help to inform
clinical intervention.

Extended Family

Among other findings, perhaps most
striking and important is the role of the
extended family and community in child-
rearing with American Indian families.
Native parents are more likely to include
other family and community in child-rear-
ing, which may have a positive impact on
the child in terms of generalization, and
may help in terms of dealing with the
numerous demands (and stressors) of par-

enting. Differences were found across sev-
eral study measures, suggesting that Amer-
ican Indian parents use extended family to
assist with rearing their children more than
European American parents. Adding cred-
ibility to this finding, more American
Indian parents indicated that individuals
other than a spouse or partner actually
assisted and/or shared child-rearing duties
compared to the European American fam-
ilies. Furthermore, greater identification
with Native culture was associated with
more involvement of extended family. In
the current sample, more grandparents
were involved in the American Indian fam-
ilies than in the European American ones,
consistent with their important role as
family members and elders in Native cul-
ture (Fuller-Thomson & Minkler, 2005).
The findings may have implications for
BPT programs in that they often focus on
parent-child interaction and do not typi-
cally involve extended family members in
therapy. This sample of American Indian
parents reported that a number of individ-
uals assist with the child-rearing duties,
including grandmothers, grandfathers,
cousins, older siblings, and family friends.
Therefore, researchers and clinicians may
want to consider inviting a wider variety of
individuals into the therapy process when
working with American Indian families. It
should be noted that these findings may be
influenced by environment in that those
living on reservation lands (53.7%) may
have more extended family available to
assist with child-rearing. In addition, as a
larger proportion of Native families
reported that they were not married or had
a live-in partner, it is logical to conclude
that these individuals may have depended
upon others for assistance with childcare.
Therefore, contextual issues need to be
considered when interpreting these results.

Parenting Practices

A finding related to the involvement of
extended family is that American Indian
parents allow more independence in their
children, and monitor and supervise them
less closely, while the European American
parents in this sample reported monitoring
and supervising their children more
closely. It is worth noting that this result is
based on the monitoring subscale of the
APQ and is structured such that higher
scores are associated with less monitoring.
In some of the APQ literature, this scale is
referred to as “poor monitoring.” The scale
name and item wording appear to Euro-
centric, based on a perspective that chil-
dren should be supervised closely by par-
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ents at a nuclear family home. While that
sort of parental involvement may be posi-
tive in many circumstances, it is not the
only appropriate way to parent, and may
not promote the independence of the child.
This scale label also may contextual and
related to level of environmental violence
or potential harm in the environment as
perceived by the parent.

Cultural Identity and Tribal Affiliation

As expected, the American Indian par-
ents subscribed to more traditional prac-
tices and customs in comparison to the
European American group. The finding
that degree of affiliation with Native cul-
ture was associated with acceptability of
certain parent practices is consistent with
other literature suggesting its importance
in American Indian child health (Rutledge
et al., 2019). This finding is not surprising
considering the American Indian data were
gathered at a pow-wow in a region with
federally recognized tribes and reservation
lands, with rich Native culture and tradi-
tion. Nevertheless, the NAAS acculturation
scale scores for the American Indians,
while significantly different from that of
the European Americans, still was clearly at
alevel suggesting bicultural status. It is pos-
sible that findings in this study would be
more pronounced, or different, in a sample
of American Indians who identify more
with Native culture and are less accultur-
ated with European American culture.

This American Indian sample is rather
unique in that it was intertribal, but mostly
involved individuals who had tribal affilia-
tions within the northeastern part of the
U.S., and particularly the Haudenosaunee
(Iroquois/Six Nations). Because much
research is conducted with western tribal
groups, this sample is important given its
relative rarity and the opportunity to give
voice to less-represented groups of Ameri-
can Indians. Generalizing the results of this
study to other groups of American Indians
must be done with caution, of course,
including the issue that levels of accultura-
tion vary greatly across American Indian
communities (Garrett & Pichette, 2000).

Acceptability of Behavioral Parent
Training Programs

The similarity of the overall composite
score on the TEI-SF suggests the possibility
of similarities in the acceptability of many
parenting strategies in BPT in these Amer-
ican Indian and European American sam-
ples. The lesser acceptability for the posi-
tive reinforcement component in the
American Indian parents is interesting, in
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that the vignette presented a situation in
which a parent rewarded a child with stick-
ers that, after a certain amount have been
attained, could be redeemed for other
rewards. It may be that this strategy is cul-
turally mismatched in some way, seeming
to exert more control than appropriate in
parenting styles in which children are
granted more sovereignty in the decision-
making process (Atkinson et al., 1998).
Native children may be more often
expected to learn from personal experience
(e.g., natural consequences) rather than
relying on small reinforcements from their
parents. Additionally, American Indian
families may tend to honor their children
in other ways (e.g., dances, name-giving
ceremonies, tribal praise) and may not find
value in stickers (BigFoot-Sipes & Willis,
1993).

In addition to the finding about use of
positive reinforcement, there was a small
but significant relation found between
acculturation and response cost. American
Indian parents with NAAS scores suggest-
ing more identification with Native culture
were less accepting of the use of response
cost strategies. This finding suggests that
greater cultural identification is related to
less dependence on restriction of material
possessions (e.g., tokens, tangibles) as a
parenting strategy. Restriction of tangible
privileges and response cost using material
possessions may be culturally mismatched
for those with stronger identification with
Native culture, whereas exclusion from the
group may be more in line with traditional
Native parenting practices.

Findings suggest that, in general, Amer-
ican Indian parents found many of the
techniques used in BPT to be appropriate
and acceptable approaches to parenting
(e.g., differential attention, time-out). Nev-
ertheless, key differences were identified
that could decrease the effectiveness of
commonly used BPT  programs.
Approaches such as Barkley’s Defiant Chil-
dren (Barkley, 2013) or Kazdin’s Parent
Management Training (Kazdin, 2005) that
include tangible reinforcement and
response cost procedures (e.g., sticker
charts, token economies) might require
significant adaptations or motivational
strategies to increase satisfaction among
American Indian parents. In contrast, BPT
programs, like PCIT (McNeil & Hembree-
Kigin, 2010) and Incredible Years (Web-
ster-Stratton & Reid, 2003), that are based
primarily on social contingencies (e.g., dif-
ferential attention), may require less adap-
tation to promote engagement among
Native parents. Overall, results of this study

suggest that therapists could improve care-
giver engagement with BPT by soliciting
their feedback about the acceptability of
common BPT practices, such as rewards
and response cost, at the beginning of treat-
ment. Additionally, information should be
gathered about the influence of extended
family in order to consider the inclusion of
a range of caregivers as needed in the
child’s treatment.

As recommended by McCabe and col-
leagues  (2020), “a  personalization
approach (PersIn)” has the capacity to use
cultural assessment to increase engage-
ment with therapy while simultaneously
addressing mental health disparities,
including the lack of access to BPT in
racial/ethnic minority communities (p.
41). Personalization of BPT approaches
allows for evidence-based strategies to be
tailored to the cultural beliefs, values, and
traditions of individual families. As an
example, the current study suggests that
American Indian parents may value child
independence and thereby engage in less
monitoring. Through personalization
strategies, a BPT therapist may discover
that the caregiver would be more engaged
in a BPT program that focuses on encour-
aging child independence in play and
work. In this way, a personalization
approach like that developed by McCabe
and colleagues has the potential to increase
treatment effectiveness and decrease attri-
tion when working with American Indian
families and other cultural groups often
underrepresented in BPT research.

Residential Schools

As with other comparisons, most rat-
ings of parenting practices were similar
between those American Indians with
direct (personal) or indirect (parental)
experience with residential schools com-
pared to those without such histories.
American Indians with residential school
experience regarded the telling of tribal sto-
ries as a less acceptable practice than those
who had no such history. They likely did
not enjoy the benefit of learning stories and
thus have no stories to tell—and they may
not have learned how to share stories.
Those who were forced to attend residen-
tial schools or those whose parents
attended residential schools were essen-
tially severed from their culture and subse-
quently deprived of their cultural traditions
(Ing, 1991; Morrissette, 1994). Likewise, as
some stories are only told during certain
seasons, it is possible that some Native par-
ents may be hesitant to tell stories due to an
uncertainty of the timing.
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Also of note is the (less reliable) differ-
ence between the groups on the use of cor-
poral punishment, with those who had res-
idential school experience reporting
corporal punishment of children to be
more acceptable. This finding must be
interpreted with caution, given the level of
reliability, and the low sample sizes of the
residential and nonresidential school sub-
groups. With a larger sample, differences
may have emerged more clearly.

Qualitative Findings About Use
of Splashing Water in Controlling
Child Behavior

A write-in section was included as an
additional section to the APQ as a way of
collecting qualitative information not
found in the original assessment. Although
a range of parenting strategies was
included, one practice in particular was
more consistently mentioned by the Amer-
ican Indian parents: the use of splashing
water in the child’s face as a means of disci-
pline. Clearly, as a number of Native par-
ents referenced this parenting approach as
a parenting technique, a more detailed
investigation is needed to examine this
strategy.

Interestingly, a search in the literature
revealed a reference about the splashing of
water in the Haudenosaunee (Iroquois/Six
Nations), indicating that “Children were
never spanked, but they were punished for
misbehaving. Water was thrown in their
faces . ..” (Wood, 1994; p. 15). Currently,
this finding about the use of water as a dis-
cipline technique in Native families must
be interpreted with great caution as it is
possible that this is an idiosyncratic parent-
ing approach used only by families in this
region as it may reflect a unique tribal prac-
tice or belief. Consultation with tribal
elders and local parenting experts should
be pursued; focus groups with Native par-
ents in this particular part of the country,
as well as other regions, also could be con-
ducted in order to gain a more thorough
understanding. This finding also is consis-
tent with Native views of water as an essen-
tial element of teaching and that you tend
water and recognize that water has a spirit.
Water is used in most ceremonies and is an
offering. In follow-up discussions, this
practice of using water was described as an
alternative to corporal punishment. This
finding also suggests the importance of the
provider having or seeking knowledge of
cultural practices if the family endorses
higher levels of cultural identification and
practice.
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Limitations

In addition to promising results that
provide direction for future research, the
present study has limitations. Even with a
priori planned comparisons, having many
statistical comparisons increased the
chance of Type I error (Cohen, 1988). The
small numbers in the residential and non-
residential school subgroups limited the
opportunity to reliably detect differences.
Another limitation is generalizability
related to this study utilizing an intertribal
Indian sample, concentrated on Eastern
tribes, and particularly the Haudenosaunee
(Iroquois/Six Nations). Likewise, the het-
erogeneity of the European American may
be a limitation in that since BPT programs
have been normed based on European
American parenting philosophies, it may
have been more appropriate to utilize a
more homogeneous sample. Additionally,
as there was a difference between the
number of children within each family, it is
possible that the findings may have been
influenced by family size, as parenting
practices may differ depending on the
amount of parenting experience one has, or
the parenting demands one experiences, or
differences in child behavior in smaller and
larger families.Next, as Jones et al. (1998)
pointed out, the TEI-SF includes only six
behavioral  interventions  typically
employed with disruptive children. Other
possible treatment alternatives are not con-
sidered on the TEI-SF. Further, the treat-
ment vignettes present a very specific way
of delivering the treatment. A number of
the treatments (e.g., time-out, positive
reinforcement) presented could have been
administered in a variety of ways, thus
making it difficult to generalize the accept-
ability of intervention variations. Finally,
all of these results are based on the self-
report of parents/caregivers and are not
based on behavioral observations or in vivo
assessment.

Conclusions and Future Directions

The current study evaluated similarities
and differences in parenting practices in
samples of American Indian parents and
European American parents. In addition,
group differences regarding acceptability
of techniques that are commonly used in
BPT programs were explored. In general,
the American Indian and European Amer-
ican parents endorsed a number of similar
parenting behaviors and found several BPT
components to be acceptable parenting
interventions. Several important differ-
ences also existed between the two groups.
As far as treatment acceptability, results

showed that Native parents accepted and
used extended family to assist in child-rear-
ing duties significantly more than Euro-
pean American parents. Further, Native
parents showed significantly less accept-
ability for specific positive reinforcement
strategies (i.e., sticker charts). In terms of
parenting practices, the study revealed sig-
nificant differences on parental monitoring
behaviors. Also, qualitative comparisons
demonstrated that some in this particular
group of Native parents employed splash-
ing water in their child’s face as a discipline
strategy. In addition, Native parents
endorsed using Native-specific parenting
strategies significantly more than Euro-
pean American parents. Analyses con-
ducted on individuals with and without
direct or indirect residential school experi-
ence revealed a difference in the acceptance
of tribal stories as a possible parenting
strategy. Last, the study revealed that cul-
tural identity may influence a number of
parenting strategies including positive
reinforcement, response cost, and moni-
toring.

Replication is an important next step.
Future studies could add to the current
investigation by considering a wider vari-
ety of variables. First, as fathers and moth-
ers tend to demonstrate different parenting
behaviors (Nobes et al., 1999), the interac-
tion of gender and race/ethnicity needs to
be considered when investigating parent-
ing beliefs and practices. Next, as these
study data were gathered from a commu-
nity sample, it would be helpful for future
studies to obtain information from a clinic-
referred population in order to get a better
understanding of the behaviors of families
with a conduct-disordered child. Also, it
would be useful to analyze cultural accept-
ability of BPT programs following treat-
ment, as research has shown that partici-
pating in an effective treatment increases
acceptability ratings (Adams & Kelley,
1992). Next, an important aspect of treat-
ment acceptability centers around therapist
characteristics and the perception a client
has of a therapist. Sociocultural acceptabil-
ity research not only needs to continue to
go beyond solely examining acceptability
of treatment components, but also focus on
cultural competence with service delivery
(LaFromboise et al., 1990). Also, as level of
acculturation may influence the way an
American Indian parent perceives or
accepts BPT programes, it is important to
further assess the relation of parenting
practices to level of identification with tra-
ditional Native beliefs and culture. Cultural
adaptations may well be appropriate with
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parents and families who are more tradi-
tional and less acculturated (Bigfoot &
Funderburk, 2011; Bigfoot & Schmidt,
2010). In future research, comparison of
American Indian and other racial groups
will be less productive than an in-depth
exploration of parenting practices and per-
ceptions of behavioral parent training in
specific tribal or other groups.

This study is another step in under-
standing the similarities and differences in
the parenting practices of American Indian
and European American groups. Empirical
data about the acceptability of core compo-
nents of behavioral parent training pro-
grams among American Indian parents is
provided, along with unique aspects of
their parenting practices. Additional quali-
tative and quantitative research is needed
to provide more information that will
guide clinicians and researchers that will
enable them to provide more culturally
aware, sensitive, acceptable, and efficacious
parenting programs to serve American
Indian families in the future.
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ACCORDING TO THE MOST recent United
States (U.S.) Census, American Indians
(Als) make up approximately 1.7% (5.2
million) of the U.S. population and repre-
sent 1.7 million households (U.S. Bureau of
the Census, 2010). Most Als (78%) live out-
side areas defined as reservations, with the
largest percentage living in 10 states: Cali-
fornia (ranks first), Oklahoma, Arizona,
Texas, New York, New Mexico, Washing-
ton, North Carolina, Florida, and Michi-
gan. The Al population is young, with a
median age of 29 years (U.S. population: 35
years) and approximately 32% under the
age of 18 (U.S. population: 26%). Thus,
there are many Al children and adolescents
receiving guidance from parents or
guardians; however, the vast majority of
empirical studies assessing parenting and
child behavior fail to include AI families.
Indeed, basic psychometric analyses for
most well-established clinical measures
have yet to even include any Als in their
samples. Thus, we lack normative informa-
tion about well-functioning AI families and
those who may benefit from treatment.
Given that AI families are one of the most
underserved ethnic groups in terms of
health metrics (Stiffman et al., 2006), there
is a critical need for further research.
There is evidence (e.g., Beals et al., 2005)
that AI youth are more likely to exhibit
externalizing disorders (e.g., attention-
deficit/hyperactivity disorder [ADHD],
conduct disorder) compared to White
youth. One-quarter (25%) of Whitbeck and
colleagues’ (2008) sample of Al youth (n =

651) met criteria for an externalizing disor-
der across a 12-month period. In the gen-
eral population, externalizing behaviors are
among the most common psychological
referrals in childhood (Brinkmeyer &
Eyberg, 2003). Patterson’s (1982) coercive
family process model demonstrates that
ineffective parenting is central in the devel-
opment of childhood externalizing behav-
iors, and Momper and Jackson (2007)
found support for this model with AI fam-
ilies. Parent training (one of the most
investigated evidence-based treatments for
externalizing youth) employs assessment
as a key component of the treatment
process that guides and modifies treatment
(Kazdin, 2005). Assessment of parenting is
essential to understanding and addressing
the co-occurring dysfunctional parenting.
Thus, standardized measures need to be
evaluated as to whether they are reliable
and valid measures of parenting and child
behavior for Al families.

Measures may differ significantly across
groups in terms of measurement equiva-
lence. Scores and the meaning of scores
may vary, especially in light of differences
in culture, values, life experiences, and
socialization practices such that constructs
may differ in dimensions and in their asso-
ciations with other relevant constructs
(Byrne et al., 2009; Geisinger, 1994). Levels
of acculturation must be considered, as
individuals at differing levels may respond
differently to similar measure items.
Geisinger proposed that reliability within a
group must first be established, followed by

*Ashleigh Coser, Ph.D. (Muscogee [Creek], Choctaw, and Chickasaw), serves as a licensed
health service psychologist for an Oklahoma tribal community.
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determining the clinical utility of the mea-
sure. This is consistent with ethical stan-
dards requiring that validity of measures be
demonstrated for special populations for
which they will be used (American Educa-
tion Research Association, American Psy-
chological Association, & National Coun-
cil of Measurement in Education, 1999;
American  Psychological ~Association,
2010). Unfortunately, little to no research
exists to determine reliability or clinical
utility of measures within AI families. In
reviewing the standardization samples of
commonly used parenting measures (e.g.,
Parenting Stress Index-4, Abidin, 2012;
Alabama Parenting Questionnaire, Frick,
1991; Parenting Scale, Arnold et al., 1993;
Parenting Sense of Competence Scale,
Johnston & Mash, 1989), zero Al families
were included (except in one study that
mentioned fewer than 10 families com-
bined with others of unspecified ethnic
groups). This exclusion is especially con-
cerning given the needs and challenges
facing many Al communities.

These challenges include increased risk
and incidence of substance use, psy-
chopathology, unemployment, and low
socioeconomic status with 28% living
below the poverty line (Centers for Disease
Control and Prevention, 2011; Glover,
2001). AI children rank second to African
American children in maltreatment
(Administration on Children and Families,
2007). Further, when AI families come to
the attention of Child Protective Services,
they receive significantly lower levels of
mental health services relative to their need
compared to families from other racial and
ethnic populations (Libby et al., 2007).

Despite these challenges, there are
many inherent strengths within AT com-
munities. Foremost is the strongly held
belief that children are sacred and their
health is central to the health of the com-
munity (Coleman et al., 2001). Another
strength is the central role of extended
family in raising children (Red Horse et al.,
1978). Grandparents may be responsible
for passing down values such as respect,
showing appreciation, hard work, quiet-
ness, and pride in being AI (Robbins et al.,
2005). Finally, maternal AI identity has
been shown to be associated with lower
internalizing problems and increased com-
petence in toddlers (Frankel et al., 2015;
Sarche et al., 2009). These findings suggest
potentially modifiable parental factors that
could be targeted through interventions.
Thus, while there is critical need for empir-
ical examination of current clinical mea-
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sures used with AI families, assessment of
strengths of Al families is also warranted.

Current Study

The goal of the current investigation
was to examine the psychometric utility of
commonly used parenting and child
behavior measures for comprehensive
assessment of ADHD and other disruptive
behavior disorders with a community
sample of AI families. Specifically, the pre-
sent study examined the psychometric and
cultural properties of the Child Behavior
Checklist/6-18 (CBCL; Achenbach &
Rescorla, 2001), Parenting Sense of Com-
petence Scale (PSOC; Johnston & Mash,
1989), Alabama Parenting Questionnaire
(APQ; Frick, 1991), Parenting Scale (PS;
Arnold et al., 1993), and Parenting Stress
Index-Short Form (PSI-SF; Abidin, 2012).
Acculturation level was assessed using the
Native American Acculturation Scale
(NAAS; Garrett & Pichette, 2000).

First, we examined whether the range
and average scores of our Al families were
comparable to those of families in the stan-
dardization samples. Next, we examined
the internal consistency of our measures to

see if they were at acceptable levels and
comparable with data from the standard-
ization samples. We predicted that theoret-
ically related dimensions of parenting
would be significantly correlated. Thus, we
assessed convergent validity among mea-
sures of parenting. Next, we hypothesized
that there would be a significant positive
association between measures of less effec-
tive parenting strategies, parenting compe-
tency, and parenting stress and child exter-
nalizing behavior. Next, we examined the
concurrent validity of each parenting mea-
sure by predicting elevations in child exter-
nalizing behavior. Last, acculturation was
taken into consideration and its effect on
resulting data were analyzed to aid in deter-
mining the cultural appropriateness of
these measures.

Method

Participants

Participants were residents in Okla-
homa who were primary caregivers for a
child between the ages of 6 and 12 years
and both caregivers and their children

Table 1. Parent and Child Demographics

Parent demographics

Age, M (SD) 3937 (8.93)
Sex, n (%)
Male 18 (17.82)
Female 83 (82.18)
Marital Status, n (%)
Married/Living with partner 29 (28.71)
Single 72 (71.29)
Highest level of education, n (%)
Did not complete high school 7 (6.69)
Obtained high school diploma 20 (19.80)
Started or obtained two-year degree 40 (39.60)
Started or obtained bachelors degree 23 (22.77)
Obtained graduate degree 11 (10.89)
Annual family income, n (%)
< $10,000 14 (13.86)
$10,001 - 30,000 25 (24.75)
$30,001 - 50,000 25 (24.75)
$50,001 - 70,000 9 (8.91)
$70,001 - 90,000 (7.92)
> $90,000 19 (18.81)
Child demographics
Age, M (SD) 8.53 (1.74)
Gender, n (%)
Boys 53 (52.48)
Girls 48 (47.52)
Note. N =101
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identified as AI No other inclusion/exclu-
sion criteria were applied. No information
regarding diagnoses or disabilities in the
children was obtained; thus, we cannot
ascertain the effect this may have on the
heterogeneity of our sample or the pre-
sented results. In total, 118 parents/care-
givers participated; however, 17 partici-
pants were excluded from analyses due to a
non-Al parent completing the packet or
the child being outside targeted age range.
Therefore, a final sample of 101 AI par-
ents/caregivers was included in analyses.

Parents’ age ranged from 26 to 67 years
(M = 39.37, SD = 8.93). Parents were 73
biological mothers, 17 biological fathers,
and 11 grandparents with primary care-
giver responsibilities. Twenty-six percent
of the parents were enrolled Cherokee, 18%
were Muscogee (Creek), 16% were Osage,
and the remainder represented 27 other
tribes/nations. Als living in Oklahoma
have a number of unique qualities shaped
by history (e.g., relocation) compared to
Als living in other parts of the United
States. Due to forced relocation in the
1800s of many tribes to what is now Okla-
homa, the Headquarters of 39 tribal
nations are located in the state. Alsare not
geographically isolated, do not live on
reservations, and are more likely to identify
with multiple tribes given the history of
marriage across tribes/nations. Consistent
with our sample, many Als living in Okla-
homa today exhibit a broad range of accul-
turation and live in both urban and rural
communities with non-Als.

Parents were asked to complete study
questionnaires for one child between the
ages of 6 and 12 (M = 8.53, SD = 1.74).
There were approximately equal numbers
of male (n = 53) and female children (n =
48). Complete demographic information
may be found in Table 1.

Procedure

Approval was gained from the Institu-
tional Review Board and prior to collecting
any data for this study, review and approval
was gained from appropriate administra-
tion (e.g., Indian Education coordinators,
school superintendent) and tribal leaders.
Participants were recruited through flyers
distributed to parents involved in Indian
Education programs and at pow-wows,
parent committee meetings, and parent-
teacher meetings. Each packet contained a
brief description of the project, two
informed consent forms, drawing slip,
demographic questionnaire, and the study
questionnaires. Interested parents who
contacted the researchers received a packet
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and returned packets either at the event or
via postage-paid envelopes. Of the 225
packets distributed, 118 were returned for a
response rate of 52.4%. Parents were com-
pensated with a $25 gift card and a child’s
activity book. In addition, each participant
was placed in a drawing for $100 held for
every 20 participants/families.

Measures

Demographic Questionnaire

Parents completed a demographic form
for descriptive purposes. The question-
naire assessed the participant’s age, child’s
age, relationship to child, race/ethnicity,
tribal enrollment, annual family income,
years of education completed, and marital
status.

Child Behavior Checklist/6-18

(CBCL; Achenbach & Rescorla, 2001)

The CBCL/6-18 is a standardized
parent-rated checklist of child competen-
cies and problem behaviors, yielding two
broad-band factors for Internalizing and
Externalizing behaviors and eight narrow-

band scales. Externalizing Problems T-
scores were used, and this scale has strong
psychometrics (test-retest reliability of r =
.92 and good criterion-related and con-
struct validity; Achenbach & Rescorla,
2001).

Parenting Sense of Competence

(PSOC; Johnston ¢ Mash, 1989)

The PSOC is a 16-item self-report mea-
sure assessing parents’ self-esteem, satisfac-
tion, and efficacy in their parenting role.
Total scores range from 16-96, with high
scores indicating high levels of parental sat-
isfaction and efficacy. Johnston and Mash
(1989) reported a Cronbach’s alpha of .79
for the Total score.

Alabama Parenting Questionnaire

(APQ; Frick, 1991)

The Alabama Parenting Questionnaire
is a 42-item questionnaire used to assess
five dimensions (Parental Involvement,
Positive Parenting, Positive Parenting,
Poor Monitoring/Supervision, Inconsis-
tent Discipline, and Corporal Punish-

ment). In a clinic-referred sample of 124
parents of children ages 6-13, the APQ was
found to be reliable with adequate internal
consistency (alphas ranging from .63 to .80,
except Corporal Punishment, .45) and
demonstrated good construct validity
(Shelton et al., 1996). The APQ has been
broadly used across ethnicities and trans-
lated into 11 different languages (e.g.,
Haack et al, 2011; Reichle & Franiek,
2009).

Parenting Scale (PS; Arnold et al., 1993)

The Parenting Scale is a 30-item psy-
chometrically sound measure of dysfunc-
tional discipline. The scale yields a mean
Total score, and three factor scores: Lax-
ness, indicating overly permissive and
inconsistent discipline; Overreactivity,
indicating emotional and harsh reactions;
and Verbosity, associated with overly long
reprimands rather than taking direct action
(Arnold et al., 1993; Irvine et al., 1999).
Internal consistency of the Parenting Scale
was reported at .86 for Laxness, .81 for
Overreactivity, and .87 for the Total score

Table 2. Psychometrics of Current vs. Standardization Sample

Current Sample Standardized Sample
M SD o M SD « z score

PSOC

Total 75.40 (11.77) 0.86 62.48 (9.72) 0.79 13.49%+*

Satisfaction 43.70 (7.38) 0.81 37.69 (6.13) 0.75 9.95%**

Efficacy 31.63 (6.62) 0.88 24.79 (5.79) 0.76 11.99%+*
APQ

Involvement 41.42 (5.64) 0.84 40.42 (4.43) 0.75 2.29*

Positive Parenting 26.64 (2.72) 0.76 25.67 (2.64) 0.77 37304

Poor Monitoring/Supervision 13.10 (4.37) 0.80 12.28 (3.36) 0.59 2.48*

Inconsistent Discipline 12.31 (3.50) 0.76 13.90 (3.30) 0.73 -4.89%%%

Corporal Punishment 4.87 (1.74) 0.59 5.58 (1.61) 0.55 -4.48%%%
PS

Total 2.95 (0.57) 0.78 2.84 (0.68) 0.87 1.64

Laxness 2.42 (0.94) 0.86 2.77 (0.82) 0.81 -4.330%*

Overreactivity 2.76 (0.84) 0.75 2.92 (0.79) 0.86 -2.06*
PSI

Total 64.09 (17.37) 0.93 78.64 (24.20) 0.95 -6.10%%*

Parental Distress 24.35 (8.83) 0.88 27.14 (9.30) 0.88 -3.04%¢

Parent-Child Dysfunctional Interaction 18.74 (5.73) 0.85 23.76 (8.54) 0.88 -5.97%*

Difficult Child 21.30 (5.63) 0.80 27.75 (8.66) 0.89 -7.56%%*
CBCL Externalizing T 46.44 (8.99) 0.84 50.70 (9.10) 0.94 -4,75%%*
NAAS 3.28 (0.61) 0.89 0.91

Note. PSOC = Parenting Sense of Competence; APQ = Alabama Parenting Questionnaire; PS = Parenting Scale; PSI = Parenting
Stress Index; CBCL = Child Behavior Checklist; NAAS = Native American Acculturation Scale

*p <05 % p < .01 p <0001
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(Collet et al., 2001). Test-retest correlations
were .83 for Laxness, .82 for Overreactivity, and
.84 for the Total (Arnold et al.). Although ini-
tially developed for parents with children 18
months to 4 years of age, standardization data
have demonstrated that the item-content and
Laxness and Overreactivity subscale scores are
suitable for use with parents of older children
(Harvey et al., 2001; Irvine et al.).

Parenting Stress Index-Short Form,

4th ed. (PSI-SF; Abidin, 2012)

The PSI-SF, a 36-item standardized parent-
report form identifying parent-child problem
areas, yields three domain scores (Parental Dis-
tress, Parent-Child Dysfunctional Interaction,
and Difficult Child) and a Total Stress score.
Multiple studies have demonstrated strong psy-
chometric properties of the PSI-SF, including
reliability and validity with minority popula-
tions. The PSI manual reported a Cronbach’s
alpha of .90 for the Parental Distress score, .89
for the Parent-Child Dysfunctional Interaction
score, .88 for the Difficult Child score, and .95
for the Total Stress score.

Native American Acculturation Scale

(NAAS; Garrett & Pichette, 2000)

The NAAS is a 20-item questionnaire that
assesses acculturation across language, cultural
identity, friendship choices, daily behavior,
background, and general attitudes. A mean
score is calculated, ranging from 1 to 5, with 1
representing a low level of acculturation and 5
representing a high level of acculturation.
Scores below 3 identify people holding predom-
inantly traditional American Indian values and
beliefs, and scores above 3 identify those hold-
ing predominantly majority culture values and
beliefs. Garrett and Pichette (2000) found good
reliability (internal consistency = .91) with a
moderate standardization sample (n = 139) and
was judged to be culturally appropriate by a
panel of Al experts from various geographic,
professional, and tribal affiliations. The psycho-
metric properties of the NAAS have not been
rigorously investigated, but other recent studies
with larger samples have reported acceptable
levels of internal consistency. For example,
Yetter and Foutch (2014) included a sample of
701 Als (internal consistency = .83) and
Spillane et al. (2015) included a sample of 211
participants (internal consistency =.76).

Analyses

The general goal of our analyses was to com-
pare the sample characteristics of our Al par-
ents to the published psychometric characteris-
tics of parenting and child behavior measures
that have not included Al families in their stan-
dardization samples. While our statistical
method is not without flaws, we believe it is a
necessary first step in determining the appro-
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Table 3. Bivariate Correlations

16

15

14

13

12

11

10

1. PSOC Total
2. PSOC Sat.

.86**

40**

82

3. PSOC Eff.
4. APQ Inv.
5. APQ PP

27 32

.18

36%*

57+
-.30%*
-.24*
-.19
=374
=34
=34
.44
-39+
=374
-.33%

37+
=27
-.20%
-.16
=27
-.24*
-.33%*
-A41%*
=34
=34
-.30%*
-.17

.03

33%*
-.34%*
-.43%*
=27
-.43%*
-.39%*
-.39%*
-.54%*
-.58%*
-.46**
=310
-.22%
-.01

-28%%
-.24*
=31
-.24*
-.22%
-36%*
- 41
=284
-A42%%
=37
-.06

-.30%*
-.53%*
S27%*
-.43%*
-.40%*
=32
-.53%*
-.63**
.44
-.25*%

-21%

-.04

6. APQ PM/S
7. APQ ID
8. APQ CP
9. PS Total
10. PS Lax.

43+

30

27

17
.03

47+

.62**

38

.85

.65%*

39

284

.64

324

30

11. PS Over.

40%* 304 424 394 A7

33

12. PSI Total
13. PSI PD

43+ 284 37 384 37+ 87

38

31 22 37 31 .38%* .86** 57
23%*
.20%
.07

.20*
27

14. PSI PCDI
15. PSIDC

31+ 424 .85%* 55%* T4

.19
-.05

.35

24*
23
10

28%* 30%* 54%*
15 16 01 -.19
= Child Behavior Checklist; NAAS

R
16

.30
12

28%*
02
Parenting Scale; PSI = Parenting Stress Index; CBCL

28
-.10

-.34%*
Alabama Parenting Questionnaire; PS

-.15
-.10

Parenting Sense of Competence; APQ

Native American Acculturation Scale. * p < 0.05; ** p < 0.01

16. CBCL Ext.

17. NAAS
Note. PSOC
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priateness of these measures with AI fami-
lies for whom they were not normed. Our
results are organized by measure, but our
general approach was identical for each
measure except for the NAAS. We first
conducted one-sample z-tests for each of
the study measures to determine whether
our sample differed significantly from the
standardization sample. Next, Cronbach’s
alpha was calculated to determine the
internal consistency of each measure and
presented along with the alpha coefficients
reported in the standardization sample.
Pearson product-moment correlations
were then calculated to examine the associ-
ations between theoretically related mea-
sures of parenting and child behavior. Last,
binary logistic regression was used to
determine whether dimensions of parent-
ing could accurately predict children with
clinically elevated externalizing behavior.
We completed analyses first without con-
trolling for demographic variables. Next,
we analyzed the data while controlling for
marital status, parent age, sex, and educa-
tion and child age. This did not yield differ-
ent results. Therefore, we reported findings
without controlling for demographic vari-
ables. Finally, because our analyses were
exploratory and given the dearth of
research with Al families, we chose not to
control for Type I error across our analy-
ses.

For the NAAS, we calculated the mean
score for each individual and present our
sample’s acculturation. Pearson product-
moment correlations were calculated to
explore associations between acculturation
and dimensions of parenting.

Results

Child Behavior Checklist/6-18

Eight percent (n = 8) of children in our
sample were rated in the clinical range for
Externalizing problems. A one-sample z-
test comparing scores for our sample to
scores in the standardization sample
(Achenbach & Rescorla, 2001) yielded a
significant difference (see Table 2). Parents
in our sample endorsed fewer externalizing
problems for their children than parents in
the standardization sample. Next, Cron-
bach’s alpha coefficient of the Externalizing
scale was calculated in order to determine
internal consistency. Cronbach’s alpha
coefficient was slightly lower (.84) than the
coefficient reported in the standardization
sample (.94).
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Parenting Sense of Competence

The Total score and two factor scores
(Satisfaction and Efficacy) were compared
to scores in the standardization sample by
Johnston and Mash (1989) and yielded sig-
nificant differences (see Table 2). Parents
in our sample endorsed significantly differ-
ent levels of parenting sense of competence
on all three PSOC scores than the stan-
dardization sample. Mean scores for par-
ents in our sample were higher than scores
in the standardization sample. Next, Cron-
bach’s alpha coefficients were calculated in
order to determine internal consistency.
The current sample yielded slightly larger
alpha coefficients (.81 to .88) than the
Johnston and Mash standardization
sample (.75 to .79).

In order to determine convergent valid-
ity, correlations between the PSOC and the
Externalizing scale of the CBCL/6-18, as
well as the PSI-SF were examined. Signifi-
cant negative associations were revealed
between the PSOC Total (r = -.22, p < .05)
and Satisfaction (r = -.21, p < .05) scores
with CBCL/6-18 Externalizing T scores
(see Table 3). PSOC Total (r = -.54, p
<.001), Satisfaction (r=-.53, p <.001), and
Efficacy (r=-.41, p <.001) scores were neg-
atively correlated with the Total Stress
scores of the PSI-SF (see Table 3 for addi-
tional PSI-SF scale correlations). Further
evidence of convergent validity was estab-
lished by significant associations between
PSOC and other theoretically related mea-
sures of parenting. For example, the PSOC
Total was negatively associated with the PS
Total (r=-.43, p <.001).

Investigation of the concurrent validity
of the PSOC using a binary logistic regres-
sion was conducted to determine the likeli-
hood the PSOC could distinguish problem
from nonproblem children. Borderline or
clinical elevations (i.e.,, T scores greater
than 59) on the externalizing scale of the
CBCL/6-18 was used as the outcome vari-
able. Scores on the PSOC did not reliably
distinguish problem from nonproblem
children (see Table 4).

Alabama Parenting Questionnaire

As shown in Table 2, significant differ-
ences were revealed when comparing our
sample to a large standardization commu-
nity sample by Dadds et al. (2003). Parents
in our sample endorsed higher involve-
ment with their children, greater use of
positive parenting strategies, greater con-
sistency in their parenting strategies, and
less frequent corporal punishment. How-
ever, parents in our sample reported mon-
itoring/supervising their children less

closely than parents in the standardization
sample. Cronbach’s alpha coefficients of
the APQ scale scores were calculated and
are also presented in Table 2. With the
exception of the Positive Parenting scale,
all of our internal consistency indices (.59
to .86) were higher than those in the stan-
dardization sample (.55 to0 .79).

Correlations between the APQ and the
PSI-SF and CBCL/6-18 were examined to
determine convergent validity. Both
Involvement (r = -.44, p < .001) and Posi-
tive Parenting (r = -.41, p <.001) were neg-
atively associated with the Total Stress scale
of the PSI-SF. Poor Monitoring/Supervi-
sion (r = .33, p < .01), Inconsistent Disci-
pline (r = .40, p <.001), and Corporal Pun-
ishment (r = .30, p < .01) were positively
associated with Total Stress (see Table 3 for
additional PSI-SF scale correlations). Sig-
nificant positive associations were found
between Poor Monitoring/Supervision (r =
.28, p <.01), Inconsistent Discipline (r = .23,
P <.05), and Corporal Punishment (r = .20,
p < .05) with the Externalizing scale of the
CBCL/6-18.  Significant  associations
between the APQ and other theoretically
related dimensions of parenting provide
further support of convergent validity. For
example, Inconsistent Discipline was posi-
tively associated with PS Total (r = .62, p <
.001).

Binary logistic regression was used to
examine the concurrent validity of the
APQ and revealed that Poor
Monitoring/Supervision (Wald = 5.23, p <
.05) reliably distinguished between chil-
dren displaying clinically elevated external-
izing problems. Between 7% and 15% of
the variability in the presence of externaliz-
ing problems was explained by Poor Mon-
itoring/Supervision. Parents who reported
higher levels of Poor Monitoring/Supervi-
sion were slightly more likely (1.18 times
more likely) to report their child as clini-
cally elevated for externalizing problems.
Other APQ scales were not found to reli-
ably distinguish problem from nonprob-
lem children.

Parenting Scale

Parenting Scale scores from the current
sample were compared to scores in the
community sample used by Collet et al.
(2001), and one-sample z-tests revealed
significant differences between parents in
our sample and the standardization sample
for the Laxness and Overreactivity scores,
but no difference for the Total score. This
indicates that PS scores for our parents are
not entirely comparable to those in the
standardization sample as our parents had
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lower rates of lax and overreactive parent-
ing. Next, Cronbach’s alpha coefficients of
the PS scale scores were calculated in order
to determine internal consistency. Cron-
bach’s alpha coefficients were slightly lower
(.75 to .86) than coefficients reported in the
standardization sample (.81 to .87). Scores
for the current sample and standardization
sample are presented in Table 1.

To determine convergent validity, cor-
relations between the PS and the PSI-SF
and CBCL/6-18 were examined. The PS
Total (r = .42, p <.001), Laxness (r = .39, p
< .001), and Overreactivity (r = .47, p <
.001) scores were positively associated with
the Total Stress score of the PSI-SF (see
Table 3 for additional PSI-SF scale correla-
tions). The PS Total (r = .28, p < .01) and
Overreactivity (r = .30, p < .01) scores were
positively associated with the Externalizing
scale of the CBCL/6-18. Further support
for convergent validity was established by
significant associations between the PS and
other theoretically related dimensions of
parenting. For example, Overreactivity was
positively associated with APQ Corporal
Punishment (r = .47, p <.001).

Concurrent validity of the PS was exam-
ined using binary logistic regression and
revealed Overreactivity (Wald = 6.63, p <
.01) reliably distinguished between chil-
dren displaying clinically elevated external-
izing problems. Between 8% and 18% of
the variability in the presence of externaliz-
ing problems was explained by Overreac-
tivity. Parents who reported higher levels of
Overreactivity were 3.53 times more likely
to report their child as clinically elevated
for externalizing problems. PS Total and
Laxness scales were not found to reliably
distinguish problem from nonproblem
children.

Parent Stress Index—Short Form

The PSI-SF Total and subscale scores
were calculated and compared to the stan-
dardization sample provided by the PSI-SF
publisher (PAR, personal communication,
May 21, 2015), and one-sample z-tests
revealed significant differences between
parents’ scores on all four scales of the PSI-
SF in our sample compared to the stan-
dardization sample. Specifically, parents in
our sample reported lower scores on the
Total Stress, Parental Distress, Parent-
Child Dysfunctional Interaction, and Dif-
ficult Child scales. Additionally, Cron-
bach’s alpha was calculated for each
subscale and the Total Stress score in order
to estimate internal consistency. Alpha
coefficients ranged from .80 to .93 and were
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comparable to the standardization sample
(.88 t0.95).

Binary logistic regression was used to
determine concurrent validity of the PSI-
SF and revealed the Total Stress (Wald =
5.21, p < .05) and Difficult Child (Wald =
7.76, p < .01) scales reliably distinguished
between children displaying clinically ele-
vated externalizing problems. Between
6%-14% and 9%-21% of the variability in
the presence of externalizing problems was
explained by the Total Stress and Difficult
Child scores, respectively. Parents who
reported higher Total Stress and Difficult
Child were slightly more likely (1.06 and
1.22 times more likely, respectively) to
report their child as clinically elevated for
externalizing problems.

Native American Acculturation Scale

To determine the acculturation of the
current sample, the NAAS score was calcu-
lated (M = 3.28, SD = 0.61). The distribu-
tion of our sample’s acculturation level was
determined following the cutoff score of 3
reported by Garrett and Pichette (2000). In
the current sample, 36% endorsed holding
predominantly traditional AI values and
beliefs (mean score < 3), 64% endorsed
holding predominantly the majority cul-
ture values and beliefs (mean score > 3).
The current sample yielded good internal
consistency (Cronbach’s alpha = .89) com-
parable to what Garrett and Pichette (2000)
reported (Cronbach’s alpha = .91).

Additional Pearson product-moment
correlation analyses were used to explore
associations between acculturation of care-
givers and their measures of parenting/
child’s behavior. The NAAS average score
was correlated with the subscale and total
scores on the PSOC, APQ, PS and Exter-
nalizing T score on the CBCL. A significant
negative association was found only
between the NAAS and the Positive Par-
enting subscale of the APQ (r = -.34, p <
.001). This finding suggests that parents
who identify as less acculturated (i.e., iden-
tify more with Al culture and values) uti-
lize more positive parenting methods.

Discussion

The present study assessed the psycho-
metric properties of several commonly
used measures of parenting and child
behavior with AI families. Overall, the
measures demonstrated good reliability
and validity, but notable differences were
found between AI families in our sample
and families in the standardization sam-
ples.

Eight percent of children in our sample
displayed clinical levels of disruptive
behavior problems. To our knowledge,
only one other study has explicitly docu-
mented the rate of disruptive behavior
problems within a community sample of
Al children using a well-validated measure.
Wall et al. (2000) examined Mission Al
children aged 8-13 in southern California
and found 8% fell within the clinical range
of the CBCL, which is comparable to find-
ings of the current sample. This is also con-
sistent with prevalence rates reported in the
DSM-5 (APA, 2013). However, the mean
score in our sample was lower than in the
standardization sample. Given the fact that
mean scores differed by only 4.3 points,
this may reflect a statistically significant
difference that has little clinical signifi-
cance.

Parents in our sample displayed a wide
range of scores on the PSOC, although they
endorsed significantly higher satisfaction
and efficacy than parents in the standard-
ization sample. Internal consistency was
good, with slightly higher alpha coefficients
than those in the standardization sample.
There was also evidence of good conver-
gent validity. Parenting competence was
negatively associated with theoretically
related measures of parenting stress, child
externalizing behaviors, and ineffective
parenting strategies. These findings are
consistent with previous literature demon-
strating negative associations between par-
enting competency and parenting stress, as
well as parenting competency and child
externalizing problems (e.g., Gerdes et al.,
2007; Johnston & Mash, 1989). Last, con-
current validity was not established for the
PSOC with our sample, as it did not reliably
distinguish problem from nonproblem
children. This is consistent with a study by
Haack et al. (2010) that examined the
PSOC with a community sample of Latino
parents.

Parents’ scores ranged widely on the
APQ and were significantly discrepant
compared to the standardization sample.
However, parents in our sample endorsed
notable strengths when compared to the
standardization sample. Parents reported
higher involvement with their children,
greater use of positive parenting strategies,
greater consistency in their parenting
strategies, and less frequent corporal pun-
ishment. However, parents in our sample
reported monitoring/supervising their
children less closely than parents in the
standardization sample. While our parents
were recruited from a range of locations in
the community, many of our parents were
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involved in parent organizations and
attended parent-teacher conferences, and
this may explain their higher scores on
measures of positive parenting strategies
and involvement. It should be noted, how-
ever, that while these differences were sta-
tistically significant, the magnitude of the
differences was quite small. Thus, the clin-
ical significance of these differences is lack-
ing. In terms of reliability, the internal con-
sistencies of the APQ subscales were
acceptable and comparable to those in the
standardization sample. Convergent valid-
ity for the APQ was supported, but varied
somewhat depending on the subscale.
Specifically, all of the subscales were signif-
icantly associated with parenting stress in
the expected direction, and the negative
dimensions of parenting (i.e., Poor Moni-
toring/Supervision, Inconsistent Disci-
pline, and Corporal Punishment) were sig-
nificantly  associated ~ with  child
externalizing behavior. However, the posi-
tive parenting dimensions (i.e., Involve-
ment and Positive Parenting) were not sig-
nificantly ~ associated =~ with  child
externalizing behavior. Poor Monitor-
ing/Supervision was the only subscale
found to reliably distinguish problem from

non-problem children and provide evi-
dence of concurrent validity. These find-
ings are contrary to our prediction and to
previous findings (e.g., Gryczkowski et al.,
2010; Haack et al., 2011), but there are sev-
eral possible explanations for this finding.
Differences in sample characteristics may
explain these findings. Haack and col-
leagues’ sample was comprised of Latino
families, and Gryczkowski and colleagues’
sample was comprised of Caucasian and
African American families. It is possible
that cultural differences play a significant
role; further research is needed to explore
this.

On the PS, our parents differed signif-
icantly on Overreactivity and Laxness com-
pared to the standardization sample. Our
parents endorsed less frequent emotional
and harsh parenting, which is consistent
with lower scores on the Corporal Punish-
ment subscale of the APQ. Scores on Lax-
ness were also lower and consistent with
lower scores on Inconsistent Discipline on
the APQ. However, similar to differences
on the APQ, these differences were small
and may lack clinical significance. The
internal consistencies of the PS subscales
were slightly lower than the standardiza-

tion sample but were highly comparable
and still within acceptable levels. Good
convergent validity was established as the
PS was significantly associated with parent-
ing stress and other theoretically related
measures of parenting. However, while the
Total and Overreactivity subscales were
significantly associated with child external-
izing behavior, the Laxness subscale was
not. This finding was unexpected given
previous research supporting this associa-
tion (e.g., Guajardo et al., 2008; Irvine et al.,
1999). This finding may be due to the lower
acculturation of our sample and possible
extended family members involved in chil-
drearing. Thus, parents who use more lax
parenting strategies may have less of an
impact on child disruptive behavior
because other family members may use
more effective discipline strategies with the
child. This may be especially the case for
many families in our study, as the majority
were single parents. Evidence of concur-
rent validity was established as more over-
reactive parenting reliably distinguished
clinical elevations in externalizing behav-
ior.

Parents’ scores on the PSI-SF differed
significantly compared to the standardiza-

Table 4. Binary Logistic Regressions Predicting Externalizing Behavior

95% CI
for Odds Ratio ~ Cox&  Nagel-
Snell  kerke
B SE Wald 4 RO:S(S) Lower  Upper R2 R2

PSOC

Total 0.01 0.03 0.01 0.96 1.00 0.94 1.07 0.01 0.01

Satisfaction 0.03 0.06 0.25 0.62 1.03 0.92 1.15 0.01 0.01

Efficacy -0.05 0.05 0.79 0.37 0.96 0.86 1.06 0.01 0.02
APQ

Involvement -0.07 0.06 1.48 0.22 0.93 0.83 1.05 0.02 0.03

Positive Parenting -0.20 0.13 2.35 0.13 0.82 0.63 1.03 0.02 0.06

Poor Monitoring/Supervision -4.72¢ 0.07 5.23 0.02 1.18 1.02 1.35 0.07 0.15

Inconsistent Discipline 0.12 0.10 1.46 0.23 1.13 0.93 1.36 0.01 0.03

Corporal Punishment 0.34 0.19 3.29 0.07 1.41 0.97 2.05 0.03 0.07
I

Total 1.09 0.70 2.42 0.12 2.98 0.75 11.78 0.03 0.06

Laxness 0.19 0.40 0.22 0.64 1.21 0.55 2.65 0.01 0.01

Overreactivity 1.26**  0.49 6.63 0.01 3.53 1.35 9.22 0.08 0.18
PSI

Total 0.05*  0.02 5.21 0.02 1.06 1.01 1.11 0.06 0.14

Parental Distress 0.07 0.40 3.00 0.08 1.07 0.99 1.16 0.03 0.07

Parent-Child Dysfunctional Interaction 0.08 0.06 1.87 0.17 1.09 0.97 1.22 0.02 0.04

Difficult Child 0.21**  0.07 7.76 0.005 1.22 1.06 1.42 0.09 0.21

Note. PSOC = Parenting Sense of Competence; APQ = Alabama Parenting Questionnaire; PS = Parenting Scale; PSI = Parenting Stress
Index; CBCL = Child Behavior Checklist; NAAS = Native American Acculturation Scale. * p < .05; ** p < .01
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tion sample. Our parents reported lower
levels of parenting stress across all PSI-SF
subscales. The PSI-SF was reliable in our
sample as internal consistency scores were
all good and highly comparable to the stan-
dardization sample. There was also evi-
dence of good convergent validity. The
PSI-SF was significantly associated with
externalizing child behavior and other the-
oretically related measures of ineffective
parenting. Last, concurrent validity was
supported as the Total Stress and Difficult
Child subscales reliably distinguished
between children displaying clinically ele-
vated externalizing problems.

Our findings related to cultural appro-
priateness of these measures were mixed.
Positive parenting on the APQ was the only
variable found to be significantly associated
with acculturation, such that parents who
are more positive in their parenting
approach (e.g., offering more praise to their
child) were more likely to be lowly accul-
turated. That is, parents who identify more
with traditional AI values and beliefs use
more positive parenting practices. This
finding is consistent with the traditional
belief within AT communities that children
are a special gift and should be treated with
kindness (Coleman et al., 2001). This also
highlights the value of developing parent-
ing interventions that incorporate tradi-
tional beliefs and practice, such as “Honor-
ing Children, Making Relatives” developed
by BigFoot and Funderburk (2011) as a cul-
tural translation of Parent-Child Interac-
tion Therapy for AI families. It is also pos-
sible that we did not find additional
associations between acculturation and
other measures of theoretically related par-
enting because our measure of accultura-
tion may not fully capture the cultural
identity of Als in our sample and thus
restrict our ability to find significant results
with this measure.

Further interesting cultural implica-
tions can be extrapolated from our findings
regarding parental monitoring. Parental
monitoring may be less relevant to AI fam-
ilies compared to Caucasian families due to
extended family involvement in Al families
(LaFromboise & Dizon, 2003). As many of
the parents in our sample were single par-
ents, extended family involvement may be
a significant influence in our sample. How-
ever, we found low parental monitoring to
be the most important predictor of chil-
dren with externalizing problems, and par-
ents endorsed monitoring their children
less closely than parents in the standardiza-
tion sample. Future research in this area is
clearly needed, but these results suggest
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clinicians working with AT families should
pay close attention to parental monitoring.
Furthermore, given the involvement of
extended family members in childrearing,
it may be necessary to include these indi-
viduals in assessment of the “parenting”
children receive. Only one parent com-
pleted measures in our study, and we may

have missed important information
regarding parenting provided by other
family members.

The current study has several notable
strengths. Our study provides an impor-
tant contribution in establishing the utility
of standardized measures of dimensions of
parenting and child behavior within AI
families. Standardized measures are critical
in identifying families in need of treatment
and in demonstrating the effectiveness of
empirically supported treatments. They are
also key in examining the efficacy of cul-
tural translations of existing empirically
supported treatments. The inclusion of
important characteristics of our sample,
such as demographic information, tribal
affiliation, and acculturation level of our
families, is also a strength. This should be
helpful in considering our results in the
context of future studies with different Al
samples. Oklahoma—home to 39 federally
recognized tribes and the location of our
study—is one of the most diverse in tribal
nations of any state in the country. Accord-
ingly, our study comprised a broader, more
diverse sample of Al participants than pre-
vious research; the sparce Al research to
date has included predominantly reserva-
tion-based populations, typically with par-
ticipants of one tribal nation. Finally, our
study provides evidence of strengths within
a sample of well-functioning AT families.

Limitations of our study include the
small number of families exhibiting clinical
levels of parenting and child behavior. A
larger clinical sample would provide fur-
ther information regarding the clinical util-
ity of these measures, such as confirmatory
factory analysis and sensitivity to change in
treatment. Furthermore, the large number
of single parents in our sample may not be
representative of other Al families, and it is
unknown to what extent this may have
affected our results. However, as analyses
that controlled for marital status did not
yield different results, marital status may
not have had a significant impact. All of
our data were parent-report surveys. Addi-
tional data based on interviews, observa-
tions, or data from multiple informants
would provide further evidence of the util-
ity of these measures.

Future research should include samples
that vary by geographic location, reserva-
tion status, tribes, and other characteristics
such as marital status. Studies based on
teacher-report, direct observation of
parent-child interactions would also be
important. Last, an assessment of parent-
ing behavior provided by extended family
may also be necessary to fully assess the
“parenting” Al children receive. Our study
is an important initial step in exploring the
clinical utility of these commonly used
measures.
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AMERICAN INDIAN / ALASKA NATIVE
(AI/AN) peoples are overrepresented in
rates of alcohol use compared to the gen-
eral population as a result of social deter-
minants of health factors, such as access to
health care, socioeconomic status, systemic
racism, and historical trauma (Brave Heart
& DeBruyn, 1998; Call et al., 2006; Whit-
beck et al., 2004; Wille et al., 2017). Recent
studies have indicated that AI/AN adults
experience significantly higher rates of
alcohol use disorder (AUD; 26.9%) and
binge drinking (20.43%) compared to non-
Hispanic White (NHW; 9.85% and 9.79%,
respectively) adults (Chen et al., 2016).
Similar to the higher rates of AUD, AI/AN
individuals also experience greater nega-
tive consequences of drinking relative to
their NHW counterparts. One national
study investigated mortality rates of NHW
and AI/AN adults, wherein alcohol was a
contributing factor to deaths (e.g., alcohol-
related motor vehicle crashes, liver disease,
and poisonings), and major health dispari-
ties between AI/AN and NHW adults were
identified. A higher percentage of deaths
were attributable to alcohol among AI/AN
peoples (10.3%) than NHW peoples (3.3%;
Landen et al., 2014). Moreover, these alco-
hol-attributed deaths occurred at younger
ages for AI/AN peoples than NHW peo-
ples; although the highest age-specific,
alcohol-related death rates for both ethnic
groups were among those 85 and older, the
second highest age-specific death rates
occurred in those aged 45-54 among
AI/AN adults, and aged 75-84 among
NHW adults (Landen et al.). From these
data, it is clear that inequities in social
determinates of health have deleterious
effects on the health and safety of AI/AN
populations.

Health disparities associated with heavy
alcohol use exist between AI/AN and
NHW populations, such that AI/AN indi-
viduals have higher prevalence rates of car-
diovascular disease, diabetes, and several
forms of cancer than NHW individuals, all
of which are correlated with heavy alcohol
use (Espey et al., 2007; Hutchinson & Shin,

2014; Shield et al., 2013; Tann et al., 2007).
Binge drinking in youth and young adult-
hood has the potential to grow into long-
term disordered drinking throughout
adulthood (Crosnoe et al., 2017). Of all
ethnic/racial groups within the same age
range, AI/AN adolescents and young
adults ages 12-20 exhibited the second
highest rates of binge drinking (13.9%)
after NHW adolescents (16.8%; SAMHSA,
2014). Reducing binge drinking not only
among AI/AN adults, but also among
AI/AN youth, may help to prevent many of
the negative health outcomes associated
with alcohol use. Given the extant litera-
ture, it appears that some AI/AN individu-
als are at high risk for negative, alcohol-
related health outcomes. Thus, research is
needed to identify effective, culturally
based interventions for reducing alcohol
use among AI/AN youth as well as adults.
Despite evidence of disparities relating
to risky drinking patterns, there are several
examples of resilience factors associated
with lower rates of drinking and higher
rates of alcohol abstinence among AI/AN
peoples. For instance, research has found
involvement in cultural practices, positive
attitudes towards school, and peer absti-
nence from drinking to be significantly
associated with abstinence and lower rates
of drinking (Greenfield et al., 2018; Sittner,
2017). While some research exhibited
higher rates of AUD in AI/AN populations
compared to NHWs among those who
consume any alcohol (Chen et al., 2016),
other studies have indicated higher rates of
abstinence from drinking in AI/AN popu-
lations compared to NHWs (Cunningham
etal,, 2016). Among college student popu-
lations in particular, several studies have
demonstrated that AI/AN students drank
less in frequency and quantity than NHW
college students (e.g., Looby et al., 2017),
while others reported similar drinking
rates across racial/ethnic groups (Hagler et
al., 2017; Larimer et al., 2020; Skewes &
Blume, 2015). Previous studies have also
documented that 43-60% of AI/AN college
students consumed alcohol in the past
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month compared to 68.7% of NHW college
students (Fish et al., 2017; Greenfield et al.,
2018). Another study with college students
revealed that only approximately 27% of
AI/AN college students engaged in binge
drinking compared to 38% of the general
population (Greenfield et al.). It is impor-
tant to highlight these findings and
resilience factors to present a more com-
plete picture of the drinking spectrum;
these latter findings may help to combat
negative stereotypes (e.g., the “drunken
Indian”; Mail, 2002), as there is substantial
evidence indicating many AI/AN individ-
uals drink at similar rates or less than
NHW individuals despite facing a multi-
tude of risk factors.

Historical Context of Alcohol Use in
AI/AN Communities

It is important to acknowledge historic
events and societal influences to better
understand contemporary alcohol use rates
and problems among some AI/AN peo-
ples. In the 1800s, AI/AN peoples suffered
unimaginable losses of life (genocide), cul-
ture, and land removal because of genoci-
dal U.S. policies (Brave Heart et al., 2011).
Stereotypes, such as the “drunken Indian”
and the “firewater myth,” had emerged
(Mail, 2002). These myths continue to per-
petuate inaccurate, stereotypical beliefs
about AI/AN peoples, such as that AI/AN
peoples have an unhealthy desire to drink,
low tolerance for alcohol, and become vio-
lent when intoxicated due to inferior
genetic makeup (Abbott, 1996; Coyhis &
White, 2002). Beliefs in the “firewater
myth” played a major role in U.S. lawmak-
ers banning the sale of alcohol to all AI/AN
tribes and reservations, a law that took
effect from 1832 to as recently as 1953
(Abbott). Evidence suggests that these
stereotypic assumptions present no scien-
tific credibility; in fact, studies with AI/AN
college students and community members
have demonstrated that beliefs in these
negative stereotypes serve as risk factors for
more problematic alcohol use among
AI/AN adults (Gonzalez & Skewes, 2016;
Gonzalez et al, 2019). Further, genetic
research has determined that AI/AN indi-
viduals do not have a greater genetic pre-
disposition to develop AUDs than the gen-
eral population (Enoch & Albaugh, 2017),
which disconfirms the aforementioned
ethnocentric myths and points to the
important roles of social, cultural, and
environmental factors in the use of alcohol
among AI/AN populations.

Historical trauma, defined as the unre-
solved trauma among AI/AN peoples
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stemming from historic losses of life, cul-
ture, and land (Brave Heart & DeBruyn,
1998), is an important risk factor to con-
sider when examining the use of alcohol
among many AI/AN peoples. The psycho-
logical consequences of historical trauma
have been passed down across generations
and are still evident today (Brave Heart,
1999a, 1999b). Evidence suggests that some
AI/AN individuals think about their cul-
ture’s historical loss almost every day,
which is associated with higher vulnerabil-
ity to negative affect, substance use to cope
with negative affect, and suicidal ideation
(Enoch & Albaugh, 2017; Tucker et al,
2016; Whitbeck et al., 2004). Research has
also demonstrated a direct link between
historical trauma and alcohol use as a form
of coping in a sample of AI/AN adults
(Hartmann & Gone, 2014; Wiechelt et al.,
2012). Collectively, these findings suggest
that historical trauma, or historical loss
thinking, is a significant risk factor for
problematic alcohol use and psychological
correlates.

Societal consequences of historical and
ongoing inequalities and systemic and eco-
nomic racism for AI/AN peoples further
contribute to health disparities. Environ-
mental and systemic barriers, such as lower
health care funding, transportation issues,
and high rates of poverty, limit access to
psychological treatments for alcohol use
disorders among AI/AN peoples (Call et
al., 2006; Connolly et al., 2019; Gray &
McCullagh, 2014). Issues of inequality for
AI/AN individuals and communities
extend to psychological research. AI/AN
peoples are often lumped into an “other”
ethnic/racial category in psychological
research or are excluded altogether due to
low participation and recruitment rates
(e.g., Connolly et al., 2019; Ginther et al.,
2011). Many intervention modalities,
including alcohol use interventions, that
received validation in the general popula-
tion have not yet been validated in AI/AN
populations. It is imperative that greater
efforts be made to extend research to inten-
tionally include AI/AN individuals and
communities in a way that observes and
respects American Indian history, culture,
values, and perspectives. A step towards
this goal includes raising awareness of the
issue in the general scientific community
and summarizing the culturally derived
and culturally adapted alcohol use inter-
ventions with AI/AN populations to date.

The Present Paper

The purpose of the present paper is to
provide an overview of alcohol use inter-

vention research among AI/AN popula-
tions. Importantly, this paper is not meant
to be an exhaustive, systematic review of all
alcohol use interventions with AI/AN peo-
ples. Instead, it is a primer on the literature
for researchers interested in learning about
this topic. To that end, we focus on two
aims: (a) to explore empirically identified
risk and resilience factors from the extant
literature that contribute to alcohol use
among AI/AN peoples, as this research has
played a significant role in informing evi-
dence-based, culturally appropriate inter-
ventions, and (b) to discuss the nature of
culturally derived and culturally adapted
alcohol use interventions with AI/AN pop-
ulations, including interventions that use
community engaged and community
based participatory research (CBPR)
approaches. We then conclude with pro-
posed future directions for research with
AI/AN populations in the study and treat-
ment of alcohol use problems. The litera-
ture described in this paper will include
both youth and adult AI/AN populations.

Risk Factors for Problematic
Alcohol Use

Individual-Level Risk Factors

In an attempt to prevent risky drinking
and inform interventions necessary to
decrease AUD, research has investigated
individual-level risk factors for AUD
among AI/AN populations, which have
included aggressive and impulsive behav-
ior, as well as poor emotion regulation
skills (Tingey et al., 2016). Comorbid psy-
chological conditions, such as posttrau-
matic stress disorder (PTSD) and suicidal-
ity, are notable risk factors in the literature,
as some AI/AN peoples struggle with these
issues at particularly high rates. For exam-
ple, a population study compared rates of
comorbid PTSD and AUD among AI/AN
and NHW adults (Emerson et al., 2017).
Researchers found that PTSD and AUD
were highly correlated, especially among
male AI/AN adults. Suicide is another
public health concern with a bi-directional
relationship to alcohol use among AI/AN
youth. Researchers who examined a reser-
vation-based Apache adolescent sample
found that 91% of adolescents who
reported past suicide attempts also
endorsed a history of risky alcohol use
(Cwik et al., 2015). Consistent with this lit-
erature, a study conducted on AI/AN col-
lege students in the Midwest demonstrated
a positive association between alcohol use
and suicidal ideation, especially if students
believed that they were a burden on others
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(Cole et al., 2019). Collectively, this
research identified important implications
for prevention and intervention, such as
routinely screening for PTSD in order to
protect against AUD (Emerson etal., 2017)
and conducting community-wide trainings
and seminars on alcohol use and suicidality
to promote knowledge and understanding
of these topics (Cole et al.).

Interpersonal-Level Risk Factors

Risk factors for alcohol use extend
beyond individual circumstances. Poor
social relationships, such as having an
argument with a friend, having low overall
quality of social support, or friends who
engage in risky or deviant behavior,
increase risk of alcohol use (Tingey et al.,
2016). Another risk factor, poor family
relationships, may take many forms, such
as low affection and closeness, inconsistent
or absent parental involvement, and abu-
sive relationships (Brockie et al., 2015;
Tingey et al., 2016).

One mode of transmitting trauma from
one generation to the next is through
adverse childhood experiences (ACEs),
which is particularly high in some AI/AN
communities (Brockie et al., 2015). A study
by Koss and colleagues (2003) found
endorsing multiple categories of ACEs
(e.g., neglect, physical abuse) was associ-
ated with a 4-fold increased risk of AUD
among AI/AN men and a 7-fold increase
among AI/AN women. Another study with
a sample of AI/AN adults from the North-
ern Plains region revealed that severity of
past child physical abuse (but not sexual
abuse) was positively associated with life-
time alcohol use disorder (Libby et al.,
2004). Finally, Brockie and colleagues
(2015) discussed historical trauma as a cul-
turally relevant component in the concep-
tualization of ACEs in AI/AN populations,
and they added historical trauma symp-
toms (e.g., sadness related to thinking
about historical loss) to the standard cate-
gories of ACEs. Notably, they found a sig-
nificant  dose-response  relationship
between ACEs (of which historical trauma
symptoms were included) and levels of
drinking in conjunction with other sub-
stance use (Brockie et al.). Taken together,
findings suggest that ACEs are a strong
predictor of adult-onset AUD among some
AI/AN peoples. The literature identifying
ACEs and historical trauma symptoms as
risk factors has thus illuminated the need
for further efforts to screen, prevent, and
treat childhood traumatic experiences, as
treatment and prevention of ACEs may
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minimize risk factors of problematic alco-
hol use.

Community- and Cultural-Level
Risk Factors

In addition to historical trauma, risk
factors at the community and cultural level
include living in areas where there is high
availability of alcohol, which has been asso-
ciated with risky drinking among AI/AN
youth (Whitesell et al., 2012). As sovereign
nations, many AI/AN tribes may locally
elect to ban the sale or possession of alcohol
with zero tolerance policies (Whitesell et
al.). For Alaska Natives and Indigenous
peoples in Nunavut, alcohol bans have
been associated with lower problematic
alcohol use and alcohol-related violence
(Wood, 2011; Wood & Gruenewald, 2006).
Based on these findings, alcohol bans
within reservations may be beneficial in
preventing high-risk drinking. However,
the decision to ban alcohol for some tribes
remains controversial, as the influence of
alcohol bans on drinking patterns remains
generally inconclusive (Whitesell et al.). In
the meantime, studies have implemented
“reward and reminder” programs in estab-
lishments that sell alcohol with the goal of
refusing alcohol sales to underage AI/AN
adolescents who attempt to purchase alco-
hol (Moore et al., 2012). This program has
been successful in encouraging establish-
ment employees to ask for ID before selling
to customers, which is a useful strategy in
reducing underage drinking among AI/AN
adolescents.

Notably, experiencing racial discrimi-
nation has long been known to affect alco-
hol use (Skewes & Blume, 2019; Whitbeck
et al,, 2004). Longitudinal studies have
found that racial discrimination directly
predicts the development of AUD
(Armenta et al., 2016). Racism affects alco-
hol use and related problems indirectly as
well. For example, AI/AN peoples experi-
ence higher rates of incarceration for alco-
hol-related consequences (e.g., DUIs,
homicide) than NHW:s (Kunitz et al., 2002;
Skewes & Blume, 2019). Researchers have
been aware of this disparity for decades
(Jensen et al., 1977; Walker, 1981). One
study interviewed 45 AI/AN adults in the
Southwest U.S. who were in remission
from alcohol dependence. Of the 45 partic-
ipants, 41 had experienced incarceration
for alcohol-related incidents, with the first
incarceration as young as 8 years of age
(Feldstein et al., 2006). Participants in this
sample reported more experience with
incarceration than with alcohol use treat-
ment. It is clear that AI/AN peoples are

overrepresented in the justice system,
spending more time in incarceration rather
than receiving much needed alcohol use
treatment and care. Because AI/AN peo-
ples are overrepresented in the criminal
justice system, early identification of AUD
and treatment is warranted to reduce the
likelihood of future arrests (Sittner
Hartshorn et al., 2015), as well as a societal
shift towards social equity to reduce racist
victimization and racial trauma (Skewes &
Blume, 2017).

Resilience Factors Against
Problematic Alcohol Use

While much research has focused on
risk factors, researchers have more recently
begun to focus on resilience factors for
AI/AN peoples, as a greater understanding
of these factors is essential not only to pre-
vent and treat high-risk drinking, but also
to flourish and live an overall fulfilling life.
Resilience is a term defined as “positive
adaptation despite adversity” (Fleming &
Ledogar, 2008, p. 2), which may be influ-
enced by individual circumstances as well
as by forces outside of an individual such as
family, community, and culture. The
exploration and utilization of resilience
factors to inform alcohol use interventions
is essential in empowering AI/AN commu-
nities to sustain long-lasting therapeutic
gains.

Individual-Level Resilience Factors

Mohatt and colleagues (2004) inter-
viewed Alaska Native participants who had
either recovered from AUD or who had
never endorsed problematic drinking. Par-
ticipants discussed having a strong sense of
self-efficacy and confidence that they could
problem-solve issues without drinking to
cope. These findings were supported by
quantitative research stating positive self-
image and self-efficacy buffered against
drinking (Henson et al., 2017). Future aspi-
rations, such as planning for college and
having the motivation to succeed, as well as
regular school attendance and positive atti-
tudes towards education, were also identi-
fied as significant protective factors against
drinking (Henson et al.).

Ways in which individuals cope with
adverse circumstances can impact
resilience. For example, the Indigenist-
Stress Coping Model (Walters et al., 2002)
asserts that “avoidant” coping with stres-
sors leads to negative outcomes such as
hopelessness, while “approach” coping
(i.e., actively processing and reframing
emotions to work through stressors) leads
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to resilient mental health outcomes
(LaFramboise & Fatemi, 2011). Interven-
tions designed to increase one’s self-effi-
cacy in using “approach” coping have
resulted in strengthening resilience against
suicidal thoughts among AI/AN youth
(LaFramboise & Howard-Pitney, 1995;
O’Keefe et al., 2018), which may also be
helpful in other areas such as alcohol use.
Overall, using a strengths-based approach
to treatment is paramount in building
motivation and self-efficacy, rather than
focusing on one’s deficits.

Interpersonal-Level Resilience Factors

Interpersonally, having strong, positive
relationships to family and friends—con-
necting to a variety of adult role models
such as Tribal elders and striving to
become role models for others—served as
a significant protective factor for AI/AN
adolescents and young adults (Henson et
al,, 2017). Similarly, having opportunities
for participation in extracurricular activi-
ties and hobbies was important for reduc-
ing drinking (Henson et al.). Mohatt and
colleagues (2004) found that many partici-
pants described having parents and family
members who modeled sobriety and pro-
tected their children from exposure to alco-
hol-related problems seen in others. In
addition to parents modeling sobriety,
research has found that having same-aged
peers who abstain from drinking is associ-
ated with lower drinking levels among
AI/AN youth (Sittner, 2017).

Community- and Cultural-Level
Resilience Factors

Mohatt and colleagues (2004) found
participants who abstain from drinking
displayed an overall sense of interconnect-
edness to their AI/AN communities, as
individual engagement in healthy behavior
was understood to have a positive effect on
others in their community. Indeed, many
AI/AN researchers encourage strong com-
munity leadership and unity to preventand
treat problematic drinking (Yuan et al,
2010; O’Keefe et al., 2019). Importantly,
cultural identification and enculturation to
AI/AN way of life have been consistently
linked to better overall health. Encultura-
tion is defined as the integration of mean-
ingful cultural aspects to one’s lifestyle and
could take the form of speaking one’s
native language, increased time spent in
religious activities and ceremonies, and
participating in traditional holidays, meals,
and trips (Urbaeva et al., 2017). Similarly,
cultural identification is the strength with
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which individuals identify with AI/AN cul-
tural practices (Weinreich, 2009). Several
studies have demonstrated that having
stronger cultural ties was negatively associ-
ated with alcohol use among AI/AN indi-
viduals (e.g., Beebe et al., 2008; Henson et
al., 2017; Tingey et al., 2016; Whitbeck et
al., 2004). Researchers have proposed that
positive family modeling and interaction
may serve as mechanisms for these rela-
tionships, as these constructs are fostered
by actively practicing their traditional
values (Ubraeva et al., 2017). The practice
of traditional values, in fact, is the core of
evidence-based, culturally appropriate
alcohol use interventions.

Culturally Appropriate Treatments
for Alcohol Use Disorder

Compared to the general population,
AI/AN peoples have less access to alcohol
use treatment (Zemore et al, 2018).
Among existing treatment programs, there
is often a disconnect between standard, evi-
dence-based treatments (EBTs) and cul-
tural practices that incorporate AI/AN tra-
ditions and values. For example, Walsh
(2015) conducted a systematic review on
substance abuse prevention programs in
AI/AN communities (all of which included
alcohol use reduction as at least one com-
ponent of the program), which revealed
that many of these programs did not dis-
cuss how theory and evidence-based prin-
ciples were integrated with cultural values.
This makes it difficult to move towards
appropriate alcohol use treatment for
AI/AN clients that is both grounded in evi-
dence and inclusive of traditional values.
Moreover, the majority of clinicians who
work with AI/AN clients are not of AI/AN
heritage themselves, which may be con-
cerning given that research has demon-
strated improved treatment outcomes
when clients and counselors share the same
cultural background (Rieckmann et al,
2016). Indeed, research finds that AI/AN
patients prefer health care providers and
counselors who also identify as AI/AN
(O’Keefe et al., 2019). According to Rieck-
mann and colleagues, AI/AN clients com-
monly seek treatment from both tradi-
tional healers and practitioners of Western
EBTs, furthering the need to combine
EBTs with culturally competent counselors
and techniques. Researchers have recently
called for increased in-depth understand-
ing of cultural sensitivity in clinical prac-
tice, the lack of which has been found to
impede therapeutic gains among Indige-
nous peoples (Gone & Kirmayer, 2020).

Common Ways to Integrate Traditional
Values Into EBTs

Research has demonstrated that AI/AN
community members were more comfort-
able with treatments that integrated spiri-
tuality and traditional customs (Vaeth et
al,, 2017). In one study, researchers inter-
viewed clinicians and administrators from
18 national alcohol and substance use
treatment programs that served AI/AN
communities and found that these pro-
grams generally integrated culture by
emphasizing family, community, and
respect for clients, while they maintained
an open-door policy for clients to increase
access (Legha & Novins, 2012). Traditional
activities, such as sweat lodges, drumming,
and powwows, may be important to
include in certain treatment programs.
However, these programs may be limited
in financial and environmental resources
to consistently implement these activities,
and the heterogeneity across AI/AN com-
munities makes it difficult to provide a
“standard” culturally appropriate EBT
(Legha & Novins). Novins and colleagues
(2016) investigated knowledge, attitudes,
and implementation of EBTs by clinicians
and administrators of 192 alcohol and sub-
stance use treatment programs in AI/AN
communities. Treatment programs were
located largely in rural areas (74%), and
approximately half (51%) were provided
through Indian Health Service facilities.
Novins and colleagues found that CBT,
Motivational Interviewing (MI), 12-step
facilitation, and Relapse Prevention Ther-
apy were the treatments most frequently
implemented. Of these treatment modali-
ties, a majority of programs believed MI
and Relapse Prevention Therapy were cul-
turally appropriate (55.9% and 58.1% of
programs, respectively), while only 44.6%
and 37.6% of programs believed CBT and
12-step programs, respectively, were cul-
turally appropriate. Given this feedback,
research should continue to explore clini-
cian perceptions of culturally appropriate
treatments, which could inform further
investigation of culturally appropriate CBT
and 12-step approaches to reduce alcohol
use problems.

Given that MI includes techniques
essential for culturally appropriate care
(e.g., patient autonomy), research teams
have begun to integrate MI with cultural
practices among urban AI/AN youth for
alcohol use using community-based partic-
ipatory methods (CBPR; Dickerson et al.,
2016). Dickerson and colleagues utilized a
combination of empirical evidence and
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feedback from the AI/AN community (e.g.,
parents, youth, health providers, adminis-
trators) to create Motivational Interview-
ing and Culture for Urban Native Ameri-
can Youth (MICUNAY). MI techniques
such as pros/cons and client autonomy
were incorporated into traditional prac-
tices such as drumming, prayer/blessings,
and making traditional regalia to promote
a healthy lifestyle and strengthen a sense of
Native pride. Early findings of this pro-
gram have indicated that alcohol use
behaviors and patterns among youth ages
14-18 remained stable during a 6-month
follow-up period; however, this finding
may be indicative of resilience given alco-
hol use typically increases in this develop-
mental age range (D’Amico et al., 2020;
Johnston et al., 2018). Researchers seek to
continue modifying and improving
MICUNAY, as accessibility to community-
based substance use treatment remains
limited (D’ Amico et al., 2020).

Native Communities—
Alcohol Intervention Review

In recent years, the NIAAA initiated an
important project called Native Communi-
ties — Alcohol Intervention Review (Native
AIR; Arroyo, 2018). The goal of this project
is to collect and summarize extant research
on alcohol-related interventions, particu-
larly fetal alcohol syndrome prevention
programs, among AI/AN communities.
This evaluation on intervention effective-
ness would then be disseminated to AI/AN
treatment facilities and tribal leaders for
implementation. While a comprehensive
list can be found in Arroyo, we highlight
select interventions here. Though Native
AIR in itself is not an intervention, it is a
helpful tool in guiding researchers and
communities to existing EBTs.

One intervention listed in Native AIR is
a personally delivered Oglala Sioux Tribe
CHOICES program that was administered
to AI/AN adult women as part of an inter-
vention to reduce risk for risky sexual
behavior and alcohol exposed pregnancy
(AEP; Hanson et al, 2017; Hanson &
Pourier, 2016). The program was adapted
to include local information on health ser-
vices, and was conducted by local, Native
staff. Researchers utilized CBPR methods
such as gathering community feedback to
adapt the program. Participants received
Motivational Interviewing as well as per-
sonalized feedback on their typical drink-
ing, while they engaged in self-tracking
alcohol use and risky sexual behavior. Fol-
lowing participation in this intervention,
findings indicated that participants experi-
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enced an overall increase in protected sex
and a decrease in risk for AEP (Hanson et
al., 2017).

Another intervention noted in Native
AIR is a comprehensive program for high-
risk women (Masis & May, 1991). AI/AN
women were identified as high-risk for
AEP after completing screenings for the
prevention program, which included case
management, individual counseling, sub-
stance use treatment, and access to contra-
ception. The program was adapted to use
the local Native language during recruit-
ment, and the program was conducted by
highly trained, Native staff. Some partici-
pants (12.5%) experienced a reduction in
drinking, and 50% became abstinent from
drinking. Results of this program provide
promising effects in the reduction of alco-
hol use, though the comprehensive nature
of the program makes it difficult to imple-
ment consistently (Masis & May). Overall,
it appears that connection to community,
integration of traditional practices, respect
for clients, recruitment of Native staff, and
CBPR procedures are essential compo-
nents to culturally appropriate alcohol use
interventions.

Conclusion and Future Directions

The current paper serves as an initial
guide for researchers and clinicians who
wish to learn more about alcohol use
research in AI/AN populations. We framed
alcohol use among AI/AN peoples within
the context of historical trauma and sys-
temic barriers, discussed risk factors (e.g.,
comorbid psychological conditions, poor
social support) and resilience factors (e.g.,
self-efficacy, connection to community)
associated with alcohol use and abstinence
as building blocks to alcohol use interven-
tions, and then presented examples of cul-
turally appropriate interventions. We
believe this article serves as an introduction
to this field of alcohol use research and
treatment, and we encourage our readers to
dig deeper into the literature, particularly
the culturally derived treatment literature
that use CBPR or community-engaged
approaches. Future research would benefit
from a scoping review of the literature, as it
would be helpful in synthesizing the state
of the literature, empirically identifying
gaps in the literature, and informing cul-
turally relevant practices (Daught et al.,
2013).

Though great progress has been made
regarding research on risk and resilience
factors of alcohol use and related interven-
tions, AI/AN peoples are still underrepre-

sented in alcohol use research and overrep-
resented in alcohol use problems and dis-
parities. AI/AN populations in the U.S. are
diverse, with each tribe holding their own
set of perspectives, practices, and tradi-
tions. Research samples can therefore
range from one specific tribe to national
samples, with no promises of generalizabil-
ity from one study to another. As such,
there is a need for expanding research in all
AI/AN populations and settings, including
urban, rural, and reservation-based set-
tings; AI/AN age groups (e.g., youth under
18 and AI/AN Elders); and AI/AN college
students from traditional 4-year universi-
ties, community colleges, and Tribal col-
leges and universities (TCUs); and more.

Knowledge of both risk and resilience
factors has significantly informed alcohol
use interventions among AI/AN peoples.
Researchers have called for a continuation
of resilience research, as it yields a more
positive impact on AI/AN health promo-
tion than focusing solely on what AI/AN
communities are lacking (i.e., risk factors;
Whitesell et al., 2012). Furthermore, it may
be beneficial for future research to focus on
strengths and resilience from a holistic, or
full spectrum of health, approach which
includes positive mental health factors that
have enabled AI/AN populations to perse-
vere in spite of risks (Kading et al., 2015).
Investigating alcohol use experiences of
AI/AN peoples should therefore include an
examination of both personal and cultural
resilience.

Additionally, research should continue
developing, evaluating, and disseminating
the integration of evidence-based therapy
with culturally appropriate values and
practices for AI/AN communities and
individuals. In particular, more research
should attend to CBT approaches, as
reviews suggest a smaller evidence base for
CBT than other treatments such as MI
regarding alcohol use problems among
AI/AN peoples (Leske et al., 2016). In
expanding this area of intervention
research, appropriate consultation and
partnerships are needed with traditional
healers and tribal communities more
broadly (Greenfield & Venner, 2012).
Researchers have encouraged CBPR meth-
ods as a way to develop culturally relevant
intervention techniques as well as to mini-
mize barriers to recruitment in this
research with ethnic minorities (for
reviews, see Brown et al., 2014; Waheed et
al,, 2015; Woodbury et al., 2019).

We recognize that intervention
research often cannot be implemented
without sufficient funding. Mechanisms
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such as NIH diversity supplements are
often underutilized, but they substantially
increase racial/ethnic representation in
grant-funded research (Manhart et al.,
2020). In addition, agencies such as the
National Institute on Drug Abuse (NIDA),
the National Institute on Alcohol Abuse
and Alcoholism (NIAAA), and the
National Institute on Minority Health and
Health Disparities (NIMHD) are working
to minimize health disparities and improve
health among underrepresented popula-
tions, and may therefore be appropriate
options for funding related to AI/AN alco-
hol use research. While we encourage sub-
stance use researchers to consider diver-
sity-related funding, grant application
review criteria across topics and mecha-
nism type (i.e., not just diversity-related
mechanisms) should increase cultural
review criteria to ensure that projects are
sufficiently inclusive and representative of
AI/AN populations across settings. Fund-
ing agencies should strive to fund more
AI/AN investigators as well, as one study
found only .05% of all NIH grant applica-
tions were headed by AI/AN investigators;
notably, AI/AN investigators were
excluded from subsequent analyses due to
this low percentage (Ginther et al., 2011).
Researchers have called for more equitable
funding procedures to minimize disparities
in grant funding for investigators across
ethnic identities (Stevens et al., 2021).

As a final point, we propose changes in
larger, systemic systems (e.g., academia).
This could be accomplished through
increased incentives to hire and retain
AI/AN Ph.D.-level faculty members (e.g.,
diversity hiring committees), as well as
increasing educational pathway opportuni-
ties for minority students into research,
with particular encouragement toward
“research track” training and careers. One
current example of this point can be seen
through the American Indians Into Psy-
chology Program (INPSYCH), which aims
to provide training opportunities for
AI/AN students pursuing careers in psy-
chology (Indian Health Service, 2019;
Trimble & Clearing-Sky, 2009). Another
example includes recent initiatives through
NIMHD, who aim to recruit and retain
members of historically underrepresented
groups for academic positions with the goal
of bringing unique perspectives into higher
education.

It is essential to understand that high
rates of alcohol use and related problems
are direct outcomes of societal and sys-
temic issues, and that these issues are intri-
cately entwined with racism, discrimina-
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tion, and historical trauma. The solutions
to such alcohol use and related psychologi-
cal or medical problems should thus not
rely solely on the individual efforts of
AT/AN clients to learn to cope with these
difficulties. Instead, societal action and
changes to public policy/education should
occur to reduce the harmful practices of
cultural insensitivity with AI/AN popula-
tions (Warne & Frizzell, 2014). By reducing
undue emotional and physical burden on
AI/AN peoples, we can ultimately achieve
the health equity and social justice that has
been absent in the U.S.
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BEHAVIORAL ISSUES disproportionately
affect American Indians/Alaska Natives
(AI/ANSs) (Lipari, 2018; Substance Abuse
and Mental Health Services Administra-
tion, 2014). The largest increase in age-
adjusted suicide rates in the U.S. between
1999 to 2017 was among AI/ANs (Ruch et
al., 2019). Also, compared to other
ethnic/racial groups, alcohol and illicit
drug use disproportionately affects AI/ANs
(USDHHS, OMH, n.d.; APA, 2010; Young
& Joe, 2009). High rates of behavioral
issues among AI/ANs suggests that cur-
rently available evidence-based treatments
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(EBTs) are not adequately addressing these
issues among this population. The effects
of historical trauma have also contributed
to these health disparities. For example,
historical traumatic events such as mas-
sacres, genocidal policies, forced reloca-
tion, and forced removal of children into
boarding school are some of the traumas
experienced by AI/ANs and have con-
tributed to poor health outcomes for
AI/ANs (Evans-Campbell, 2008). AI/AN
traditional practices (e.g., drumming,
dancing, bead making, sage preparation,
basket making) have been recommended
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by AI/AN community leaders to help
improve mental health, enhance cultural
identity, and decrease the burden of sub-
stance use in urban AI/AN communities
(Beckstead et al., 2015; Dickerson et al.,
2016; Walters et al., 2002). However, evi-
dence-based behavioral interventions
available for urban AI/ANs families are
very limited.

According to the 2010 U.S. Census, over
70% of AI/ANs reside in urban areas (U.S.
Census Bureau, 2010). In large urban areas,
AI/ANSs are often isolated and have infre-
quent contact with other AI/ANs and may
not often attend AI/AN cultural events
(Weaver, 2012). For example, the complex
urban landscape in Los Angeles con-
tributes to social fragmentation and dis-
connection among AI/ANs that may result
in less accessibility to culturally relevant
services, thereby further contributing to
health disparities. Furthermore, lack of
urban AI/AN acknowledgment in discus-
sions of broad public health issues further
contributes to the shortage of culturally rel-
evant and accessible family-based behav-
ioral interventions for this population.
Clearly, a need exists for more behavioral
interventions aimed toward enhancing cul-
tural connection, social networks, and
family cohesion for urban AI/AN families.

In two large community-based projects
addressing mental health and substance
use among AI/ANs, AI/AN community
members suggested utilization of tradi-
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tional practices to help with mental health
and substance use issues (Dickerson et al.,
2012; Native American Health Center,
2012). In a report exploring community
perspectives among AI/ANs receiving
mental health services in Los Angeles
County, community members strongly
expressed the need for providing urban
AI/AN youth with traditional healing ser-
vices and cultural activities within inter-
ventions (Dickerson & Johnson, 2011).
These reports suggest that utilizing AI/AN
traditional practices can help meet the
unique needs of AI/ANs in Los Angeles
County and help to enhance their overall
wellness, cultural identity, and community
connection. In one study analyzing the
potential benefits of Motivational Inter-
viewing and Culture for Urban Native
American Youth (MICUNAY) for urban
adolescents 14-18 years of age in Califor-
nia, participation in culturally centered
interventions was shown to keep alcohol
and other drug use stable over time
(D’Amico et al., 2020). In another study,
overt perceived discrimination and racial
microaggressions were not significantly
associated with substance use, mental
health, or physical health among a sample
of urban AI/AN adolescents comprised of a
majority who participate in traditional
practices, suggesting the potential protec-
tive role of AI/AN traditional practice par-
ticipation and community engagement
(Dickerson et al., 2019).

Historically, AI/AN families have rec-
ognized nurturing systems that included
extended family, kin systems, traditional
healing systems and other tribal customary
reports (Red Horse et al., 2000). Red Horse
et al. states, “In tribal practice, family
preservation involves bringing families in
balance with community, spiritual and
other natural relationships... Each is part
of a larger system of family, extended kin-
ships, clans, community, tribe and the nat-
ural world.” In urban settings, such as Los
Angeles, AI/AN families are often geo-
graphically far from their tribal connec-
tions and supports. This is important to
recognize since studies suggest limited or
absent exposure to AI/AN cultural tradi-
tions may weaken family functioning and
have an impact on wellness and cultural
identity (Garret, 1996). However, by par-
ticipating in culturally relevant activities,
resiliency can be fostered and strengthened
among AI/AN families in urban communi-
ties (Friesen et al., 2015).

Although AI/ANs are interested in
accessing and receiving culturally centered
behavioral interventions, there are few
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opportunities to receive these services.
Lack of funding is a common barrier health
care organizations face in implementing or
sustaining culturally tailored interventions.
One reason is due to the reimbursement
challenges clinics experience for these types
of services (Aisenberg, 2008). One strategy
to address this is to influence policy-level
resource allocation such as Medicare reim-
bursement regulations (Chin et al., 2012).
In order to facilitate changes that could
allow for the reimbursement of traditional-
based services, more studies are needed
focusing on the development and analysis
of evidence-based traditional-based prac-
tices for urban AI/AN families (Aisen-
bern). Studies demonstrating the effective-
ness of traditional-based practices may
assist toward facilitating policy changes
that could ultimately allow for the provi-
sion and reimbursement of traditional-
based treatments for urban AI/AN fami-
lies.

Native American Drum, Dance
and Regalia Program

Native American Drum, Dance and
Regalia Program (NADDAR) is one of the
culturally based behavioral prevention and
treatment programs provided at United
American Indian Involvement (UAII),
Seven Generations Child and Family pro-
gram aimed at reducing health disparities
among the urban AI/AN families in Los
Angeles. NADDAR was created in 2007,
recognizing the need for traditional prac-
tices to assist with increasing cultural pro-
grams aimed at reducing mental health
issues and substance use, enhancing cul-
tural identity, and strengthening family,
community, and cultural connections for
AI/AN communities. This program con-
sists of eight weekly 2-hour sessions. Native
elders and respected leaders in the Los
Angeles AI/AN community provide the
cultural education that focuses on AI/AN
drumming, dancing, and regalia making.
Prayer and food are offered at the begin-
ning of all workshops. Those who have
engaged in the program thus far state that it
assists them and their families by increas-
ing cultural identity and community con-
nections. However, community members
have suggested forums to address ways to
enhance this program in order to increase
its deliverability and cultural appropriate-
ness within the urban setting. Due to the
sacredness and cultural relevance of AI/AN
cultural activities, obtaining community-
based guidance, feedback, and direction in
finalizing the NADDAR protocol is needed

to ensure that it is culturally appropriate
and can be more broadly disseminated.

The NADDAR Program was selected to
participate in the California Reducing Dis-
parities Project- Phase II (CRDP-II),
Statewide Evaluation (project number:
2017-013). The aim of the CRDP-II project
is to conduct a statewide investigation on
the effectiveness of cultural interventions
to reduce health disparities among minor-
ity populations across California. The first
objective is to use a Community-Based
Participatory Research (CBPR) method to
finalize the NADDAR program with inclu-
sion of health education topics and to opti-
mize cultural relevance for the AI/AN pop-
ulation in Los Angeles. The second
objective is to evaluate NADDAR program
effectiveness as it relates to reducing
mental health and substance use severity
among participants. The purpose of this
study is to satisfy the first objective of the
CRDP-Phase-II project by obtaining com-
munity input about the role of resiliency
and to finalize the development of
NADDAR.

Methods

Study Site

UAII is a nonprofit organization in Los
Angeles, established in 1974, offering a
wide array of health and human services to
AI/ANs living throughout Los Angeles
County. Seven Generations Child and
Family Services department at UAII is
Medi-Cal certified and staffed with clinical
mental health providers (i.e., licensed psy-
chologists, social workers, psychiatrist)
trained to provide care for AI/ANs. The
Seven Generations Child and Family Ser-
vices department places a strong emphasis
on the integration of traditional practices
into treatment.

Design

Focus groups were conducted among
(a) urban AI/AN adults, (b) urban AI/AN
youth, (c) providers who serve AI/ANS,
and (d) the NADDAR community advi-
sory board (CAB) in order to understand
the role of resiliency among urban AI/AN
families and to obtain feedback on
NADDAR in order to finalize its develop-
ment. Five cultural leaders of AI/AN
descent within the Los Angeles area were
invited to serve on the CAB. These individ-
uals are well-respected AI/AN drummers,
dancers, elders, and/or community leaders
who have substantial knowledge and/or
expertise regarding AI/AN drumming,
dancing, and regalia making, and are rec-

199



JOHNSON ET AL.

ognized by the AI/AN community for their
understanding of mental health and sub-
stance use issues. Providers included certi-
fied alcohol and drug counselors, social
workers, counselors, psychologists, and
physicians with experience providing ser-
vices to AI/ANG.

Recruitment

Urban AI/AN adults, urban AI/AN
youth, and providers who serve AI/ANs
were recruited via flyers on Facebook and
Instagram. CAB members were invited to
participate by study staff.

Participants

There were six self-identified AI/AN
adult (age 18+) men and women, 6 self-
identified AI/AN youth (13-17 years old,
males and females, 4 providers who serve
AI/ANSs, and 5 AI/AN elders and cultural
leaders of the CAB. All participants in the
youth, adult, and CAB focus groups
reported AI/AN as their ethnicity. Three
out of 6 providers who participated identi-
fied as AI/AN.

Data Collection

Focus groups were conducted during
August and September of 2018. Following
an overview of the NADDAR Program,
participants were asked:

» What are some of the health and well-
being issues seen most often in their
AI/AN community?

« Can cultural activities benefit AI/ANs
in Los Angeles?

» What are your general impressions of
the NADDAR protocol and logo?

» What changes would you recommend
for the NADDAR protocol?

» How do you think the NADDAR Pro-
gram can help AI/AN families in LA
County?

Do you think the NADDAR Program
will improve your connection to your
culture, tribe and community?

o How can we ensure AI/ANs will
participate in NADDAR?

» What suggestions for educational topics
would you like to add?

» What suggestions do you have regard-
ing our surveys?

Each focus group lasted approximately 2
hours, and participants were provided with
a $25 gift card. The study protocol was
reviewed and approved by both the Pacific
Institute of Research and Evaluation
(PIRE) Institutional Review Board (IRB)
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and State of California-Health and Human
Services Agency Committee for the Protec-
tion of Human Subjects IRB.

Data Analysis

Detailed notes were taken during the
focus groups and the notes were analyzed
for completeness and accuracy. The notes
were reviewed for categories, patterns, and
themes within and across the groups. Over-
arching themes were discussed and
decided by consensus among all authors of
this report.

Results

Three overarching conceptual themes
emerged across the focus groups highlight-
ing the role of resilience: Participating in
cultural-based interventions strengthens
behavioral health, learning about culture
strengthens identity, and participating in
culture-based intervention strengthens
connections. Also, suggestions provided to
enhance NADDAR help to ensure the
NADDAR Program is culturally appropri-
ate and will meet the needs of urban AI/AN
families.

Participating in Cultural-Based Inter-
ventions Strengthens Behavioral Health

The majority of participants over-
whelmingly reported that culturally based
interventions help AI/ANs with their
behavioral health issues. Both providers
and CAB members agreed on the long-
term impact culturally tailored program-
ming has on mental health and substance
use outcomes for the AI/AN population.
One provider stated, “I feel that clients who
participate in cultural services do better
with their mental health, substance use and
overall health.” UAII is positioned such
that providers can refer their patients to
internal programming hosted at UAIL
Although this programming is open to the
community, the providers are seeing direct
benefits to (internally) referring their
patients to UAID’s cultural programming.
A CAB member stated, “We know that our
culture, whether it is drum and dance or
any other activity, it helps us stay strong
and connected to the Creator, so we do not
get depressed or have other problems.”

Learning About Culture Strengthens
Identity

Participants  reported  that the
NADDAR educational component would
help provide an opportunity to learn more
about their AI/AN culture in Los Angeles
County. They reported that culturally
based interventions help to keep urban

AI/ANs connected to the culture by allow-
ing them the opportunity to learn more
about AI/AN culture. An adult participant
stated, “I do not know how to teach my
kids how to dance or drum or other cul-
tural activities, so it is important for us to
have these workshops in urban areas so our
kids can learn about their culture and that
will make them feel proud of who they are
and help with their mental health.” An
urban AI/AN youth stated, “We are able to
learn about our traditions and culture and
apply it in personal life.” A provider stated,
“All of our clients should be referred to the
cultural activities as they help with their
cultural identity and make them feel so
good about who they are being a Native
person, and we do see a difference.”

Participating in Culture-Based
Intervention Strengthens Connections

Focus group participants stated that
more AI/AN connections would be very
helpful for them within the complex urban
environment of Los Angeles, where they
may feel isolated. They stated that by build-
ing their social connections with other
AI/AN people in Los Angeles, they would
enhance their overall well-being. When
asked why these interventions help urban
AI/ANs in Los Angeles County, most
reported that these interventions help to
keep the AI/AN individuals, families, and
the overall community connected. A CAB
member stated, “It will help improve our
connection and helps with mental, social,
and cultural connections.” An urban
AI/AN youth stated, “Traditional work-
shops make us feel closer to our culture.”

Many urban AI/AN adults and youth
also reported learning how to drum, dance,
make regalia, and learning from the educa-
tional topics helps to enhance their con-
nection to their culture, tribe, and commu-
nity. A youth stated, “Urban Natives do not
have that sense of connection to our cul-
ture—these types of programs help us do
that.” An adult participant stated, “We are
so isolated in LA county that these work-
shops help to stay connected.”

Suggestions for Enhancing the
NADDAR Curriculum

Overall, focus group participants
responded favorably when presented with
the preliminary NADDAR protocol and
indicated that the protocol would be a
powerful culturally centered intervention
for AI/AN families in Los Angeles County.
Suggestions for NADDAR were centered
on structure and deliverability of
NADDAR, NADDAR instructors, song
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and dance style workshops, specific educa-
tion topics, surveys, logo feedback, and
challenges to attending NADDAR. An
urban AI/AN youth stated, “Make sure we
always open in prayer.” A CAB member
stated, “Sharing food is important for us, so
I like that we start with a prayer and food.”
An adult participant stated, “Add work-
shops that incorporate knowledge from
particular tribal backgrounds.” The feed-
back from community members will
strengthen the NADDAR program and
ensure it is culturally appropriate for urban
AT/AN families.

Structure and Deliverability of
NADDAR

The majority of participants reported
that having a curriculum would help keep
the workshops consistent and structured.
Also, many participants recommended
providing NADDAR in different locations
throughout Los Angeles County, in addi-
tion to UAII in downtown Los Angeles. An
adult stated, “Separating into smaller
groups depending on the drum or dance
style so we can get specific instructions on
the particular dance style we are interested
in?”

NADDAR Instructors

Participants suggested training
NADDAR instructors to be engaging with
families and to encourage their participa-
tion. Other participants suggested having a
variety of instructors who had specialty in
different dance styles. An adult stated,
“Make sure the instructors are welcoming
and approachable as some of us never
danced or drummed before so hopefully
they know that we are at all different
levels.”

Song and Dance Style Workshops

Participants reported that urban areas,
including Los Angeles County, consist of
numerous tribal groups. Thus, there may
be various levels of interest in different
workshops. However, they suggested
having workshops focused on different
tribal dances and songs so that participants
could learn about other tribal traditions.
Also, some participants recommended
holding breakout groups from the main
intervention group in order to be able to
provide individual instruction in each of
the dance and drum styles. Participants
could then return to the larger group after
receiving personalized instruction.

Specific Education Topics

Participants across all focus groups pro-
vided their top education topics for
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NADDAR. These included different dance,
regalia, and drum styles; Native Americans
in Los Angeles County; healing from his-
torical trauma; cultural identity; traditional
foods; traditional healing-Medicine Wheel;
and programs and services available to
AI/ANs. Regarding educational topics, one
urban AI/AN adult stated, “There are so
many educational topics that are important
for our community, I really like how we get
to hear something different each week and
that will help our families.”

Surveys

Participants were in favor of the pre-
and post-surveys and what the surveys are
evaluating. They particularly were in favor
of providing the cultural and community
connections scales. They also thought the
mental health and substance use survey
would be very helpful in evaluating
NADDAR to see if it assists with decreas-
ing mental health and substance use symp-
toms, in addition to improving overall
wellness.

Logo

Participants  also  reviewed the
NADDAR logo (Figure 1) and provided
feedback on improving the logo, which
included removing pictures from the logo
as they felt it was too much for alogo. They
also recommended spelling out what
NADDAR stands for and to use symbols of
a drum and drumsticks.

Challenges to Attending NADDAR

Participants also reported challenges
that would prevent families from attending
the NADDAR Program. These challenges
included school and work demands, lack of
transportation, distance to workshops,
scheduling conflicts, and congested traffic
in Los Angeles County. These changes
were taken into consideration during the
logistical planning of each cycle.

Discussion

Qualitative data generated from this
study addresses a critical gap in under-
standing the role of resiliency among urban
AI/AN families and the development of a
behavioral health intervention developed
for this population. Community-based
feedback retrieved in this study suggests
that cultural-based interventions, includ-
ing NADDAR, can help to decrease the
burden of behavioral health problems
among AI/AN families in Los Angeles
County by decreasing isolation and
increasing community and cultural con-
nections. Participants also provided valu-

DRUM DANCE & REGALIA

Figure 1. NADDAR logo

able information regarding issues about
their community experience and how
NADDAR may help meet the unique needs
of this population. Furthermore, partici-
pants also recognize the value of research
and evaluations and believe that evaluating
NADDAR will help to highlight the bene-
fits of this intervention for AI/AN families
in Los Angeles. By utilizing a community-
informed approach, work conducted in
this study highlights how research focused
on the development of NADDAR can help
address behavioral health issues among
urban AI/AN families.

Results from this qualitative study high-
light the role of resiliency in overcoming
behavioral health disparities among urban
AI/AN families. Although much has been
written with regard to numerous health
disparities experienced by this population,
very few studies have highlighted the role
of resiliency among urban AI/AN families.
The potential benefits of culturally appro-
priate behavioral interventions capitalizing
on resiliency reported in this study include
experiencing less mental health issues and
substance use, enhancing cultural identity,
and enhancing community and cultural
connections. These potential benefits are
important to recognize since numerous
historical traumas postulated to contribut-
ing to health disparities among urban
AI/ANs involve disconnection from
AI/AN culture. Thus, developing, enhanc-
ing, and evaluating NADDAR may help to
create healthier and more connected
AI/AN communities within urban areas of
the U.S.

Feedback retrieved from our focus
groups assists toward finalizing the
NADDAR curriculum. We will implement
feedback retrieved by focus groups by
structuring the sessions to ensure that
AI/AN cultural elements are taught
according to proper AI/AN traditions and
protocols. For example, both the song and
dance workshops will cover the back-
ground of each instructor, gender roles,
and introduce the basic concepts of each

201



JOHNSON ET AL.

topic. As it relates to gender roles, females
will participate in the dance workshops and
the males may either choose the dance or
drum/singing workshops. The workshops
each week will also begin with a prayer
from an elder, food, and one of the health
educational topics recommended by the
focus group participants. The participants
will then meet in larger circles for a few
round dances. For the dance workshops,
we will cover various dances to accommo-
date tribal diversity and will offer the
opportunity for breakout groups. For men,
there is the grass dance, the traditional
dance, and the fancy dance. For women,
there is the jingle dress dance, fancy shawl
dance, and traditional dance. In addition,
we will provide other friendship and inter-
tribal dances, many of which the commu-
nity at large may participate in when they
attend a pow-wow. Drum workshops will
consist of introduction to the drum, the
songs and the meaning of the traditional
songs. Not only will the musical techniques
be shown but, more important, the tradi-
tional values, protocols, and expectations
of the AI/AN traditional songs and dance.
Participants will break up into their chosen
style of dance or drum style with their
instructor and then return to the larger
group for intertribal dance displays.

Specific education topics suggested by
focus group participants will be embedded
in the teachings within NADDAR. Urban
AT/AN families will have the opportunity
to learn more about the role of historical
trauma and its effect on the overall health
and well-being of AI/ANs, the benefits of
enhancing cultural identity, and learning
more about local Al tribes in the Los Ange-
les area and services available to them
within their communities. They will also
have an opportunity to learn more about
AI/AN traditional foods and the teachings
held within the Medicine Wheel.

The next steps in our development and
analysis of NADDAR will consist of open
pre- and post-surveys of NADDAR among
urban AI/AN families residing in Los
Angeles County. The surveys will be con-
ducted among 100 participants across four
cohorts. Each cohort (n = 25) will have 8-
to 10-week sessions and will include both
pre- and post-surveys. Focus groups will
then be conducted among family members
who participated in the NADDAR pretest,
providers, and the CAB in order to finalize
the NADDAR manual. After these devel-
opmental activities, we plan to conduct a
follow-up study to analyze the potential
benefits of NADDAR.
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This study was subject to several limita-
tions. Focus groups were conducted in one
large urban population setting. Thus, gen-
eralizing these results to all urban areas in
the United States is not possible. Also, we
only utilized notes written during focus
groups and did not have recordings or
transcripts available. Thus, we were able to
provide alimited number of specific quotes
from focus group participants. We were
also not able to utilize any qualitative study
statistical programs to analyze data. In spite
of these limitations, this study utilizes com-
munity-based participatory research meth-
ods to help ensure that NADDAR is devel-
oped in a culturally relevant and
appropriate way, recognizing the role of
resiliency and AI/AN traditions for fami-
lies residing in urban areas.

In conclusion, focus group data
retrieved and analyzed in this study repre-
sents a key step toward finalizing the devel-
opment of NADDAR by understanding
the role of resiliency and AI/AN traditional
practices for urban AI/AN families. This
study provides valuable feedback from the
AI/AN community in Los Angeles County
with regard to the NADDAR program and
how it could enhance cultural identity and
community connections among urban
AI/AN families, thereby helping to
decrease mental health and substance use
disparities experienced among this popula-
tion. Final development and subsequent
testing of NADDAR may assist toward
understanding how this program can help
prevent behavioral problems among urban
AI/AN families.
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