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Table 2
Mind Quadrant Indicator Findings

Mind

Kral et al. (2011)
Mark & Lyons (2010)
McCubbin et al. (2013)

Nystad et al. (2014)

X | Boulton & Gifford (2014)

x| Cross et al. (2011)
X< | Kant et al. (2013)

Cultural identity/sense of belonging to cultural group
Ethnic pride

>

Self-esteem

Happiness X
Focus/determination X

Hope/looking forward/optimism X

Hinengaro (mind) X
Educational enrollment/achievement X

Resilience X X
Speaks Native language X X
Cultural teachings/knowledge
Coping skills

Personal qualities/capacities
Employment/employability

X X X X| Priestetal. (2012)

X X X X

Having a sense of belonging or identity and active participation was described as
engagement of community members, being part of a place and having a greater purpose, and
contributing to the community. One participant noted that a family that exhibited or had achieved
a state of whanau ora was “peopled by those who make contributions” (Boulton & Gifford, 2014,
p. 6). This example shows the highly interactive workings of indicators across quadrants of the
RWYV, with cultural identity (mind) influencing and being influenced by active participation
(context) with and contributions to the community.

Sami participants (Nystad et al., 2014) reported a high level of ethnic pride. In
connection to Native language, while all participants considered themselves Sdmi regardless of
their level of Sami language competence, two respondents who did not speak Sami also reported
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high levels of ethnic pride. However, some youth did not feel accepted as Sami due to their poor
Sami language skills or multiethnic background. In short, the authors concluded, Sami language
provides a sense of belonging and is needed for full membership in the community (Nystad et al,
2014, p. 659).

As noted in the above matrix, the most frequently cited indicator among these sources
was cultural identity or sense of belonging to a cultural group.

Body

The body quadrant of the RWYV represents the essential physical and economic building
blocks that support well-being (Cross, 1997).

Table 3
Body Quadrant Indicator Findings
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Financial security/stability/income X X X
Tinana (body) X
Adequate food/good nutrition X X
Traditional foods X
Housing/homeownership X X
Access to health care X X X
Access to services X X
Healthy lifestyles/activities X
Physical health/fithess X X
Traditional healing practices X

Three articles identified financial security/stability/income and three articles identified
access to health care as indicators of well-being (two of the three identified both of these
indicators) to make them the most frequently cited indicators in this RWV quadrant.
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Spirit

The spirit quadrant of the RWYV represents the spiritual forces and beliefs that promote
well-being and are maintained through practice and ceremonies (Cross, 1997). Along with the
context indicators, these sources of well-being often are overlooked in mainstream approaches to
well-being assessment.

Table 4
Spirit Quadrant Indicator Findings
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Spiritual values/well-being X
Wairua (spirit) X
Spiritual practice/knowledge/ceremony X X X X
Expressing Native identity
Balance X
Ancestry/Whanau/Whakapapa (family genealogy) X X

Spiritual practice/knowledge/ceremony was most commonly cited among the eight
studies. Compared to other quadrants of the RWYV, the spirit quadrant contains the fewest
indicator findings. While spiritual values, practices, and belief systems are integral to Indigenous
perspectives of well-being, this finding indicates that they are perhaps the most difficult to
explain or put into mainstream languages.

DISCUSSION

Cross (1997) defines well-being as a relational construct. Other researchers have used a
similar construct to understand and examine Indigenous well-being (McCubbin et al., 2013).
Because they do not take contextual and spiritual indicators into account, mainstream well-being
indicators miss “half of the picture” when it comes to the well-being of Indigenous children and
families. Kingsley et al. (2013) argue that academics and governments struggle to describe
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Aboriginal well-being, “reducing it to a matrix of standard socio-economic indicators and bio-
medical measures rather than complex Aboriginal concepts which include issues like kinship,
connection to Country [land] and the like” (Kingsley et al., 2013, p. 679). Implicit in the tension
between the continuity of Indigenous culture and the achievement of socioeconomic equity is the
view that “attachment to traditional cultures and lifestyles is a hindrance to achieving
mainstream economic goals” (Dockery, 2010, p. 315). However, the eradication of poverty alone
does not address nor develop the well-being of Indigenous communities, nor are traditional
cultures and lifestyles an obstacle to achieving economic needs. As described by community
members in the literature referenced here, instilling cultural values and positive cultural identity
is requisite to well-being as much as economic security or physical health.

The strength-based perspective has been utilized in the helping fields of counseling
psychology, social work, and nursing for some time. More recently, “positive” indicators also
have been used in the international development field by the United Nations Children’s Fund
(Lippman, Moore, & Mcintosh, 2009). Central to this approach is the empowerment of the
patient or client by focusing on inherent strengths, including both internal and external resources,
rather than problems to be overcome. In the context of Indigenous communities, problems to be
overcome often are the result of centuries of violent and oppressive policies and practices and
may represent political and structural issues that children and families cannot solve on their own.
This history includes the extreme losses experienced by tribally centered and child-focused
people who were rooted to their land, values, religions, languages, and traditions (Goodluck &
Willeto, 2000).

Indicators of child well-being drive important policy and funding decisions at the federal,
state, and tribal/local levels. Mainstream researchers and organizations in the U.S. have a
longstanding history of collecting and reporting deficit-based well-being indicators that describe
the status of Indigenous children as a product of causes and effects. This process has led to
ineffective policies and practices that do not account for the interconnectedness of Indigenous
well-being and the numerous Indigenous strengths that must be cultivated to promote well-being.
The use of the RWV and those strength-based indicators identified by Indigenous communities
will promote more accurate and complete reporting on the status of Indigenous youth which will,
in turn, drive policymakers toward more effective and meaningful solutions.
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PERCEPTIONS AND USE OF COMMUNITY- AND SCHOOL-BASED
BEHAVIORAL HEALTH SERVICES AMONG URBAN
AMERICAN INDIAN/ALASKA NATIVE YOUTH AND FAMILIES

Julie Salvador, PhD, Jessica Goodkind, PhD, and Sarah Feldstein Ewing, PhD

Abstract: Understanding youths’ awareness and use of behavioral health
services is important for improving services and engagement. Interviews
and focus groups were conducted with students, parents, and
teachers/staff in an urban area to understand awareness and use of a
school’s Native-tailored and -staffed school-based behavioral health
center (NT-BHC) and community-based services. Results showed
overwhelmingly positive responses regarding NT-BHC staff and services,
with concerns focused on too few staff and services, and on privacy and
confidentiality, as well as important differences in awareness and use of
behavioral health services among youth, parents, and teachers/staff,
valuable for improving engagement with and services for Al/AN youth.

There are significant health disparities between American Indian and Alaska Native
(AI/AN) populations and the general U.S. population, including, but not limited to,
cardiovascular disease, tuberculosis, infectious diseases, diabetes, substance use disorders
(SUD), homicide, and suicide (Grim, 2003; Holman et al., 2011; O’Connell, Rong, Wilson,
Manson, & Acton, 2010). While much has been done to elucidate the existence of these
disparities in health for AI/AN communities, more research is needed to understand the
contributing factors and how to address them (Manson, 2000). Culturally appropriate and
accessible services for AI/AN populations, including adolescents, still lag behind Western
practices (Gone & Trimble, 2012). This disparity matters because AI/AN communities have
stressed the need for behavioral health services that are culturally congruent (Gone & Trimble,
2012).

Regarding mental health, rates of suicide are higher for AI/AN youth versus all other
youth (Centers for Disease Control and Prevention, 2013), and AI/AN youth are more likely to
experience SUD and psychiatric disorders (Beals et al., 2002; Beals, Novins, Mitchell, Shore &
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Manson, 2002). In addition, according to the Urban Indian Health Commission (UIHC, 2007),
urban AI/AN populations face challenges, including high rates of poverty and depression, limited
culturally appropriate health services, and ineligibility for or inability to utilize health services
offered through the Indian Health Service or tribes.

Specifically, many Al/ANs, like those families and youth that are the focus of this study,
live in urban areas, while many of the federally funded health care services are provided on
reservations. Time constraints, transportation issues, cost of traveling, and distrust of government
programs are some of the issues that AI/AN youth and families face in accessing behavioral
health services (Kaiser Family Foundation, 2004). Furthermore, for AI/AN persons accessing
services in urban clinics, Medicaid pays only part of the cost of service, which, with the high
rates of poverty among many Al/ANS, creates additional barriers to receiving care (UIHC, 2007).

One place where urban AI/AN youth can access treatment without many of the above
barriers is school. Schools are the major providers of mental health services for children (Burns
et al., 1995; Costello et al., 1996; Leaf et al., 1996). In fact, 75% of children who receive mental
health services receive this care through the education sector, with schools as the most common
point of entry (Farmer, Burns, Phillips, Angold, & Costello, 2003). Providing mental health
services within schools can also support improved school outcomes, as children whose
emotional, behavioral, or social difficulties are not addressed have a reduced capacity to learn
(Rones & Hoagwood, 2000) and are more likely to drop out of school (Kerns et al., 2011). Thus,
making services accessible at schools may be key to successfully serving otherwise hard-to-reach
urban AI/AN youth. The fact that school-based services increase access to and use of behavioral
health services is a critical foundation from which additional and rigorous effectiveness and
implementation research can lead to positive outcomes for youth.

Research has emphasized that, while basing health services in schools is an important
step to ensure access for youth, it is not sufficient. For AI/AN youth, of equal importance is
collaboration with AI/AN communities to support services that are culturally sensitive and meet
the needs defined by the consumers and communities themselves (Ball & Pence, 1999; Sarche &
Spicer, 2008). Researchers have examined many school-based interventions and programs
developed for AI/AN youth (Brown & Summerbell, 2009; Caballero et al., 2003; May, Serna,
Hurt, & DeBruyn, 2005; Sharma, 2006), including attitudes toward school-based health centers
and reviews of existing programs (Guo, Wade, Pan, & Keller, 2010; Rones & Hoagwood, 2000).
However, among these studies, there are almost no data on school-based centers that have been
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tailored specifically for Native adolescents and operated by Native counselors/staff. Native
tailoring and staffing may be an important combination for enhancing engagement, use, and
successful outcomes for Al/AN youth.

Partnership approaches to research, such as the community-based participatory research
(CBPR) approach (Wallerstein & Duran, 2008) used in this study, help place community
perspectives and needs at the forefront of the research endeavor. This study also used a
qualitative approach to help ensure that the views, opinions, and experiences of AlI/AN youth and
parents informed our understanding of how people perceive and use services, as well as how to
tailor existing behavioral health services to fit the needs of this important and underserved
population. Because qualitative methods focus on describing how people understand and give
meaning to their experiences, they are different in key ways from quantitative methods. For
instance, while quantitative researchers often apply random sampling techniques in order to
conduct statistical analyses that will allow generalizations to be made about a population,
qualitative research methods use non-random “purposeful” sampling where the aim is to select
information-rich cases for in-depth study (Rice & Ezzy, 1999). Qualitative research, therefore,
does not aim to generalize; rather it specifies and provides a view of meanings and
interpretations of a small group of persons with shared experiences.

The current study follows in the footsteps of previous research with Indigenous
communities that used a partnership model (Daley et al., 2010; Jernigan, 2010; Wallerstein &
Duran, 2010) or qualitative research methods to better understand and improve current health
services (Baldwin, Johnson, & Benally, 2009; Dickerson & Johnson, 2011; Leston, Jessen, &
Simons, 2012). The existing research base indicates that comprehensive efforts are needed to
improve the effectiveness of school-based services (Atkins, Hoagwood, Kutash, & Seidman,
2010), and more studies on effectiveness are needed (Kutash, Duchnowski, & Lynn, 2006). This
study focused on awareness, utilization, and perceptions of a Native-tailored behavioral health
center (NT-BHC) by urban Al/AN youth, a population for whom there has been limited clinical
research and particularly high treatment need (West, Willians, Suzukovich, Strangeman, &
Novins, 2012). This study used a qualitative CBPR approach to 1) learn about perceptions of the
NT-BHC and 2) understand awareness and use of school- and community-based behavioral
health services/supports, including the NT-BHC.
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METHODS

The Community-based Participatory Research Partnership

This research project was developed in partnership with an NT-BHC implemented by
mostly AI/AN staff in a Southwestern city and with the local university’s Department of
Psychiatry. The NT-BHC is located on a charter school campus that serves mainly AlI/AN youth
(referred to here as the Native American Charter School, or NACS). NACS had approximately
350 students in 6th through 12th grades from more than 37 tribal nations during the course of
this study.

The NT-BHC focuses on providing behavioral health support to students, including case
management, education, crisis intervention, individual and family counseling, group therapy, and
referrals for medication management, as well as other, more general support services, such as
providing bus passes to students to get to after-school jobs. However, the foundation and
approach to services is what makes the center tailored for AI/AN youth and families. The NT-
BHC is grounded in their traditions and in elements of traditional healing, and seeks to improve
well-being by building upon each youth’s personal strengths. Key elements of the center include
Indigenous wellness promotion that is provided by and for the AI/AN community. Most staff
members are AI/ANs who have trained under AI/AN mentors and clinical supervisors in AlI/AN
service agencies or with traditional cultural and spiritual leaders. Both the NACS and the NT-
BHC use a wellness wheel that approaches students’ health from a holistic perspective and is
grounded in respect for Indigenous knowledge. The wheel is interactive and includes wellness
goals in the following areas: 1) intellectual, 2) physical, 3) social/emotional, and 4)
community/relationships. The NT-BHC also has a private space called the Bison room that is a
culturally based area for all students, families, and even school staff to use for meditation and
prayer honoring AI/AN traditions. It is a private room with pillows and items associated with
Al/AN traditions and healing, including flute music, posters, sage, and eagle feathers, and also is
used as a space for youth to sit alone quietly when they want to do so.

The CBPR partnership upon which this study is based started when clinical staff at the
NT-BHC contacted the local university partner, wanting to learn about the aspects of the NT-
BHC and other behavioral health services/supports noted earlier. The university had an existing
relationship with the NT-BHC, having provided ongoing behavioral health-related consultation
as the NT-BHC was developed; therefore, the partnership was a logical and important next step

to help ensure the program was meeting the needs of youth and families. The university and
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NACS partners held collaborative research team meetings and determined that interviews and
focus groups would be the best methods for understanding these questions. All procedures were
approved by the university Institutional Review Board. To provide confidentiality, the lead
author, who was unknown to the youth and was not a member of the school or the NT-BHC
staff, conducted interviews with youth who had used NT-BHC services. AI/AN students from
the university were hired to conduct focus groups with youth to determine what services/supports
they were aware of and might use in their school and in the larger community. Parents and
teachers/staff participated in separate focus groups about these topics. Because the two
qualitative methods followed distinct procedures, participant selection, data collection, analysis,
and results, they are each described below in detail. Interviews are discussed first, followed by
the focus groups. This description is followed by the overall discussion of findings from both the
interviews and focus groups.

Interviews

Participants and Procedure

Between September 1, 2010 and January 31, 2011, 17 youth (9 female, 8 male; age range,
11-19 years) participated in one-on-one interviews (n = 17). This number is 10% of the 170
students who used NT-BHC services at the school that year. Youth received a $15 gift card for
their participation.

Process, Measures and Data Collection
All middle and high school youth who used the NT-BHC during the September 2010-

January 2011 timeframe (170 out of the total school population of 350) were asked by staff after
their appointment if they would be interested in participating in a confidential interview to
provide feedback about NT-BHC services. This qualitative sampling process is called criterion
sampling (Rice & Ezzy, 1999). Youth were asked the following questions: “What did you like
best about the services you received at the NT-BHC?” “What didn’t you like about the services
you received?” and “What would you like to see changed or done differently to provide better
services?” Youth were told that the interviews would be conducted by a researcher from outside
the NT-BHC to encourage open feedback. Interested youth were asked to let NT-BHC staff
know a good time to complete the interview to avoid conflict with classes (e.g., at lunch, after
school, or during school hours with permission from a teacher). NT-BHC staff scheduled the
interview times.
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Youth ages 14 years and older provided informed, written consent. In the setting for this
study, youth 14 and older are allowed to consent for behavioral health services without
parental/legal guardian consent; therefore, the NT-BHC research team believed that asking for
adult consent for these students to participate in research about their services might violate their
privacy and possibly put them at risk. Self-consent for these youth was approved by the
university IRB and is a common practice with studies presenting minimal risk to youth. Youth
under the age of 14 years needed parental/legal guardian consent to participate.

The university researcher (and lead author) met the students at the NT-BHC in a private
room to conduct the interviews. Interviews addressed the three questions of interest to the NT-
BHC (see Table 1). The lead author, who is an intensively trained qualitative researcher with
over 20 years of experience documenting interview and focus group responses, recorded
interview responses in detailed notes on paper and reflected them back to participants to confirm
accuracy and meaning.

Table 1
Interview Questions, Themes, and Examples (N=17)

1. What did you like best about the services you received at the NT-BHC?
2. What didn’t you like about the services you received?*
3. What would you like to see changed or done differently to provide better services?

Supportive staff to listen: Confidentiality and privacy: Initiation of services:
o Liked that staff were supportive, e Being checked up on at school: ¢ Did not like being told by
had time for them, would listen o Liked that staff gave notes in class, parent or school to go to the
to them when feeling down pulling youth out of class to talk NT-BHC to talk to staff
« Staff described as cool, flexible, o Did not like being pulled out of e Did not like being pulled out
nice, open favorite class to go to NT-BHC" of favorite class to go to NT-
o Hard when staff were not there o Embarrassing to be checked up on  BHC”
(not enough staff), hard when you Talking to parents o Embarrassi_nq to be followed in
need to talk o Liked that staff only told parents the lunch ling
A place to be alone: about serious issues Bigger space and more services:
e Liked the NT-BHC Bison Room, a 0 Sometimes told them things they o More counselors
place to be alone, to reflect did not need to know (e.g.,  More programs (anger manage-

cutting) ment, art, music, food/ drink,
bus passes)

% Negative comments underlined. ® Cross coded under two themes

Data Analysis
Responses for each of the three questions were coded to identify the main categories and

themes. Given the brief interview responses, this process was done by hand by the lead author.
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Interview Results

The interviews did not have a predetermined time limit, but youth tended to be brief and
completed the interview in approximately 10-15 minutes. Interview themes and examples are
presented in Table 1. The vast majority of the youth interviewed (n = 16) had positive things to
say about the NT-BHC (one youth said that she had not used the NT-BHC enough to make a
comment). These positive comments cut across three of the four themes listed in Table 1 (and
listed here in italics). One interview theme was that the NT-BHC had Supportive Staff to Listen
to the youth. Youth described the staff as flexible and “cool.” The only negative issue around
talking with staff was that sometimes a counselor was not available when youth wanted to talk.
Wanting more staff and greater availability of staff was one of the main concerns of the youth. A
second and related theme was that youth liked having A Place to be Alone. This opportunity was
provided by the Bison room of the NT-BHC. Youth said that they liked this space because it
gave them a place to be by themselves and think.

A third interview theme, Confidentiality and Privacy, had two sub-themes. One sub-
theme related to being checked up on at school by NT-BHC staff. Some youth said they liked

when staff checked on them. Examples included having a personal note delivered to them in
class from the NT-BHC staff asking about how they were doing, or a note delivered to the
teacher that called them out of class to come to the NT-BHC to talk. However, other youth said
they did not like this practice or were embarrassed by it. These youth said they did not like to be
pulled out of a favorite class or “followed” in the lunch line (this theme is also coded under a
second theme regarding initiation of services). A second sub-theme under Confidentiality and

Privacy was NT-BHC staff talking to parents about concerns with the youths’ behavioral health.

While some youth said that staff were very careful about keeping issues private and would only
talk to parents if an issue was “serious,” other youth said that staff told parents things that were
not serious and should not have been reported. Specifically, one youth mentioned cutting
behavior, but said it was not serious and should not have been reported to the parent. The
reporting led to the youth being removed from the home for a period of time, which the youth
said was upsetting. A fourth theme, Initiation of Services at the NT-BHC, included comments
from youth who did not like being told to go to the NT-BHC by someone else, such as a parent
or school staff member.
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The final interview question asked youth for suggestions for improving services. This
theme focused on wanting more of what the NT-BHC had to offer. Youth wanted a bigger space
that was less “cramped” and wanted more counselors and services. In particular, youth
mentioned wanting programs on anger management, and a space to do art or play music. They
also wanted the NT-BHC to have food/drinks, or to allow students to bring them in. One youth
suggested NT-BHC give bus passes to help students get to after-school and weekend jobs. (The
youth understood that passes currently were given only to low-income students).

Focus Groups

Participants and Procedure

Four focus groups were conducted between September 2010 and March 2011. A total of
26 people participated in the focus groups. Six youth participated in a middle school focus group
(4 male, 2 female) and six in a high school focus group (2 male, 4 female). All youth in the
middle and high school focus groups were under the age of 18 years. Five parents (all female)
and 9 teachers/staff (5 male, 4 female) also participated.

Data Collection

While the lead author was able to both conduct the brief interviews in a one-on-one
format with youth and take detailed notes, the research team agreed that a separate facilitator
would be needed for the focus groups so that the lead author could concentrate on documenting
the responses. Responses were documented using word processing software on a computer for
rapid note taking, active listening, and clarifying responses, and were reviewed with the
facilitator directly after the focus group. The research team recruited two college-age AI/AN
youth to facilitate the groups. They had experience working with youth and were trained by the
lead author in focus group facilitation.

NACS students were invited to participate via fliers posted around the school and read
aloud in class by teachers and during school-wide announcements. The fliers asked any
interested youth to call the NT-BHC or stop by to pick up a consent or consent/assent form. The
lead author completed the consent process, reviewed completed consent forms, and answered
questions prior to starting each focus group. Parents were recruited during a school open house
event via an information table, where NT-BHC staff provided fliers about the focus groups, as
well as by announcements at parent-teacher association meetings over the course of 2 months.
Teachers/staff were invited through fliers placed in their mailboxes at school and were asked to
contact the NT-BHC to sign up. All participants received a $15 gift card for their time.
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Focus group questions are listed in Table 2. All youth were asked the same questions.
Some parent and teacher/staff questions were slightly modified to ask about behaviors of the
youth (rather than their own behaviors) and relevant information about one’s child (for parents)

and for students generally (for teachers/staff).

Table 2
Focus Group Questions

High School and 1. Where do people in your community go for help when they are having emotional
Middle School problems, like feeling sad or angry, and stuff like that?
2. Where do people in your community go for help if they have a problem with drugs
and alcohol?
3. What services are available at your school for kids who are having problems
emotionally, like feeling sad or angry? What about substance abuse problems?
4. Do you know about the NT-BHC? Have you ever thought about using these
services?
5. What culturally based services do you use to remain healthy?

6. What kinds of services or things could be provided at NACS to help students?

Parents 1. What mental health and substance abuse services are available for your family/child
in the community?

2. What mental health and substance abuse services are available for your family/child
at school (NACS)?

3. What services have your family/child used at the NT-BHC at NACS?

4. What do you like about the NT-BHC? What does your child like about the NT-BHC?
What could be improved?

5. What culturally based services do you need to keep your family healthy?

Teachers/Staff 1. What mental health and substance abuse services are currently available in this
community?

2. What mental health/substance abuse services are currently available at this school?
3. Do you think NACS students use the NT-BHC? (if yes, for what?)
4. What do you like about the NT-BHC? What could be improved?

5. What culturally based services are needed at the school/at the NT-BHC?

Data Analysis

Typed responses for each focus group were entered into the NVivo qualitative software
program. Responses initially were open coded by the lead author to establish a general range and
to list themes and examples from each focus group. Responses were then coded using a thematic
analysis approach, with the initial coded responses grouped into broader overarching themes
(Liamputtong, 2013). Both initial codes and larger theme areas were reviewed and finalized by
the research team to ensure coding accuracy and agreement of final themes and appropriate
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examples. The coded responses under each question, and themes developed from the responses,

were reviewed by the research team for differences and similarities across the four focus groups

(middle school, high school, parents, and teachers/staff).

Focus Group Results

Overall Focus Group Themes: Overall themes and examples from each focus group

(middle school youth, high school youth, parents, and teachers/staff) are presented in Table 3 and

cover focus group questions 1-5. The table then describes the themes from each focus group for

these five questions and progressively displays similarities and differences across them. This

table is designed to help readers quickly visualize the similarities and differences among the

focus group responses from different focus group participants.

Table 3

Focus Group Themes

Middle
School

N=6 mentioned)

High
School
N=6 Parents

Elders

Teachers they liked/

trusted

Sometimes better

not to share

problems with
community members

Parents

N=5 they Trust

Other parents
Community members

Healers
School staff

Teachers
N=9 Teachers

Parents
NACS

Student alliance
Student council

Friends and Family
(No specifics

Friends and Family
Grandparents

Family and People

Trusted Adults

NT-BHC
Bison Room, NT-BHC

Go to place alone
Bedroom

Garage (to play drums)
Park/lie in grass

NT-BHC

Talking groups
Counseling
(substance abuse,
anger)

Bison Room (has sage
—used to cleanse
oneself, music;
feathers)

NT-BHC
Caring
Responsive
Convenient

NACS

Families share similar
backgrounds
Supportive

NT-BHC
Counseling
Talking circles
Talk box

Always someone
available

Professional Services
Rehab

Professional Services
Rehab

Jail

Police

Therapy

Professional Services
Counseling

Therapy

(Covered by

Medicaid; not always
culturally sensitive)
Would not use services
offered in city

Professional Services
Counseling

Therapy

Substance abuse
services

Traditional Activities
Healing ceremonies
Medicine men

Sweat lodges

Traditional Activities
Ceremonies
Traditional activities
(No specifics
mentioned)

Traditional Activities
Traditional healers
Ceremonies

Services in their home
or tribal community
Feel whole, rejuvenated

Culturally Based
Education
Professional
development to learn
more about other
Al/AN cultures
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Middle School Youth: Middle school youth said they would talk with family and friends
when they needed help, as well as teachers they trusted and liked. Middle school youth

mentioned almost no professional services/supports. Only “rehab” was mentioned, with no
further discussion. One youth said he did not know where to get help. Middle school youth
responses were unique in that the youth talked about various places they would go when they felt
sad or needed help. For example, things like going to the park to sit in the grass were mentioned,
as well as going to their room, or going to their garage to play music (drums mentioned
specifically). Spending time outdoors has been demonstrated as an important coping strategy for
AI/AN youth that provides a sense of connection to the land (Goodkind, Gorman, Hess, Parker,
& Hough, 2014), and appears to be valuable to youth even when the land is in an urban area
rather than their home or tribal community. When asked about services at their school, middle
school youth said they knew of the NT-BHC and knew that it helped students, but did not
elaborate further. When asked about traditional activities in which they participated to stay
healthy, middle school youth mentioned ceremonies, songs and dances, powwows, feast days,
making/eating traditional foods, painting, weaving, hunting, and making pottery.

High School Youth: High school youth primarily talked about going to family and friends

when they needed help, as well as talking with teachers that they liked and trusted. One youth
mentioned talking with grandparents because they were wiser “and know what they are talking
about.” However, some youth said that they would avoid talking with someone in their
community about personal issues because they did not want community members to know about
their problems. The high school youth were the only focus group participants to mention this
concern. (However, interview respondents also raised the issue of confidentiality and privacy,
suggesting such concerns were more widespread, particularly if youth had received services.)
High school youth said they were aware of the NT-BHC and the therapy and counseling services
it provided, including “talking groups” where youth met with an adult staff member to discuss
issues together after school. However, none of these youth were certain of the exact days when
the groups met. High school youth who mentioned using the NT-BHC services said that the
services helped students with substance abuse and anger issues. Youth were not asked directly
about personal use of services, for privacy reasons, but could discuss this if they chose. High
school youth also mentioned a few services that they were aware of in the larger community,
such as “rehab” and “jail,” but did not elaborate further. When asked specifically about
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traditional practices related to their cultural background that they used to stay healthy, high
school youth said that they participated in ceremonies and traditional activities, but did not go
into further detail or provide examples when prompted.

Parents: Parents mentioned talking with family when they needed help or support, but
did not specifically mention talking with friends in these situations. Rather, they identified
talking to a person that they trusted, which could be a friend, family member, or other person.
Parents said that when they (and their youth) needed help, they could talk with some of the
teachers at the school as well as other parents and staff at the NT-BHC. When asked about
services at the school, most parents knew about the NT-BHC and that it offered counseling and
mediation. Parents said that they found services helpful and convenient; they also reported that
staff were caring, established one-on-one relationships with youth, and were responsive to
parents. One unique theme in the parent focus group included comments that the NACS itself
was supportive. Parents explained that the NACS helped them and their youth because it was
made up of other families similar to their own, where people knew each other and youth shared
similar backgrounds.

When asked about behavioral health services available in the larger community, parents
mentioned professional services/supports, such as counseling and therapy, and mentioned by
name specific clinics that were aimed at serving AI/AN people. They mentioned the Indian
Health Service and said that they were aware that the cost of their services could be covered in
part by Medicaid. However, despite this awareness, parents expressed a preference for services
provided in their home or tribal community, or offered at the NT-BHC, which they contrasted
with culturally insensitive services that they or their children received in the local urban area. It
IS important to note that many parents preferred to get wellness services/supports in their home
or tribal community, even though it required travel ranging from 20 minutes to several hours
each way. Parents’ discussion about dissatisfaction with services in the local urban area included
an example from a health center in a nearby public school available to NACS students. Some
parents said that this health center was not culturally sensitive like the NT-BHC and, therefore,
their youth did not use it much. One parent said that her son, who had used this health center, felt
judged by staff members’ questions regarding drinking in the home. The parent said that these
questions seemed to define problems in advance, make assumptions about the family and its
problems, and endorse only one view of how families should be.
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biomedical services offered by mainstream providers (Beals et al., 2005; Novins, Beals, Moore,
Spicer, & Manson, 2004), and a preference among some Al/ANs for traditional healing practices
to meet behavioral health needs (Gone, 2008; Gurley, et al, 2001). For further rich discussion
concerning the use of and preference for traditional healing among urban AI/ANs and related
cultural considerations, see Hartmann and Gone, 2012. Despite the availability of health services
in urban areas, this study and related literature suggests that cultural tailoring and service
provision by AI/AN staff may be important factors in encouraging the use of behavioral health
services for AI/ANs. The only urban services the parents reported liking were the services at the
NT-BHC that their youth sometimes used. This finding is important because it suggests that
culturally tailored services for AlI/AN youth, such as those offered at the NT-BHC, may be more
important than convenience and location for improving service utilization.

Another valuable finding was the fact that teachers/staff focused on the availability of
services/supports in the urban area, and did not discuss use of traditional services (or informal
supports from family and friends). This finding suggests an opportunity to raise awareness about
preferences and actual use of services that can help teachers/staff better understand and support
students and families.

Native-tailored and Native-staffed: Improving Utilization Rates

In this study, we found that 170 out of a total of 350 students had used the NT-BHC
(49%) during the 2010-2011 school year. While this percentage is comparable to utilization rates
for other mainstream school-based health centers (Anglin, Naylor & Kaplan, 1996), it is
important to remember that utilization rates of AI/ANs and other ethnic minority groups are
often lower than those of White youth (Farmer et al., 2003; Shim, Compton, Rust, Druss, &
Kaslow, 2009). Thus, the nearly 50% utilization rate in this study provides support for the
practice of providing culturally appropriate services to encourage behavioral health service
utilization among AI/AN youth. For example, studies of urban Als have shown low rates of
service utilization (Evaneshko, 1999) with numerous challenges in accessing quality health care
services (Brown, Ojeda, Wyn, & Levan, 2000; UIHC, 2007). One study of foster care-placed
youth found that Als were significantly less likely to receive school services than were White
children of the same gender with similar social service experiences and mental health problems
(Farmer et al., 2001). Other studies have found that, while attitudes about services may be

positive initially among ethnic minority groups, use often declines after services are begun,
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possibly because services are not culturally sensitive (Diala et al., 2000). Therefore, offering
culturally appropriate and tailored services may be an important factor in raising Al/AN
utilization rates.

Variations in Awareness of School and Community-based Services/Supports

While there was overall general awareness of the NT-BHC, an important study finding
was the variation in awareness of behavioral health services among the participating groups.
Understanding this variation can be important in the design and marketing of services in both
schools and the larger community. The middle school youth demonstrated very limited
awareness of any services, school or community based. Largely, their responses including things
like going to the park or their room, playing music, and talking to friends and family. These
findings are particularly interesting when contrasted with teacher/staff responses about services
available to youth, which reflected mainly services that were professional in nature (e.g.,
agencies, clinics). Understanding this apparent disconnect can help to develop appropriate
services and strategies to engage youth. Such strategies might include holding a clinic or support
center “open house” which younger youth can attend with friends or family, increasing their
comfort and familiarity. Other efforts might include focused, age-appropriate marketing and

education to encourage younger youth to become more aware of and to use professional services
(e.g., therapy).

Privacy and Confidentiality

Another important study finding was that youth were concerned about privacy and
confidentiality. Being pulled out of class or checked on by NT-BHC staff at school was
embarrassing. Some youth also were upset that their parents were told about problems they had
discussed in confidence with NT-BHC therapists. Many youth are very concerned in general
with being embarrassed in front of friends, especially in school. However, because some youth in
this study liked being checked on by staff, the recommendation for school-based health centers
in general is to ask youth if they would like to be contacted during school regarding their well-
being. If so, the youth and staff should agree on a format that feels safe and private for the youth
(e.g., youth who do not want to be contacted at school could set up a time to call or come by the
health center). Also, staff should work with youth to clarify the limits of confidentiality and the
kinds of things that need to be shared with parents.
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Initiation of Services

Youth expressed concern that they were not always in charge of initiating services on
their own. Some were told they had to go by a parent, and, in some cases, NT-BHC staff
members pulled youth from class when they did not want to go (as noted above, youth also
believed that this practice limited their privacy). We recommend that student health center staff
discuss with youth and parents the best way to involve youth in services that are initiated by a
parent, so students can establish a role in the process. Increased student involvement may help
build a trusting relationship and encourage future use. A youth-guided approach as to when,
how, and what services are provided is a cornerstone of national Systems of Care principles and
has been associated with positive youth outcomes (Substance Abuse and Mental Health Services
Administration [SAMHSA], 2010).

Importance of Informal Supports: Family and Friends

This study also reflects another important finding in behavioral health research: that a
main source of support for all youth is family and friends. Research with AI/AN youth has
shown the value of talking with family and friends for helping them cope with stress (Goodkind
et al., 2014). Therefore, providing education and training can help strengthen the capacity of
family and friends to give support and offer referrals for services. Programs such as the Model
Adolescent Suicide Prevention Program (MASPP) utilize the concept of “natural helpers,” which
is based on the premise that, when young people have problems, they most often turn to friends
for help, and that schools have an informal helping network that can be enhanced to support
youth. MASPP is listed on SAMHSA’s National Registry of Evidence-Based Programs and
Practices (SAMHSA, 2015). Another example is the Strengthening Families Program, which
works to enhance families’ capacity to support adolescents (Kumpfer, 1998). Programs that work
to build up the natural support capacity of friends and families can be an effective approach for
meeting the behavioral health needs of youth.

What Could be Provided at NACS to Help Students

Having the school provide support for some of the students’ basic needs was another
theme that emerged. Middle school youth mentioned shoes, sleep, tutoring, and more activities;
for high school youth, the conversation touched on activities, but went more in depth regarding
frustration about other youth who are not engaged at school. It would be important to explore
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some of these concerns, such as sleep, more in depth (perhaps in a short wellness survey or
discussion with teachers about their perception of the concern in class) to understand how
widespread these issues are, and then work to develop strategies to address them.

Importantly, there was significant focus among high school youth on the loss of family
members and friends, especially their desire to have the school help them cope with their feelings
of grief. This discussion highlights the trauma faced by many AI/AN youth and the need for
behavioral health services related drugs, abuse, and suicide. The focus on this issue directly
relates to the relatively high exposure of AI/AN peoples to a range of violent and traumatic
events involving serious injury or threat of injury to oneself, or witnessing this threat or injury to
others (Manson, Beals, Klein, Croy, & the AI-SUPERFP Team, 2005). Of all races, they have
the highest per capita rate of violent victimization; children between the ages of 12 and 19 years,
in particular, are more likely than their non-Native peers to be the victims of both serious violent
crime and simple assault (Rennison, 2001). The positive impressions of the NT-BHC among
youth who had used services provide support for the important role that this culturally
appropriate school-based health center plays in the lives of these urban youth.

Loss/Lack of Cultural Knowledge and Suggestions for Strengthening

High school youth were unique in having additional discussion about loss/lack of cultural
practices and making suggestions for the school to help address this issue. Interestingly, when
asked about cultural practices they used to stay healthy, middle school youth mentioned a
number of activities, whereas high school youth mentioned a smaller range. This finding reflects
their memories of being more culturally active and spending more time in their home or tribal
community when they were younger: “When | was 3 or so | used to be traditional and dance
back home on the reservation. But then when | went to elementary school | forgot...” High
school youth provided very specific and memorable examples of violating cultural norms or
forgetting cultural practices in a public context, revealing a shared experience that they wanted
the school to help them address.

Limitations

This study expands what is known about AI/AN student and parent awareness and use of
school- and community-based services, and this information can be used to improve services and
utilization and to inform future research. Participants demonstrated awareness of, positive
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attitudes toward, and relatively high use of an NT-BHC; these findings may support the
development of similar centers in other urban schools that serve AI/AN students. This study used
mixed methods, including the collection of NT-BHC use rates, but was predominately
qualitative. The qualitative approach provides important strengths as well as limitations.
Qualitative research (e.g., interviews and focus groups) is not intended to be representative of an
entire population, and, therefore, the results are not generalizable (Vogt, King, & King, 2004).
However, these methods provide much-needed information—in this case, about how AI/AN
youth and parents perceive and utilize available services, both in school and in the larger
community. While not generalizable, this type of research can provide critical data to make
practical improvements in existing services and approaches, as well as inform future mixed
methods or quantitative studies. A second limitation was reliance on notes rather than recordings
of the focus groups, which would have provided more quotations and is preferred with
qualitative research, when appropriate. However, because this study was foremost a CBPR study,
respecting the school’s desire not to record respondents was paramount in the research team’s
methodological decisions.

CONCLUSION

Significant health disparities among AI/AN youth may be alleviated through use of
behavioral health services. Ensuring that such services, like those provided at the NT-BHC, are
culturally appropriate may be an important factor in increasing both first-time and repeated use
of services/supports among urban Native youth and families. This study suggests that tailoring
behavioral health services for AI/AN youth can lead to high satisfaction with services and high
levels of use. It also highlights differential awareness and use of behavioral health
services/supports among youth, parents, and teachers/staff. If utilized to improve behavioral
health services for urban Al/AN youth, the findings from this study can contribute to improved
health outcomes and reduced health disparities.
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Abstract: American Indian (Al) adolescents suffer the largest disparities
in substance use and suicide. Predominating prevention models focus
primarily on risk and utilize deficit-based approaches. The fields of
substance use and suicide prevention research urge for positive youth
development frameworks that are strength based and target change at
individual and community levels. Entrepreneurship education is an
innovative approach that reflects the gap in available programs. This
paper describes the development and evaluation of a youth
entrepreneurship education program in partnership with one Al
community. We detail the curriculum, process evaluation results, and the
randomized controlled trial evaluating its efficacy for increasing
protective factors. Lessons learned may be applicable to other Al
communities.

INTRODUCTION

Leading substance use and suicide prevention researchers working with North American
Indigenous communities have issued a call to action: to develop prevention models targeting key
determinants of mental health and well-being at the level of whole communities situated within
their larger socioeconomic contexts (Chandler & Lalonde, 2008; Wexler et al., 2015). Past
substance use and suicide prevention research has focused on problems and has been deficit
based. Researchers urge for new initiatives that examine societal-level factors such as poverty
and unemployment, and make an explicit commitment to local capacity building and community
health, with an overarching emphasis on resilience (Allen, Mohatt, Fok, Henry, & Burkett, 2014;
Wexler et al., 2015).
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Toward this end, this paper describes an entrepreneurship education program for
American Indian (Al) youth and the study design evaluating its efficacy, currently being
conducted within a tribal reservation context. The entrepreneurship education program and
evaluation plan were co-created through a tribal-university partnership targeting known
protective factors for substance use and suicide at individual, peer, and community levels. First,
we review the literature on targeted protective factors that form the rationale for utilizing an
entrepreneurship education intervention for substance use and suicide prevention. Second, we
describe the methods used to develop and implement the program, including process evaluation
results, as well as those used to evaluate program impact on youths’ psychosocial, behavioral
health, educational and economic outcomes.

Background on Protective Factors

Connectedness

Looking across well-supported theoretical and conceptual frameworks for substance use
and suicide prevention, connectedness is a cross-cutting strength-based construct (Whitlock,
Wyman, & Moore, 2014). Connectedness is the degree to which an individual or group possesses
a subjective sense of emotional interrelatedness (belonging, caring, value and trust) and a
willingness to share with and seek resources from the communities in which they are embedded
(Whitlock et al., 2014). Connectedness is interactive; there are three pathways by which
connectedness may protect against substance use and suicidal behaviors: 1) intrapersonal
responses and processes, 2) collective responsibility and action, and 3) positive norms and
expectations (Whitlock et al., 2014). Among Indigenous North American populations,
adolescents are the most disproportionately affected by substance use and suicidal behaviors,
which share similar risk profiles (Allen et al., 2014; Barlow et al., 2012; Borowsky, 2010;
Tingey et al., 2012). Connectedness has been negatively correlated with suicidal thoughts and
behaviors in a sample of Native youth (Borowsky, Resnick, Ireland, & Blum, 1999).

Connectedness to Caring Adults. For adolescents, connectedness to systems in which
youth-adult relationships are developed may confer protection against suicide by increasing the
likelihood that negative affect, distress, high-risk behavior and direct warning signs of suicide
will be noticed and addressed proactively, and by facilitating connection to community resources
(Whitlock et al., 2014). Adolescents also may be less at risk for suicide if they experience the
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neurophysiological benefits of connectedness (i.e., believing one is of value and cared for) and
are able to better regulate their emotions through social affiliation and attachment with caring
adults (Whitlock et al., 2014).

School and Peer Connectedness. Connectedness to school may have unique import to
Al adolescents who suffer high rates of school dropout and related unemployment and poverty.
School connectedness, “the belief held by students that adults and peers in the school care about
their learning as well as about them as individuals,” has been associated with several positive
outcomes (Centers for Disease Control and Prevention [CDC], 2009, p. 3). School connectedness
improves school attendance, staying in school, grades, and test scores, and students who do well
academically are less likely to engage in risky behaviors (CDC, 2009). School connectedness is
one of the strongest protective factors against substance use, school absenteeism, early sexual
initiation, violence, and risk of unintentional injury (Resnick et al., 1997). Furthermore,
perceived closeness, feelings of belonging, and engagement with teachers and peers predict
lower likelihood of suicide among students (O’Keefe & Wingate, 2013; Whitlock et al., 2014).
Other studies with Al communities have found that school completion and a positive attitude
towards education are protective against suicide (Alcantara & Gone, 2007; Whitbeck, Hoyt,
Stubben, & LaFramboise, 2001).

Hope, Mastery, and Self-control

Constructs related both to youths’ sense of connectedness and lower risk for substance
use and suicide are hope, mastery, and self-control (O’Keefe & Wingate, 2013). Hope has been
defined as a positive motivational state based on being goal-directed and having pathways to
meet those goals (O’Keefe & Wingate, 2013). Students who are connected to school possess a
greater sense of self-efficacy and motivation to meet their academic goals; they are able to
connect present and future behaviors regarding academic/career goals and generate plans to
achieve those goals (Snyder, 2002). Hopelessness has been found to correlate positively with
depression and negatively with self-esteem and prosocial behavior (Kazdin, Rodgers, & Colbus,
1986). Among a sample of Al/Alaska Native students from three universities representing 27
tribal communities, having hope and optimism were found to decrease suicidal ideation after
controlling for age, sex, marital status, and household income (O’Keefe & Wingate, 2013).

Additional protective factors that reduce the effects of stress and adverse life events are
especially important in tribal socioeconomic contexts (CDC, 2009; Substance Abuse and Mental
Health Services Administration’s Center for the Application of Prevention Technologies
[SAMHSA CAPT], 2015). Unemployment, lack of social capital, and poverty are predisposing
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risk factors for negative mental health outcomes, and rural Al communities with lower
socioeconomic status have higher substance use and suicide rates (Alcantara & Gone, 2007;
Allen et al., 2014). Protective factors identified as contributing to resiliency amidst
socioecological risks for substance use and suicide include attachment, mastery, and self-control
(SAMHSA CAPT, 2015).

Positive Youth Development

A positive youth development framework posits that youth who develop mastery and are
supported by caring adults and peers to cultivate new skills are more likely to exercise control
over their lives by making healthy choices and withstanding external pressures (SAMHSA
CAPT, 2015). Positive youth development approaches are designed to utilize and enhance
youths’ strengths, provide opportunities for skill building, and foster healthy peer and adult
relationships (SAMHSA CAPT, 2015). Substance use and suicide prevention models reflective
of this approach attempt to engage youth in prosocial activities across school, peer, and

community contexts in a manner that is productive and constructive (SAMHSA CAPT, 2015).

Entrepreneurship Education

Entrepreneurship education is a positive youth development approach with promise to
promote protective factors identified as meaningful to Al adolescent substance use and suicide
prevention at individual, peer, and community levels. Entrepreneurship education is the pursuit
of opportunity beyond the resources currently controlled (Stevenson, 1983; Stevenson &
Gumpert, 1985; Stevenson & Jarillo-Mossi, 1991). Entrepreneurship education increases
motivation for under-resourced groups to complete formal education, promotes vocational and
social skills, and enables youth to contribute to their community’s economic development
(Graig, Owen, & Ritter, 2012; Lee, Chang, & Lim, 2005; Youth Entrepreneurship Strategy
Group, 2008).

Entrepreneurship education has been shown to increase youths’ feelings of security,
affiliation, autonomy, identity, and achievement, as well as to improve confidence, knowledge,
and ability (Graig et al., 2012; Lee et al., 2005; Youth Entrepreneurship Strategy Group, 2008).
Entrepreneurship education gives youth the opportunity to discover hidden talents and uncover
capabilities and skills they did not know they had. Entrepreneurship education has a positive

impact on students’ lives, whether or not they become entrepreneurs (Cheung, 2008).
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Impact evaluation of entrepreneurship education programs is growing (Charney &
Libecap, 2000; Matlay, 2005; Mwasalwiba, 2010). Several studies indicate youth receiving
entrepreneurship education are more likely to increase their occupational aspirations and to have
higher standardized test scores, better school attendance, lower dropout rates, and higher overall
educational attainment (Barnett, 1995; Durlak, 1997; Lifschitz, 2011; Reynolds, Temple,
Robertson, & Mann, 2001; Temple, Reynolds, & Miedel, 2000). Youth receiving
entrepreneurship education also are more likely to take initiative and lead in business, arts, and
sports activities and to demonstrate increased locus of control (i.e., the belief that achievement
and goal attainment is due to their own actions and decisions and not due to chance or luck;
Barnett, 1995; Durlak, 1997; Lifschitz, 2011; Reynolds et al., 2001; Temple et al., 2000).
Entrepreneurship education has been shown to build key assets for positive youth development,
translating to reductions in substance use, depression, and violence (Karcher, 2002, 2005;
Karcher, Davis, & Powell, 2002; Karcher & Finn, 2005; Karcher & Lee, 2002; Karcher &
Lindwall, 2003).

This paper describes the development and evaluation of a youth entrepreneurship
education program in partnership with one Al community. We detail the content and
competencies of the entrepreneurship education curriculum, implementation schedule, and
randomized controlled trial evaluating its efficacy for increasing protective factors for substance
use and suicide prevention. Lessons learned will have application to other Al and under-

resourced Indigenous communities.

METHODS

Participating Tribal Community

The entrepreneurship education program and evaluation design were developed by a
partnership between the White Mountain Apache Tribe (Apache) and the Johns Hopkins Center
for American Indian Health (JHU). The Apache reside on the Fort Apache Indian Reservation in
Northeastern Arizona, which consists of 1.6 million acres and is geographically isolated from
other population centers. The primary sources of industry include a tribally owned timber and
sawmill, casino, ski resort, and historical museum, as well as agriculture and livestock
enterprises. Other major employers are the tribal health, social service, and education
departments, Indian Health Service, Johns Hopkins University, and local schools. Despite these
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economic and employment assets, negative economic forces have increased the number of
unemployment claimants living on the Apache reservation by 320% (First Things First White
Mountain Apache Tribe Regional Partnership Council, 2012).

The Apache population is young; over half (54%) of Apache tribal members are less than
25 years old, compared to approximately 35% within the U.S. All Races population (Indian
Health Service, 2009). School dropout is high: In 2009, only 41% of students completed high
school in 4 years (First Things First White Mountain Apache Tribe Regional Partnership
Council, 2012). Apache students are scoring lower in reading and math literacy than youth
statewide and youth who belong to other tribes in Arizona. In 2010, approximately 40% of
Apache third graders were proficient or advanced in reading, compared with 75% statewide
(First Things First White Mountain Apache Tribe Regional Partnership Council, 2012). The
young age of the population, coupled with school incompletion, has led to approximately 60% of
the community either “Not in the labor force” or unemployed, and the majority of people live
below the federal poverty level (First Things First White Mountain Apache Tribe Regional
Partnership Council, 2012).

An under-resourced context has contributed to what Apache community leaders describe
as a pervasive feeling of hopelessness among their youth, which may be a contributing factor to
high rates of substance use and suicide (Cwik et al., 2011; Mullany et al., 2009). Among a
sample of Apache youth who attempted suicide (n = 17), the average score on the Hopelessness
Scale for Children was 8.77 (range 0-17; SD, 2.02). A score > 7 is equal to “high hopelessness,”
and 88% of this sample scored > 7 (Cwik et al., 2016; Kazdin et al., 1986).

Community leaders detail how youth struggle to see the practical side of what they learn
in school and have little incentive to study and stay in school (Cheung, 2008). A qualitative case-
control study with Apache teens comparing those who engaged in binge alcohol use (cases)
versus youth with no lifetime binge alcohol use (controls) found that controls were strongly
connected to school and understood how their educational accomplishments would impact long-
term career goals (Tingey et al., in press). Cases who had engaged in binge alcohol use were not
attached to school; they had poor attendance and low grades, often did not graduate, and rarely
were involved in structured activities outside of school settings (Tingey et al., in press).
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Intervention Development

Research partners agreed to explore a youth entrepreneurship education model to
promote culturally based protective factors for substance use and suicide prevention. A
participatory research approach shaped the exchange of ideas between community and academic
partners and the structure of the resulting intervention (Fisher & Ball, 2005). A Community
Advisory Board (CAB) of youth and adults was formed to explore avenues for intervention
development. CAB members discussed how entrepreneurship is a well-established platform in
the Apache community, from which individuals and families have filled current economic and
employment opportunity gaps. For example, “Tailgate” is a community-based open-air daily
market featuring local vendors selling food, goods, and services not offered through large-scale
businesses on the reservation. Artisans crafting Apache beadwork, jewelry, burden baskets,
moccasins, and clothing are well known and called upon for supplying community members with
necessary items for traditional ceremonies and events. These activities are rooted in Apache
traditions and values and serve as repertoires of behaviors that have buoyed the Apache people
through generations of adversity.

Working from a positive youth development framework, the CAB and research partners
established key goals for the intervention: 1) to teach entrepreneurship education blended with
life skills, 2) to promote school connectedness (e.g., a commitment to school, attachment to
prosocial peers, belief in schools norms about positive behavior), and 3) to foster supportive
relationships between youth, positive peers, and caring adults (Dickens, Dieterich, Henry, &
Beauvais, 2012). We culled existing best practices from both Native and non-Native youth
entrepreneurship education (see programs “Making Waves” at http://fourbands.org/
makingwaves/index.htm and “Network for Teaching Entrepreneurship” at www.nfte.com). Life
skills content was drawn from previous curriculum materials and activities developed by tribal-
academic partners targeting communication, social problem solving, and cognitive restructuring
(Cwik et al., 2016; Barlow et al., 2012; Tingey, Mullany, Strom, Hastings, Barlow, et al., 2015;
Tingey, Mullany, Strom, Hastings, Lee, et al., 2015).

Research partners chose members of the Apache community to facilitate the
entrepreneurship education intervention. Facilitators received rigorous training in the
entrepreneurship curriculum and were required to pass competency exams prior to
administration. This choice of interventionist broadens the pool of caring adults to which
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adolescents can connect. Enabling members of the Apache community to learn, practice, and
teach entrepreneurship education also builds the local workforce and economy, which further
strengthens the program’s community-level impact and fosters sustainability.

Research partners and community collaborators embarked on a pilot implementation year
to refine the entrepreneurship education program. A pilot cohort of youth participated in the
program and provided feedback on curriculum content, method, and schedule of delivery.
Together with CAB members, and community collaborators, the research team processed and
interpreted this feedback via in-person and phone-based meetings, after which the program
structure and curriculum were finalized for implementation and evaluation.

The resulting entrepreneurship education intervention, Arrowhead Business Group-
Apache Youth Entrepreneurship Program (ABG), is a 16-lesson curriculum taught via
discussion, games, hands-on learning, and multimedia. Approximately 60 hours of training over
an 8-month period focus on entrepreneurship and business development, life skills self-efficacy,
and finance. Basic math computation skills and literacy are reinforced by training. ABG has
varying instructional levels to address literacy challenges and either delayed or advanced
academic skills.

Each curriculum lesson is designed for delivery by two adult facilitators (one male, one
female) to mixed-gender groups of youth. Many lessons also incorporate presentations by
Apache entrepreneurs and community business leaders as well as Elders, who reinforce aspects
of Apache culture that promote entrepreneurship and connectedness to positive Apache identity.
The first 10 lessons are taught during a 5-day residential summer camp; the last 6 lessons are
taught through workshops during the academic year. ABG curriculum is highly experiential and
skills based. Youth practice public presentations and social networking skills. They map
community assets with a focus on gaps in the local economy and identify opportunities for new
businesses. Youth conduct market research and learn branding, marketing, and basic accounting
concepts, which are then applied to a hands-on community-based selling event.

The six workshops focus on groups of youth developing small business plans. At the last
lesson, youth present their business plans and can be awarded funding for small business startup.
Youth who start businesses are then assigned a community-based mentor for continued support.
Additional outside mentoring is provided by community volunteers who give ongoing startup

advice to youth and their business groups (see Table 1).
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Table 1
ABG Lessons and Schedule of Implementation
Lesson Lesson Name & Content Timing

1 Getting Started with Goal Setting Camp
Personal strengths, values, goals, building a web of support

2 Effective Communication and Problem Solving Camp
Verbal and nonverbal communication, listening, problem solving

3 Planning Ahead for a Great Future Camp
Graduating high school, building a good resume

4 Jumpstart Your Savings, Grow a $Million Camp
Saving money, small purchases add up

5 Basic Budgeting Camp
Budgeting, needs, wants, flexible expenses

6 Our Community Needs Camp
Community mapping, products/services, nonprofits, identifying needs

7 Entrepreneurship... Say What? Camp
Introduction to entrepreneurship, characteristics of entrepreneurs

8 Getin the Game: Starting a Business Camp
Business opportunity identification, linking business ideas to personal interests/strengths

9 It's All in a Name Camp
Business names, logos, slogans

10 The Nuts and Bolts of a Business Plan Camp
Components of a business plan

11 Economic Leaks in Our Community Workshop 1
How money moves into and out of the community

12 Hitting the Bull’s Eye: Marketing for Success and Making Your Mark Workshop 2
Target market, market research, marketing strategies

13 Be Yourself Workshop 3
Personal strengths, building confidence, resume writing, interview process

14 Smart Money Workshop 4
Personal finance, tracking money, cash flow (aka “business budget”)

15 Community Selling Event Workshop 5
Practical application of learned content, community development

16 The Final Countdown: Presentation Day Workshop 6

Public speaking, communication, building confidence, business development

Evaluation Design

The CAB and the Apache Tribal Council and Health Advisory Board endorsed using a

2:1 (intervention:control) randomized controlled design to evaluate ABG intervention impact on

psychosocial, behavioral health, educational, and economic outcomes from baseline up to 24
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months post-intervention. The study was approved by relevant tribal, Indian Health Service, and
University research review boards. This manuscript was approved by the Apache Tribal Council
and Health Advisory Board. There is no data safety and monitoring board for this study.

Participants

Participants are Al adolescents ages 13-16 years who are members of the White
Mountain Apache community and are enrolled in a local high school. We are recruiting
participants using a nonprobability sampling frame and obtaining informed consent from

parents/legal guardians and assent from youth for their study participation.

Randomization

A 2:1 allocation ratio is applied to yield twice as many participants in the intervention
group as the control condition. While equal randomization (1:1) is the most statistically efficient
model, unequal randomization was chosen because increasing the number of youth exposed to
ABG’s potential benefits was preferred by community leaders. The 2:1 ratio results in a modest
loss of statistical power, but enables us to reduce the proportion of study funding spent on the
control condition and increases our learning through secondary analyses within the intervention
arm (Dumville, Hahn, Miles, & Torgerson, 2006).

Control Condition
Youth randomized to the control condition will participate in simultaneous recreational

and art activities held three times during the academic year. Youth randomized to receive the
ABG intervention will also receive the control condition in order to attribute differences in
outcomes to the ABG intervention. All recreational and art activities are led by Apache
community members. All participating youth (intervention and control) will be divided into large
mixed-gender groups of approximately 50, to receive the control condition.

Sample Size

Using a repeated measures design (a minimum of one baseline and two follow-up
measures per youth), the total target sample is 600 Al adolescents with 400 youth in the
intervention arm and 200 youth in the control arm. This sample size will be sufficient to detect a
shift of one fifth of a standard deviation in each of the study’s psychosocial scale means with
80% power. Participating youth are being recruited annually in three cohorts (years 1, 2, and 3)
with approximately 133 and 66 youth in the intervention and control cohorts each year. We
anticipate that roughly 25% of the sample size will be lost to attrition at the final follow-up

evaluation timepoint, resulting in a final sample size of 450 (300 intervention, 150 control).
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Data Collection
The assessment battery is a series of self-report measures administered via Audio

Computer Assisted Self Interview (ACASI) delivered to all participants at baseline, immediately
post-intervention, and 6 months, 12 months, and 24 months post-intervention. The assessment
battery measures the following domains: 1) psychosocial: connectedness, hopefulness/
hopelessness, self-efficacy, locus of control, depressive symptoms; 2) behavioral health: alcohol
and drug use, sexual risk taking, suicidal behavior, and violence; 3) educational: high school
attendance, academic achievement (grades, standardized test scores), college and occupational
interests; and 4) economic: entrepreneurial activity, economic advancement/empowerment, and
small business knowledge, including overall intervention satisfaction. All assessments have been
selected for their past use among Al populations, pilot tested with Apache youth, and revised to
reflect local language, clarity, and flow (see Table 2).

ACASI technology allows participants to complete assessments on a computer with
headphones and a corresponding voice reading questions. Research partners have found in the
Apache population that self-reporting of sensitive behaviors is more reliable and valid when
ACASI technologies are used compared to pencil-and-paper self- or interviewer-administered
questionnaires (Mullany et al.,, 2013; Vereecken & Maes, 2006). ACASI’s audio-based
technology ensures privacy and confidentiality and also prevents low literacy from being a
barrier to data collection. The baseline survey is administered at the time of consent. Local study
staff members arrange a confidential location for administration of all remaining follow-up
evaluation surveys. Participants receive Wal-mart gift cards (range, $25-100) after completing

each follow up (see Table 2).

Table 2
Data Collection Measures and Time Burden (in minutes)

12 24

Outcome Measure Baseline  Post Months Months Months

l. Psychosocial

Depressive symptoms Patient Health 3 3 3 3 3
Questionnaire 9- (PHQ-9)
(Spitzer et al., 1999)

Locus of control Norwicki-Strickland Locus 10 10 10 10 10
of Control (Nowicki et al.,
1973)

Social connectedness Hemingway Measure of 15 15 15 15 15

Adolescent Connectedness
(Lohmeier et al., 2011)

Continued on next page
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Table 2, Continued
Data Collection Measures and Time Burden (in minutes)

. 12 24
Outcome Measure Baseline Post Months Months Months
Social connectedness, Awareness of 3 3 3 3 3
continued Connectedness Scale
(Mohatt et al, 2011)
Life skills self-efficacy Life Skills Self-Efficacy 5 5 5 5 5
Scale (LaFromboise et al,
1995)
Hopelessness/hopefulness  Hopelessness Scale + 5 5 5 5 5
Apache Hopefulness Scale
(Hammond et al., 2009;
Kazdin et al., 1986)
Il. Behavioral Health
Substance use Youth Risk Behavior 5 5 5 5 5
Survey (substance use
subscales) (Brener et al.,
2004)
Sexual and risk-taking Youth Risk Behavior 12 12 12 12 12
behaviors; violence Survey (various subscales)
(Brener et al., 2004)
[1l. Educational
School attendance School Records Review (no 0 0 0 0 0
(absenteeism, tardiness), time burden)
and performance
College and occupational Across Time Orientation 4 4 4 4 4
interest Measure (ATOM) (Nakkula
et al.,, 2003)
IV. Entrepreneurial and Economic
Entrepreneurial knowledge Investigator-developed 3 3 3 3 3
and activities survey items
Economic advancement and Investigator-developed 5 5 5 5 5
empowerment survey items
Participant program Investigator-developed 0 10 10 0 0
satisfaction survey items
Total Time Burden: 75 85 75 75 75

Analysis

Baseline characteristics will be summarized and compared across study groups to assess
the success of randomization. Initial analyses will be conducted under an “intent-to-treat” model
in which data are analyzed according to study group assignment at randomization (Lavori, 1992;
Lavori, Dawson, & Shera, 1995). We will then conduct “completer analyses” on those
participants completing at least 50% of intervention lessons. Dichotomous outcomes will be
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evaluated using Fisher’s exact tests and logistic regression analysis at discrete timepoints. Some
scale items may be assessed continuously; that is, continuous outcomes will be measured at
multiple timepoints or accumulated over the course of the study, and evaluated using generalized
linear mixed models (GLMM) or survival models (Breslow & Clayton, 1993; McCulloch &
Searle, 2001). Model equations will include an indicator for study group (i.e., intervention or
control) and a function of time to capture trajectories or thresholds.

Because temporal relationships are not known, exploratory analyses will be conducted to
examine shapes of plotted means and confidence intervals for each assessment period. We will
fit bivariate GLMMs with treatment and time in order to choose the specification of time with
the best model fit, and explore simple and fractional polynomial time functions, categorical
specifications and thresholds (Cui et al., 2009; Royston & Sauerbrei, 2008). All analyses will be
conducted using STATA, Version 12 with statistical significance at p < 0.05.

RESULTS: PROCESS EVALUATION

ABG Program Development

ABG program development was iterative, as we adapted conventional entrepreneurial
concepts for the Apache cultural context. Many existing youth entrepreneurship models we
explored valued an individual approach to business development. However, in the participating
and other Al communities, a collective approach is more appropriate. Thus, the ABG curriculum
was designed to promote a cooperative methodology to entrepreneurship and to teach youth how
the entire community benefits from business creation. For example, the ABG curriculum
includes youth participation in a community-based selling event (i.e., at Tailgate or a basketball
game). Profits from these selling events are given back to the community either via charitable
contribution or donation to a local entrepreneur.

The ABG program also differs from existing entrepreneurship curricula because it
prioritizes building life skills before teaching business and financial literacy. Life skills
development is not explicitly included in other national entrepreneurship programs. The CAB
stressed an immediate need to build the confidence and self-esteem of ABG program
participants; reconnect them to personal, family, and community values; and teach related goal
setting and attainment. The first three ABG lessons tie youth to their ancestral heritage as
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Apaches and Als and teaches them how having self- and ethnic identity provides a strong
foundation for being entrepreneurs. These concepts are expounded in subsequent lessons, which
discuss how values and identity impact achievement of short- and long-term goals.

ABG Program Delivery

During pilot implementation, a multipronged feedback process ensured continuous
quality improvement of program delivery. Curriculum lesson structure and content were
evaluated immediately upon completion of the summer camp and each follow-up workshop.
Facilitators completed feedback forms after each lesson, answering questions about lesson
timing, flow, content, and additional thoughts. Also, pilot youth participants completed informal
feedback forms. Information from facilitator and pilot youth participant feedback forms was
brought to group meetings of the research team, which was composed of the curriculum
manager, project manager, project coordinator, and facilitators. The research team discussed
feedback from youth and staff and identified items for which CAB input was required. Relevant
feedback was brought to the CAB for reaching consensus in decision making and edits to the
curriculum and its delivery. The following paragraphs highlight several key program changes

that were made based on this feedback process.

Camp Length

The first 10 ABG lessons are taught during the residential summer camp. Initially, the
camp lasted 3 days and participants arrived on the morning of the first day. During the pilot
implementation year, we determined (through the feedback process described above) that 3 days
were insufficient to cover all curriculum content and allow enough time for skill building and
free play. The camp is now nearly 5 full days, with participants arriving in the evening of the

first day for a welcome dinner.

Camp Location

The camp location also changed from off-reservation in the pilot year to on-reservation at
a tribally owned site. Program staff and community collaborators wanted to demonstrate
firsthand how the community benefits from hosting the camp, while cultivating pride in the ABG
program and connection to the local culture. However, because the camp was the first time many
of the youth were away from home for multiple nights in a row, there were concerns before the
move that youth might become homesick and would be picked up from the on-reservation site by
their families on day 1 or 2, causing them to miss the rest of the experience. During pilot
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implementation, however, staff noticed homesick youth typically felt much better by midweek
and wanted to stay at camp. Because these concerns were mitigated and the community would
benefit from hosting the camp, we changed the camp location to be on the reservation.

Academic Year Workshops

After camp, youth complete workshops. During pilot implementation, we encountered
several challenges that led to changes in the workshop structure. Initially, workshop content was
organized into 12 additional lessons. Each month for a year, groups of youth participated in one
content-rich after-school lesson, after which they attended a hands-on weekend workshop. The
after-school lessons and weekend workshops proved difficult to coordinate logistically. Because
of extensive transportation needs, especially on weekends, lessons often started very late, not
allowing time to complete lesson content and build relationships. In addition, many youth had
competing activities (e.g., sports, family commitments). Youth also were not engaged in these
workshops. Via feedback from pilot youth, we learned that content-heavy lessons taught after
school felt too much like being in class. Program staff also realized that weekend lessons did not
focus enough on the youths’ own business plan development. Lesson content in general was not
interactive enough to maintain youth interest.

Thus, the workshop curriculum was restructured into six lessons (3-4 hours each),
delivered once per month and including a meal. Workshops have a flexible delivery structure and
can be hosted after school, during the evenings, or on weekends, depending on the participating
youth and co-occurring community events. ABG core curriculum content is taught at camp,
allowing the six follow-up workshops to be tailored to the youth and their specific business
plans. Workshop activities are hands-on, building on concepts taught at camp in a simulation
context (youth work together to create a mock business to apply their new skills). Further support
for business plan development was added to the curriculum in the form of business plan
templates, which are highly visual, step-by-step guides that are broken down by business plan

section to help youth develop a competitive plan.

Target Participant Age

Existing youth entrepreneurship programs typically target older adolescents and young
adults, as some curriculum concepts (e.g., finance, accounting) are advanced. During the pilot
year, we found younger participants (~ages 13-16 years) were more engaged in the learning
process than were older youth. Also, enrolling younger youth enables longer-term follow up and
support during critical transition periods (middle school to high school and high school to
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college). The Apache community suffers from high rates of school dropout; thus, shifting our
target population to youth ages 13-16 years was endorsed by members of the CAB to promote
school attendance and college matriculation.

CONCLUSION

Entrepreneurship education is a promising model of positive youth development to
promote life skills and school connectedness and to reduce high risk behaviors in Al
communities. Evaluation of such a program is a highly innovative approach to substance use and
suicide prevention with potential for replication in other Indigenous and similarly stressed
communities. If study aims are achieved, the field will have a new strength-based strategy to
reduce adolescent substance use and suicide, the largest health disparities faced by Al
communities. Immediate impacts promoting educational and occupational aspirations will
deepen understanding of employing strengths and resiliency factors in research, as well as
support the health, well-being, and improvement of socioeconomic conditions in Al
communities.

Many Al and Indigenous communities are dismayed by research that emphasizes
negativity and problems, and evaluation of positive youth development interventions for impacts
on substance use and suicide is rare (O’Keefe & Wingate, 2013; SAMHSA CAPT, 2015;
Stiffman et al., 2007; Whitlock et al., 2014). Recognizing that connectedness is a fundamental
focal point of Indigenous cultures and value systems, coupled with a simultaneous call to
promote marginalized communities engaging in productive economic activities, investment in a
groundbreaking approach such as entrepreneurship education for substance use and suicide
prevention is justified (Allen, Mohatt, Fok, & Henry, 2009; Allen et al., 2006; Mohatt et al.,
2004; Struthers et al., 2003).
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CULTURALLY SENSITIVE ASSESSMENTS AS A STRENGTH-
BASED APPROACH TO WELLNESS IN NATIVE COMMUNITIES: A
COMMUNITY-BASED PARTICIPATORY RESEARCH PROJECT

Steven P. Verney, PhD, Magdalena Avila, PhD, Patricia Rodriguez Espinosa, MS,
Cecilia Brooke Cholka, MS, Jennifer G. Benson, MS, Aisha Baloo, BS, and
Caitlin Devin Pozernick, BS

Abstract: American Indians and Alaska Natives (AI/ANS) have a unique,
traumatic, and alienating history of education in the U.S., which may be
directly related to overall health and well-being. Community engagement
is critical in well-being research with Native communities, especially
when investigating culturally sensitive topics, such as early education
experiences. This study investigates the value of a community-based
participatory research approach in gaining valuable culturally sensitive
information from Native people in a respectful manner. Assessment
participation and feedback are analyzed and presented as indicators of
Native participant engagement success in a potentially sensitive research
project exploring early education experiences.

INTRODUCTION

American Indians and Alaska Natives (AlI/ANs) experience a disproportionately high
incidence of many serious diseases and of mortality and morbidity from disease and injury
(Centers for Disease Control and Prevention, 2014; U.S. Department of Health and Human
Services, 2015). Specific AI/AN health disparities include tuberculosis, chronic liver disease and
cirrhosis, cancers, stroke, hypertension, diabetes mellitus, hypercholesteremia, unintentional
injuries, pneumonia and influenza, and obesity. Furthermore, compared to the national average,
Al/ANs experience elevated rates of mental health disorders, with a lifetime prevalence rate of
36% to 50%, and high comorbidity rates, including alcohol dependence and post-traumatic stress
disorder (Bassett, Buchwald, & Manson, 2014; Beals et al., 2005). A critical first step in
combating racial/ethnic health disparities is to understand the social context impacting the lived
experiences of individuals of a disadvantaged group (Lillie-Blanton & LaViest, 2013).
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Community-based participatory research (CBPR) has been touted as an effective
approach in working with Native communities to reduce health disparities, because researchers
and community partners work together in all stages of the research process (Duran et al., 2010;
Walters et al., 2009). In this paper, the benefits of using a CBPR approach for a project on early
education experiences, health literacy, and health status later in life was investigated as a
necessary step to supporting wellness in older Als.

Native communities have endured a long history of difficult and often damaging and
unethical research (Hodge, 2012). Native communities and individuals, including the elderly,
often are wary of engaging in any type of research, especially when initiated from academic
institutions, which results in extremely low participation in studies, including clinical trials
(Alvarez, Vasquez, Mayorga, Feaster, & Mitrani, 2006; Beech & Goodman, 2004; Moreno-John
et al., 2004). Yet, comprehensive knowledge and understanding is needed if culturally sensitive
and appropriate diagnostic procedures and interventions are to be developed. To increase AI/AN
participation in research, it is essential to design and develop culturally sensitive assessments and
data collection instruments that are more transparent, and to use culturally appropriate forms of

engagement.

Community-based Participatory Research

CBPR has emerged in the past decades as an alternative research paradigm that focuses
on relationships between academic and community partners with principles of co-learning and
mutual benefit, and incorporates community theories, participation, and practices into
collaborative research efforts (Wallerstein & Duran, 2006). CBPR acknowledges and sets at the
forefront the voice of communities as the primary source of expertise, and integrates education
and social action to improve health and reduce health disparities. CBPR is being used by many
Native researchers in their work with tribal and Indigenous populations. It is guided by a set of
principles: 1) genuine partnership means co-learning (academic and community partners learning
from each other), 2) research efforts include capacity building (in addition to conducting the
research, there is a commitment to training community members in research), 3) findings and
knowledge should benefit all partners, and 4) long-term commitments must be made to reduce
disparities effectively (Israel et al., 2003).
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With its intrinsic focus on a close community partnership, CBPR requires that researchers
engage with the community early in the process. Community engagement empowers, seeks to
create sustainability and healing, and is an essential element of initiatives and research to
improve the health of Native communities. It has been identified as an indicator of well-being in
past and emerging health research studies using CBPR (Hurst & Nader, 2006; Olshansky, 2012;
Woods et al., 2013), and also is an important indicator of the impact and success of community-
based programs (Aspin, Penehira, Green, & Smith, 2014; Hurst & Nader, 2006). Community
engagement in CBPR includes the creation of a community advisory board to guide the design,
development, and implementation of the research from the start.

Projects that utilize CBPR-related practices have been successful in engaging AI/AN
communities to make meaningful changes related to environmental justice (Cummins et al.,
2010) and substance use (Belone et al., 2012), to decrease barriers to healthy eating and
exercising (Adams, Scott, Prince, & Williamson, 2014), and to culturally adapt interventions
(Jumper-Reeves, Dustman, Harthun, Kulis, & Brown, 2014). Additionally, a recent systematic
review revealed that 62% of studies implementing community engagement as a health promotion
strategy used CBPR as their model (Cyril, Smith, Possamai-Inesedy & Renzaho, 2015). Such
studies often include community advisory committees (CACs) in an effort to consult and engage
the community, seek input regarding protocol development, and ensure cultural sensitivity.
CACs, which in many tribal communities can serve as an alternative regulatory research body,
such as an internal review board (IRB), are an established model for ensuring these objectives
and give communities more control over the research process (Cummins et al., 2014; Quinn,
2004; National Congress of American Indians Policy Research Center and MSU Center for
Native Health Partnerships, 2012; Strauss et al., 2001).

Studies such as this one represent an emerging cadre of research from different
disciplines that draw on community engagement using CBPR and build on the innate strengths
and resilience of Native people that have been passed down through many generations (Aspin et
al.,, 2014). CBPR provides Native community members (in this study, elders) with the
opportunities to tell their stories and influence the research process by providing a respectable
and valuable place for engagement. That is, oral knowledge can significantly improve
understanding of community needs and perspectives, and, via mutual learning and sharing, lead
to healing. Being heard with genuine interest and attentiveness, and acknowledging and voicing
past injustices without experiencing judgment, are empowering and healing. Such experiences
allow individuals a sense of freedom from judgment and wholehearted engagement in the
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research interview process, thus providing a sense of contribution (Polkinghorne, 1988; Pollock,
2005). This high level of trust from an individual or community that has directly or
generationally incurred injustices is an indicator of wellness, showing that researchers have
communicated proper respect and perspective in order for the trust to build, and in turn, the
research process incorporates a health promotion strategy and builds on Native strengths and
resilience (Aspin et al., 2014; Cyril et al., 2015).

The present study was part of a larger ongoing project investigating early education
experiences, quality of education, and their association with health literacy and general health
status in AI/ANs 55 to 80 years of age. The study utilized a CBPR approach and included a CAC
consisting of 11 Native elders. Use of CBPR was strongly supported and encouraged by the
CAC, which wanted to ensure a research approach that would promote resilience, healing, and
well-being among this sector of the AI/AN population, which has long been overlooked and
understudied in health research (Moss, 2016). CBPR was identified as the research orientation
with the greatest potential to make this happen.

Al Education History

Education is positively associated with greater health and well-being, including longer
life expectancy, improved health and quality of life, and health-promoting behaviors (National
Prevention Council, 2011). The traumatic and unique history of AI/AN education is tied closely
to U.S. policies. In 1879, Captain Richard Henry Pratt in Carlisle, Pennsylvania, established the
first government-run, off-reservation Indian boarding school, the Carlisle Indian Industrial
School (Reyner & Eder, 2004). The establishment of this school, in accordance with the
Mandatory Attendance Law of Native American children (Marr, 2002), marked the beginning of
mass human rights violations that would continue for 100 years in over 460 different schools
(Indian Country Diaries, 2006). These violations began with the forcible physical removal of
children as young as 4 years old from their families. Defiant parents were faced with refusal of
basic services and rations, imprisonment, and even death (Marr, 2002). A program of strict
assimilation was embraced, prohibiting Indian language, clothing, religion, or personal
expression not just in boarding schools, but also in other Indian day, mission, and parochial
institutions (Adams, 1995). Captain Pratt’s proposal to the U.S. Federal government was one that
would “kill the Indian and save the man” (Pratt, 1973). Indian education through assimilation
acted as both cultural genocide and a cost-efficient mechanism to deal with the “Indian problem”
(Piccard, 2013). For example, many elders experienced ostracization not only from mainstream
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society but also from their own tribal communities as a result of the boarding school experience.
They often lost key elements of their heritage due to schools’ drastic assimilation programs, and,
thus, when they returned to their families and tribes, they could no longer practice their traditions
and became outcasts among their own people.

A shift away from assimilation policies for AI/AN education did not occur until the
passing of the 1972 Indian Education Act (U.S. Senate, 1972). This act recognized that AI/ANs
have unique languages and cultural needs that impact academic performance, and established a
comprehensive plan to meet these unique Al/AN student needs.

Thus, in the 1930s, 40s, and 50s, the time when older AlI/ANs attended primary and
secondary school, there was marked variability in education quality and experiences. In many
cases, education was rarely a quality experience, but instead was part of individual and tribal
historical trauma (Evans-Campbell, 2008; Walters et al., 2011). Negative school experiences
have a lifelong impact on the health of AI/AN elders via the embodiment of early social contexts
and environments (Krieger, 2011); that is, such experiences are translated into poorer physical
health in later life via the internalization of oppression and marginalization, as well as by stress
processes, leading to wear and tear on the body and mental well-being.

For these reasons, AlI/AN elders bring rare experiences and perspectives in studying the
impact of education on health and well-being. Despite the importance of education as a
determinant of health and well-being, and the unique education history of Al/ANs, the impact of
education on health in older AI/ANs is not well understood and warrants greater research
exploration.

This project sought to: 1) engage Native elders to participate in the CAC and form a
research partnership grounded in CBPR, 2) design and develop culturally sensitive assessment
instruments, and 3) conduct culturally sensitive assessments in a way that engages Native elders
and honors their stories. We hypothesized that qualitative analyses would reveal positive
experiences and statements of appreciation by participants during the potentially sensitive
portions of the assessments (described below) in this CBPR project.
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METHODS

The Role of the CAC

The CAC was instrumental in providing critical cultural insight, feedback, and guidance
at all levels of the study. Local AI/AN researchers and educators recommended key individuals
as potential CAC members. The research team then used a snowball or chain referral strategy to
connect with the potential members, and the principal investigator reached out with an
explanation of the goals of the CAC and an invitation to participate. The CAC consisted of 11
elders who were professionals, caregivers, or stakeholders from many different disciplines (e.g.,
health care, veterans associations, Native health, Native government and other community
agencies, academia, and Native education). Our research team held four formal key meetings
with the CAC at convenient times for participants over the course of 6 months. Each meeting
covered various components of the project, including variables of interest, questionnaire content
and questions, a review of the history of research abuse with Native communities, respect and
appropriate conduct of the researchers, the collective research experience, and co-developing and
piloting the study’s instruments. These meetings were critical in anchoring the study in ways that
were aligned culturally with Native elders, and ensuring a process that was embedded in
participatory engagement at all levels. The CAC also offered feedback regarding the length of
the sessions, demonstrating respect for participants, cultural humility, and compensation (both
monetary and handmade culturally related gifts). The CAC identified this project as a wellness-
promoting research approach to working with older AlI/ANs. Having the CAC’s approval of a
study that benefits the individual participants as well as the broader AI/AN elder community was
critical, as studies without tangible benefits may be met with resistance, or may not be approved
by the community or various human subject review organizations.

Moreover, the CAC provided invaluable feedback on the assessment sessions. The CAC
stressed that Al participants may perceive the assessment sessions as intimidating due to past
negative education and research experiences, and provided suggestions to increase trust and
rapport. Suggestions included interviewer personal and cultural self-disclosure, a script that
explained the assessment and its purpose in user-friendly, non-technical language, continued and
genuine expressions of appreciation for stories told and information shared, attention to emotions
displayed, ample opportunities for emotional sharing free of bias and judgment, and awareness
of nonverbal behavior. Additionally, the CAC suggested revisions to questions that were
potentially difficult and complicated. For example, a question assessing participants’ perceptions
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of their school quality in comparison to regional and national schools was originally developed
using the ladder style typically employed to assess perceived social class or hierarchy. The CAC
felt that this approach was too complicated, and recommended that the ladders be replaced by a
single line in which participants could make marks representing school quality. The CAC also
made suggestions related to emotions that might be elicited by the questions (e.g., structuring the
assessments so that all of the negative questions were not grouped together, and ending the
session on a positive question).

Two measures relevant to this study were developed in partnership with the CAC: the
Quiality of Education Questionnaire (QEQ), and the end-of-session questionnaire. The QEQ was
initially developed partially by the researchers and then completed and refined based on
feedback from the CAC. The CAC suggested the end-of-session questionnaire to better allow
participants to provide feedback during the assessment and ideas for improving the assessment
experience to better serve Al-specific needs in future studies.

Sample and Settings

Participants were recruited from a large urban area in the Southwest. Potential
participants were first screened for age (55 to 80 years) and self-reported Al identification. No
participants identified as AN in this sample; therefore, the sample is referred to as “Al”
henceforth. Each participant completed a written consent form and assessment sessions as part of
the larger study on education experiences and health literacy in older Als. These sessions were
held in offices or small conference rooms at community clinics and health care centers. For the
present paper, we analyzed the number of participants to date (n = 24) regarding participant
engagement and feedback during the assessment process. Specifically, we analyzed a
questionnaire administered at the end of each session that invited participants to report their
perceptions and session feedback. Participants were compensated via a $20 department store gift
card per hour or part thereof. The University of New Mexico Institutional Review Board (IRB)
and the Southwest Tribal Native American Research Center for Health IRB in New Mexico
approved this project.
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Research Assistant Training

All study team members, including the principal investigator, co-investigator, and
research assistants at the graduate (n = 4) and undergraduate (n = 7) levels, come from diverse
racial/ethnic minority backgrounds; the principal investigator (the first author) is AN and three
research assistants are of Al heritage. The multicultural team had a deep commitment to social
justice and dedication to the study’s aims and goal. Research assistant training included regular
meetings with a clinical psychology doctoral student to learn about assessment and interviewing,
with particular sensitivity to issues of potential emotional salience to the study population.
Cultural training consisted of key readings on multicultural counseling and reflective listening
techniques, one-on-one meetings, role playing, shadowing experienced interviewers, and regular
meetings with researchers to reinforce good practices. The training experience was tailored to
each research assistant, with the trainer and the research assistant coming to a consensus that
they were ready to begin working with participants. Research assistants expressed appreciation
for the opportunity to learn more about multicultural techniques and to continue learning as
participant sessions were discussed, or during session transcription.

All team members conducting interviews (n = 5) were trained in basic interviewing skills
(Sommers-Flanagan & Sommers-Flanagan, 2013), affirmation and positive regard, and specific
interviewing techniques, such as open-ended questions and reflections (Miller & Rollnick, 2012).
Research assistants also were provided with CBPR education using discussion, presentations,
articles, and application. The research team met with the principal investigator and co-
investigator to better understand what it means to apply CBPR principles within the context of
psychology and research partnering with a Native Elder CAC and Al elders.

Measures

Participants completed a series of questionnaires and structured interviews over two
assessment sessions, with the second session being optional. The first session included the
measures of demographics, education experiences, and health literacy, and a health status
questionnaire. The second, optional session included cognitive assessments and other health
literacy and mental health questionnaires. Both sessions ended with an end-of-session
questionnaire assessing participants’ experiences during the interview and assessment process. In
the present paper, we will discuss findings related to these end-of-session questionnaires.
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End-of-Session Questionnaire

This questionnaire was developed with the CAC to ask about general impressions of
participants’ experiences during the session. It was intended to collect information on
satisfaction with the sessions, as well as for potential improvements by the team, depending on
feedback. Questions asked participants to share their experiences completing the questionnaires
and assessments, their thoughts on what we were measuring, whether they experienced anxiety
and which sections were more anxiety provoking, and general feedback and suggestions for

future improvement.

Analytic Strategy

We employed an inductive or data-driven approach to qualitative data analysis (Burnard,
Gill, Stewart, Treasure, & Chadwick, 2008). Within this framework, we used a thematic content
analysis approach (Burnard et al., 2008). Four members of the research team analyzed transcripts
of the end-of-session questionnaire independently using an open coding approach. During this
process, we met several times as a group to discuss commonalities and differences in our codes,
to refine our coding system, and to develop a codebook. After reaching saturation, coding
categories were reduced to overarching themes. After four rounds of coding, we met again and
reached consensus on themes and subcodes. A majority vote (3 out of 4) was employed when
disagreements occurred. Thus, we employed an iterative and collaborative approach to coding
and theme generation (Saldefia, 2009). After themes were generated, we presented to the larger
team in another effort to validate findings and obtain feedback. Finally, we applied an
enumeration process to our codes in order to quantify participants’ experiences and offer a

frequency count for different codes.

RESULTS

Descriptive Analyses

Table 1 presents participant demographics. Participants reported a variety of
education attainment, school settings, and language abilities. Noteworthy for this study is that all
participants who started Session 1, which included the potentially culturally sensitive structured
interview related to education experiences, voluntarily completed the session. Most of the
participants (71%) completed Session 2, which included cognitive assessments. Furthermore, all
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participants agreed to return for Session 2, though some were not able to keep appointments
because they moved outside the area, could not be contacted for scheduling and confirmation, or
had unreliable transportation.

Table 1
Selected Participant Characteristics

Men (n=12) Women (n=12)

Age, years Mean (SD) 65 (10.2) 65 (8.1)
Study session completed Session 1 12 (100.0%) 12 (100.0%)
Session 2 7 (58.3%) 10 (83.3%)
Education (highest level Less than high school degree 1 (8.3%) 0 (0%)
achieved) ? Graduated high school 0 (0.0%) 1 (8.3%)
Some college 5(14.7%) 4 (33.3%)
Associates/technical degree 2 (16.7%) 4 (33.3%)
Bachelor’s degree 2 (16.7%) 0 (0.0%)
Advanced degree 2 (16.7%) 3 (25.0%)
Speak more than one language Yes 7 (58.3%) 11 (91.7%)
English language proficiency Not at all / A little 0 (0.0%) 1 (8.3%)
Somewhat well / Very well 12 (100.0%) 11 (91.7%)
Tribal language proficiency Not at all / A little 8 (66.6%) 5 (41.7%)
Somewhat well / Very well 4 (33.3%) 7 (58.3%)
School system attended at Public school 8 (66.6%) 11 (91.7%)
some point in education Mission school 1 (8.3%) 1 (8.3%)
BIA® day school 4 (33.3%) 2 (16.7%)
Religious or parochial school 2 (16.7%) 3 (25.0%)
BIA® boarding school 3 (25.0%) 7 (58.3%)

® There was one value missing for women; ® = Bureau of Indian Affairs;

Qualitative Analyses

End-of-Session Questionnaire

Responses to this questionnaire were classified into six overarching themes that
encompassed different experiences during the sessions included: 1) Reminiscing or
remembering, 2) Reflecting or self-insight, 3) Benefits related to participation in the study, 4)
Experiences with team members, 5) Feedback for the study, and 6) Experiences directly related

to the assessment or interview process.
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Theme 1: Reminiscing or Remembering

Within the reminiscing theme, nine participants reported good experiences while
remembering prior events. A male in his fifties expressed: “For a minute here, | was back in
[hometown] with all my friends, it really made me feel good.” Neutral statements also were
observed among three participants such as “It brought my memories back within me” (female in
late fifties). Seven participants also remembered negative incidents. In response to a question
about which components were more anxiety provoking, the same female participant stated: “The
part where | was talking about my dad, who has passed. Talking about my family, mom, grandpa
and how I grew up as a low income family.”

Theme 2: Reflecting or Self-insight

Participants also shared subjective experiences that went further than simply
remembering. We classified these as reflection or self-insight. Seven participants included
statements that can be conceptualized as positive reflections, such as “Made me think of how
much | have done. People | forgot. Places I’ve been. Things that | have done and experienced
that made me what | am today” (female in mid-fifties) and “Education is greatly needed for
oneself. Just looking back at where I was and how | came forward and still would like to learn
more” (female in late sixties). Eight participants reported insights that were conceptualized as
negative due to their emotions. They were not necessarily related to the session, but to reflecting
on cultural values and practices overall: “The last questions, because they made me cry and | felt
guilty about how I don’t practice my culture more when | know | can” (female in her sixties
responding to the question about which study portions were more anxiety inducing). It is worth
noting that the last questions on the second session are related to historical losses experiences by
Al/ANSs, such as loss of land and languages. (Whitbeck, Adams, Hoyt, & Chen, 2004). Other
reflections (n = 9) were neutral, including statements such as “It gave me back my reality about
life as a young person. Also understood how everything has changed over all as | grow up from a
young lady to an elderly person to this present,” made by a female in her fifties. Finally, five
participants made statements indicating some intention for future action: “Depressed. Especially
the last ones. But | am going home and will try harder to help my children understand why our
culture and traditions are so important” (female participant in her sixties, referring to historical
Native losses).
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Theme 3: Benefits Related to Participation in the Study

Participants also spoke about personal benefits as a result of participating in the study.
Twenty-nine separate statements referred to having fun or being excited. A male in his late fifties
stated: “It really made me feel good. This was really exciting for me and I really enjoyed it” and
“It felt good. | love doing and taking these questionnaires. Bring them on.” Two participants
reported feeling understood: “It made me feel I am not alone” (female in her late fifties), while
six others reported that they enjoyed telling their story: “It felt good to share my past journey
because they were my milestones. And someone was actually open to listen and take the time to
do so” (female in her mid fifties). Moreover, 10 participants reported feeling as if they were
making a difference and wanting to help: “I am glad to see a study come about education. I’m
glad to help, it may answer some questions and be some help to the next generation. | was
impressed very much” (female in early sixties) and “I just hope my answers help in some ways”
(female in her late sixties). Three participants indicated wanting to share more: “l wanted to say
more...to tell you all | feel” (female, late sixties) and “Wish we had more talks and time”
(female, early sixties).

Theme 4: Experiences with Team Members

In many cases (n = 12), participants made comments related to team members, their
race/ethnicity, and their kindness and willingness to listen and make them feel comfortable. A
female in her late sixties stated “You, [team member’s name], really helped me out and helped
me understand. | could ask you. That’s really good and you were really kind.” Another female in
her early sixties wrote “l was very comfortable speaking to a Native American woman. | felt
they understood me and | didn’t have to explain very much because they know where | was

coming from.”

Theme 5: Feedback for the Study

Furthermore, several quotations related to feedback for the study. First, some included
statements related to being happy for the study (n = 5): “I think it’s good that something like this
is been done to help our Natives in ways that they need help” (female in late sixties). Second, 35
quotations related to general feedback for the study, including wanting coffee, liking our colored
paper, thanking us for the water and the snacks, wanting to watch some culturally related videos,
and so on. Eighteen of these 35 quotations did not include any feedback or suggestions for

improvement.
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Theme 6: Experiences Directly Related to the Assessment or Interview Process

Finally, the last theme was related to experiences directly pertaining to the interview or
assessment process. Many participants reported positive experiences. Thirty-three quotations
reflected general positive experiences such as “Very interesting. | enjoy it. Felt no anxiety.
Pleasant experience” made by a male in his late sixties, while 4 other quotations showed that
participants enjoyed exercising their brains and being challenged by the assessments: “I enjoyed
working my brain, besides just reading” (female in early sixties) and “First, using my brains, i.e.,
getting it off the shelf for usage. A good exercise makes you think to the max until your brain
trips out—refuses to think” (male in early seventies). Twenty-six other quotations were classified
as neutral in terms of assessment related experience, for instance: “OK. Not too complicated or
feel in any way uncomfortable with it” (female in late fifties).

The last category within this assessment or interview-related theme pertained to different
types of negative experiences. Of these, 10 were coded as general negative experiences: “It was
challenging for me when timing was part of the assessment” (female in mid fifties). Six
quotations were classified as negative, but due to participants’ desire to perform well: “It made
me feel bad that | could not do a lot of the stuff. I want an A” (male in late sixties). Nine
quotations related to negative experiences, particularly regarding math assessment in the
education achievement component. For instance, in response to which questions were more
anxiety provoking, a male participant in his late fifties wrote: “The math, | do not like math.
Never did.” Finally, five quotations were related to the historical Native losses questionnaire and
realizations of losing values and cultural practices. A female in her sixties wrote in response to
the question about which components were more anxiety provoking: “The last questions because
they made me cry and felt guilty about how I don’t practice my culture more when | know 1 can.
Thank you for helping me realize this,” and, in response to a question about what she thought the
study was trying to assess, “To see if American Indians really care about our culture and
traditions. Or to see how much we have assimilated. | feel like crying and tears are welling up in
my eyes.”

DISCUSSION

Conducting research with members of tribal communities requires sensitivity to the
justifiable mistrust of researchers by many tribal communities (Norton & Manson, 1996), with
particular attention to issues of relationship and reciprocity (Holkup et al., 2009). The qualitative

results emphasize the power of CBPR and of conducting assessments in a culturally appropriate
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manner. A large portion of participants reported that they enjoyed remembering stories of their
childhood and education experiences. In addition to simply remembering past events,
participants reported having insights into their life stories, and some reported a commitment to
changing their behavior going forward as a result of these insights (e.g., teaching their children
more about their culture). Many participants reported some personal benefit as a result of their
participation in the study. These included having fun, feeling understood, having an opportunity
to tell their story, and feeling like they were making a difference; some even expressed a desire
to spend more time with their interviewers to share more. We also found some evidence in the
participants’ feedback that having a diverse team of researchers made a significant difference
during the assessments. This finding further exemplifies the need for racially/ethnically diverse
researchers and professionals who may be able to work more effectively with, and gain the trust
of, AI/AN communities. We also were encouraged by the number of participants who reported
being glad that we were doing the study, and who reported not having any suggestions for
improvement. Our team also paid close attention to the presence of anxiety during the interview
and assessment portions, and to any potential signs of distress among participants. While some
participants reported anxiety, particularly around academic achievement measures (i.e., math-
related assessments), most reported good or neutral experiences. Some negative experiences also
can be attributed to participants wanting to excel during the assessments, or, as stated by a
participant, to “getan A.”

It is worth noting that many negative experiences reported by participants were not
necessarily due to the study, but were a reflection of their often-traumatic history and harsh
lives—stories that often are silenced or ignored in the larger U.S. society. While not the topic of
the present paper, descriptions of abuse and neglect in school settings, of extreme poverty and of
loss (both personal and cultural) were substantial among participants. Some of these were
reported on the end-of-session questionnaire as being somewhat difficult or sad for participants
to talk about. In particular, several of the quotations captured by our themes were reflections
made after questions about historical Native loss during the optional Session 2. The participants’
willingness to share deeply private and traumatic stories with us reflects positively on the
research team’s ability to establish rapport and trust with them, and demonstrates the team’s
commitment to providing benefits to them and the overall AI/AN community. In addition, a
majority of the participants returned for the optional Session 2. These results appear to indicate
positive experiences for participants overall, likely due to the study team’s CBPR approach, and
success in establishing collaborative relationships with the CAC and the participants both before
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and during the data collection process. Also significant to the success of this study was the
research team’s ability to understand and respond to cultural nuances, both in observed behavior
and oral expressions. Our team was able to place interactions and comments within the larger
context of marginalization and trauma often experienced by participants and to validate them
while participants shared their stories, thus building trust and rapport.

Our findings contrast greatly with past research in Native communities, which often has
been unhelpful and unethical (Hodge, 2012), or has had iatrogenic effects (e.g., exploitation;
Walters et al., 2009). Thus, the project and methods reflect a potentially useful approach for
conducting qualitative wellness research with Native elders and other AI/AN subpopulations.

This study aligns well with the key principles of CBPR presented in the Introduction. In
using co-learning as the first key principle (Wallerstein & Duran, 2006), CBPR acknowledges
the expertise of tribal and non-tribal communities and the fact that learning is a bi-directional and
reciprocal process, rather than a hierarchical one. In this project, approaching urban Als early on
contributed to a research process that was participatory and collaborative and focused on
engaging and sustaining co-learning from the partnership. CBPR focuses on the experience and
expertise of the very community with which it seeks to partner and from which it seeks to co-
learn. The second CBPR principle seeks to build capacity, and this project focused on engaging
Als in the feedback and design of culturally sensitive assessments used to learn about older Als’
early childhood experiences and health. The CAC provided training to the research assistants
regarding culturally designed instrumentation questions, and the project provided insight and
training on how this type of research usually was conducted with non-tribal populations. As part
of the third CBPR principle, the findings benefit tribal communities by furthering the knowledge
base for improving the health of Native elders. Also critical to the findings was the research
team’s sensitivity to, and ability to address, many of the cultural nuances that were embedded in
the way participants communicated information, and the team’s ability to respond to questions
from a culturally experienced context. The fourth principle of CBPR involves long-term
commitments to reduce disparities. There are few studies that focus on Native elder health from
which more culturally appropriate policy-based interventions can be designed. Taken together,
the CBPR approach used in this project indicates critical steps toward promoting wellness in
Native communities.

Spontaneous responses provided by some participants also indicated a sense of wellness
developing within the sessions. These statements referred to progress over one’s lifetime,
importance of education and continuing education, recognition of historical Native loss, and
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educating children and future generations about the importance of Al culture. Some participants
expressed appreciation for the opportunity to share their stories and felt understood by the team
members. Furthermore, some participants reported that research is important for the health and
welfare of Al communities. Such statements are consistent with theories and reports that
qualitative interviewing speaks to the importance, healing capacity, and the human necessity of
telling one’s story (Madison, 2012; Polkinghorne, 1988; Pollock, 2005).

Study Limitations

This study has several limitations. First, the sample was from a Southwest urban Indian
population and likely does not represent the vast diversity of the 567 federally recognized tribes
(U.S. Department of the Interior, Indian Affairs, 2016) distributed throughout the U.S. Much
cultural and education diversity exists among tribal groups and individuals within a tribe.
Furthermore, much variation exists along the acculturation/assimilation continuum among
Al/ANSs; this variation may not have been represented in this sample. Assessment sessions were
conducted in English, and likely would not represent experiences of individuals who speak their
tribal language predominantly. Also, we present a qualitative analysis of the engagement of the
Al participants, by prompting for perceptions and feedback with open-ended questions at the end
of the session; that is, we did not directly ask specific questions to test specific hypothesis about
their responses. However, this qualitative interviewing technique likely allowed for more
spontaneous and genuine responses than specific questions would have. Finally, we did not test
the CBPR approach directly versus other research approaches. However, previous approaches
have been less effective and sometimes harmful, and simply using a CBPR approach may have

been the only ethical choice to avoid causing harm or distress.

CONCLUSIONS AND FUTURE DIRECTIONS

This study presents preliminary evidence that culturally sensitive and designed
assessments successfully engage older Als, and likely obtain more valid information from Als
than many traditional research approaches. The findings suggest that Al participants, who
historically have been mistreated through research endeavors and often are still wary of research
sessions, actively engaged in answering interview questions regarding early education
experiences that have traumatized Native communities and individuals. Furthermore, successful
engagement of the CAC and Al participants in this project provides support for CBPR and
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qualitative interviewing as a strength-based approach to wellness in Indian Country. The CBPR
approach and the CAC were critical and invaluable in the success of this project. Based on the
findings, we recommend identifying diverse community members who can serve as members of
a Native CAC and incorporating key CBPR principles when conducting research with Native
communities in both rural and urban settings. This participatory approach is especially critical
when the research project encroaches upon culturally sensitive information that may vyield
valuable insights into reducing health disparities in the longer term.
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