Addiction Science & Clinical Practice© The Author(s) 2021
https://doi.org/10.1186/s13722-021-00265-3

Study Protocol

Integrating traditional practices and social network visualization to prevent substance use: study protocol for a randomized controlled trial among urban Native American emerging adults

Elizabeth J. D’Amico1  , Daniel L. Dickerson2, Anthony Rodriguez3, Ryan A. Brown1, David P. Kennedy1, Alina I. Palimaru1, Carrie Johnson4, Rosanna Smart1, David J. Klein1, Jennifer Parker1, Keisha McDonald1, Michael J. Woodward1 and Ninna Gudgell1
(1)RAND Corporation, 1776 Main Street, PO Box 2136, Santa Monica, CA 90407-2138, USA

(2)UCLA Integrated Substance Abuse Programs (ISAP), Semel Institute for Neuroscience and Human Behavior, David Geffen School of Medicine, 1640 Sepulveda Blvd., Suite 200, Los Angeles, CA 90025, USA

(3)RAND Corporation, 20 Park Plaza, Suite 920, Boston, MA 02116, USA

(4)Sacred Path Indigenous Wellness Center, Los Angeles, CA 90017, USA

 

 
Elizabeth J. D’Amico
Email: damico@rand.org



Received: 25 March 2021Accepted: 10 September 2021Published online: 26 September 2021
Abstract
Background
Nonmedical use of prescription opioids (defined as taking opioid medications for hedonic effects or in a manner other than prescribed) and the use of heroin have emerged in recent years as major public health concerns in the United States. Of particular concern is the prevalence of opioid use among emerging adults (ages 18–25), as this is a developmental period of heightened vulnerability and critical social, neurological, and psychological development. Data from 2015 show that American Indian/Alaska Native (AI/AN) people have the highest rates of diagnosis for opioid use disorders (OUDs). One recent study found that the overdose death rate among urban-dwelling AI/AN individuals was 1.4 times higher compared to those living in rural areas. To date, there are no evidence-based prevention programs addressing opioid use among urban AI/AN emerging adults that integrate culturally-appropriate strategies with evidence-based treatment. Traditions and Connections for Urban Native Americans (TACUNA) builds on our prior work with AI/AN communities across California to develop and evaluate culturally appropriate programming to address opioid, alcohol, and cannabis use among urban AI/AN emerging adults.

Methods/design
In a randomized controlled trial, 18–25 year old urban AI/AN emerging adults will receive either TACUNA (n = 185), which comprises three virtual workshops utilizing motivational interviewing, social network visualization, and integrating traditional practices and a wellness circle, or one virtual culturally sensitive opioid education workshop (n = 185). We will evaluate intervention effects on primary outcomes of frequency of opioid, alcohol, and cannabis use, as well as secondary outcomes of social network characteristics and cultural connectedness, over a 12-month period.

Discussion
This project has the potential to expand the range and effectiveness of opioid, alcohol, and cannabis services for urban AI/AN emerging adults by addressing the opioid epidemic and use of other substances at both the community and individual level. In addition, it provides important culturally grounded conceptual and practical information to advance the field of substance use interventions and enhance resiliency among this population.
Trial registration: ClinicalTrials.gov Identifier: NCT04617938. Registered October 26, 2020 https://​clinicaltrials.​gov/​ct2/​show/​record/​NCT04617938.
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The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s13722-021-00265-3.
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Background
Opioid use has reached epidemic proportions in the American Indian and Alaska Native (AI/AN) population [1–3]. Rates of opioid use and overdose deaths among AI/AN individuals have increased fourfold in the last ten years [4]. According to the most recent Centers for Disease Control and Prevention (CDC) data, AI/AN people had the second-highest overdose rate from all opioids in 2017 (15.7 deaths/100,000 population) among all racial/ethnic groups in the United States [5]. Of note, one recent study found that the overdose death rate among urban-dwelling AI/AN individuals was 1.4 times higher compared to those living in rural areas [6]. Furthermore, opioid use among the AI/AN population is often associated with dire social and medical costs [7, 8], including an increased risk of HIV, chronic medical problems, comorbid mental health problems, and suicide [9, 10]. However, few AI/AN people receive evidence-based treatments that are appropriately culturally tailored [2].
Unique risk factors may predispose urban AI/AN emerging adults to use opioids, alcohol, or other drugs. For example, many AI/AN people report experiences of acculturative stress, which are directly and indirectly associated with historical trauma throughout U.S. history, and significantly associated with poor health outcomes [11, 12]. One U.S. law that has been postulated to contribute to various health disparities among urban AI/AN people is the Relocation Act of 1956 [13]. This Act financed the relocation of AI individuals and AI families to job training centers in designated U.S. cities. Rather than establishing economic stability, large numbers of AI people who moved to urban areas became unemployed, homeless, and disconnected from their community-based support networks. This relocation appears to have contributed to an inter-generational effect whereby successive generations of urban AI/AN people continue to experience various health-related disparities [14, 15]. Furthermore, the transition to urban environments posed numerous challenges [16–18]. Traditionally, AI/AN people lived in extended families and among community networks and typically engaged in many traditional practices. Some urban AI/AN communities are closely connected; however, many are geographically and socially fragmented, making it difficult for AI/AN individuals to establish and retain close community ties [19, 20]. As a result, over 60 years after relocation began, urban AI/AN people still often feel ostracized, socially disconnected, confused about their identity, and victimized [21, 22]. This is important to recognize as AI/AN individuals have historically relied on healthy social connections and close-knit communities that placed a high priority on traditional practices and living a life in balance. Interventions that use evidence-based practices to build healthier social networks by encouraging traditional practices could help increase social connection and cultural identity among AI/AN emerging adults residing in urban areas.
To date, there are no prevention programs addressing opioid use among urban AI/AN emerging adults that integrate culturally-appropriate strategies with evidence-based treatment [2]. Community-based approaches to address AI/AN alcohol and other drug (AOD) use are crucial [23–25]. We are part of a group of investigators funded by the National Institutes of Health (NIH) to conduct research under the Intervention Research to Improve Native American Health (IRINAH) program [26]. Our work and the work of IRINAH has highlighted the importance of using a community-based participatory research approach when developing and implementing prevention and intervention programming with AI/AN people and intervening at multiple levels to address disparities [23, 24, 27–32]. Our team was one of the first groups funded as part of the IRINAH request for applications (RFA) in 2012, and has been the only research group, to date, to conduct culturally centered prevention/intervention work with AI/AN adolescents and emerging adults in urban settings.
Given our focus on collaborating with AI/AN communities to ensure both feasibility and sustainability of our interventions, we have worked closely with our community partner, Sacred Path Indigenous Wellness Center (SPIWC), our Elder Advisory Board, and state and local AI/AN organizations to understand the best ways to develop an opioid, alcohol, and cannabis prevention intervention program for urban AI/AN emerging adults. We sought to address the many challenges that urban AI/AN emerging adults face due to substance use and a disconnection from their culture and supportive networks. Our focus group and pilot test work in year 1 of this grant provided formative information on how to best integrate evidence-based programming with culture in a way that is engaging and developmentally appropriate for urban AI/AN emerging adults [33]. We conducted 13 focus groups (November 2019 through February 2020) with AI/AN emerging adults, parents of AI/AN emerging adults, and providers who work with AI/AN emerging adults (N = 91 participants: 32 young adults, 33 providers, and 26 parents). Focus groups helped us understand how to best address opioid, alcohol, and cannabis use among this age group, integrate a social network intervention to allow emerging adults to create healthy virtual social worlds, and determine traditional practices that are developmentally relevant for 18–25 year olds. We also conducted a pilot test of the workshop content with approximately six AI/AN emerging adults in each of the three workshops to evaluate the feasibility and acceptability of the intervention.
Overall, focus group and pilot test participants all discussed the enduring effects of historical trauma, how these effects can be exacerbated by urban stressors, and the challenges of cultural fragmentation and dispersed social support networks. Participants also described the way that AI/AN culture can provide resilience and healing through connection to nature, with an emphasis on balance and interconnectedness, and the positive social and psychological effects of ceremonies and prayer. Finally, participants emphasized the importance of providing culturally relevant programming to all urban AI/AN emerging adults as part of this trial. Thus, this protocol study has an active control group that is compared to a more comprehensive treatment group. This research design is similar to previous intervention work we conducted with urban AI/AN teens in which both groups received culturally appropriate treatment [34]. We describe the two interventions for the current study below.
The present study
The present study was designed to address the significant gap in culturally appropriate evidence-based programming to target opioid, alcohol, and cannabis use among urban AI/AN emerging adults and to introduce social network as a crucial component of this programming. Randomized controlled trials (RCTs) are often considered the scientific “gold standard” for testing efficacy of interventions, yet, RCTs may be perceived as unacceptable and unfair in AI/AN populations because not everyone receives treatment [30]. Therefore, in this RCT, every AI/AN emerging adult will receive culturally appropriate programming as requested by the community in our focus groups [33]. Urban AI/AN emerging adults are randomized to participate in one of two cultural programs. The active control condition is an “opioid education workshop,” and the intervention program is called “Traditions and Connections for Urban Native Americans (TACUNA).” Figure 1 shows our logo, designed by Robert Young (Pueblo of Acoma). Mr. Young designed five logos for the project, which were vetted by the AI/AN community, and this logo received the most votes.[image: ../images/13722_2021_265_Fig1_HTML.png]
Fig. 1TACUNA Logo. Logo created by Robert Young (Pueblo of Acoma)


TACUNA comprises three workshops and a wellness circle. The control program comprises one culturally sensitive opioid education workshop. The primary aim is to examine the effects of these two culturally-appropriate programs on the opioid, cannabis, and alcohol use of urban AI/AN emerging adults over a one-year period. A secondary aim is to examine whether these programs increase cultural connectedness and enhance supportive social networks. Finally, we will explore potential mechanisms of change for decreases in opioid, cannabis, and alcohol use outcomes through mediation analyses, including changes in social networks and cultural connectedness.
This project also incorporates an economic evaluation, which has not commonly been done in previous intervention work with this population [35, 36]. Due to well-documented disparities in funding and availability of health services for AI/AN people relative to other Americans [37–39], the development of efficacious interventions for AI/AN emerging adults should occur alongside consideration of program efficiency and resource requirements.
In the protocol below, we focus on the primary (opioid, alcohol, and cannabis use) and secondary (social networks and cultural connectedness) aims of the project. We first describe eligibility criteria for study participants and our recruitment approach, as well as the primary and secondary outcome measures. We also discuss the format and key components of both interventions and describe the analytic plan for the primary and secondary aims, as well as the economic evaluation.
Methods/design
Overview
This study is part of RFA-DA-19-035, HEAL (Helping to End Addiction Long-Term) Initiative: Preventing OUD in Older Adolescents and Young Adults (ages 16–30). This study was funded as part of the National Institute on Drug Abuse (NIDA) HEAL Prevention Initiative Cooperative Agreement, comprised of nine UG3/UH3 research projects and one U24 coordinating center. This protocol focuses specifically on the TACUNA project. Due to the COVID-19 pandemic and restrictions on social gatherings, this study had to change from in-person group implementation to virtual group implementation. This allowed us to expand participation beyond our original urban sites in California as we were no longer limited by facilitating in-person groups. All study materials and procedures, including virtual implementation, have been approved by RAND’s Institutional Review Board, NIDA, and our Urban Intertribal Native American Review Board. In addition, a Certificate of Confidentiality from the National Institutes of Health protects data from subpoena. Any protocol modifications will be sent to the IRB for review, and all information will be updated as needed.
Participants
Our interventions are targeted towards urban AI/AN emerging adults. Eligibility criteria include: (1) being between the ages of 18–25; (2) living in an urban area (i.e., not on a rancheria or a reservation); (3) self-identification as AI/AN; (4) no opioid use disorder; and (5) English speaking. We focus on 18 to 25 year olds in this study because there is a high prevalence of opioid use among all emerging adults, and this is a developmental period of heightened vulnerability and critical social, neurological, and psychological development [40, 41]. TACUNA and the culturally sensitive opioid education workshop can be used as both prevention and intervention. Thus, participants could report no substance use or some substance use. We do screen each participant; however, to determine whether they report opioid dependence, we use the Rapid Opioid Dependence Screen (RODS), an 8-item measure based on DSM-IV criteria (see “Measures”). If the participant indicates three or more affirmative answers, then they are not eligible and we provide resources and referrals to treatment programs. We will enroll 370 participants at baseline across the U.S. who are expected to represent the broader population of 18–25 year old urban AI/AN emerging adults.
Procedures
This study uses a permuted block randomization schedule with a block size of ten. This will allow us to begin the groups once we have four emerging adults. The randomization schedule, developed in advance, ensures a balance across the opioid education workshops and TACUNA groups at all sites and at all stages of the trial, and safeguards the trial against subversion of the randomization procedure (by ensuring that the schedule cannot be guessed or changed). Given rotating admission, this also ensures we will always have enough participants in our groups throughout recruitment. We used this procedure in previous work with urban AI/AN adolescents [34], and it worked well, as teens could immediately enter a group, and groups were always full.
Participants in the intervention condition receive TACUNA, which consists of three two-hour workshops and a wellness circle; participants in the control condition receive one culturally sensitive two-hour opioid education workshop (both described below). Recruitment occurs by advertising the study via social media—a combination of posts on the study’s Facebook and Instagram pages and AI/AN community partner pages. Community partners can also directly provide contact information for potentially interested participants to RAND via our secure file sharing platform. Individuals can go online using a QR code or link to complete the screening questionnaire. There is also a toll-free 800 number potential participants can call to speak with a staff person. Basic contact info is collected online in addition to the screener. We then follow up by phone with any eligible participants and potential participants who have not completed the screener. Eligible participants are consented on the phone and complete a web-based baseline self-report survey, which takes approximately 45 min. We regard minimizing sample attrition as an essential aspect of conducting the study. Participants will complete a baseline, 3-, 6-, and 12-month survey. For each survey administration, detailed information will be obtained on how to reach the respondent (primary address, email, home phone, cell phone, parents’ phones, etc.). Figure 2 depicts participant flow through the study, and Fig. 3 contains a SPIRIT (Standard Protocol Items: Recommendations for Interventional Trials) flow diagram of the RCT schedule of enrollment, interventions, and assessments.[image: ../images/13722_2021_265_Fig2_HTML.png]
Fig. 2Randomized controlled trial study flow

[image: ../images/13722_2021_265_Fig3_HTML.png]
Fig. 3SPIRIT (Standard Protocol Items: Recommendations for Interventional Trials) flow diagram of the RCT schedule of enrollment, interventions, and assessments


Description of the intervention
Overview
TACUNA consists of an intervention at both the individual and community level. At the individual level, we provide three workshops adapted from our previous work with urban AI/AN adolescents in our Motivational Interviewing and Culture for Urban Native American Youth (MICUNAY) study to address alcohol and cannabis use [34, 42], and our Motivational Interviewing Social Network (MISN) intervention, which augments Motivational Interviewing (MI) with personal network visualization [20]. As indicated above, workshops were adapted through focus groups with AI/AN emerging adults, parents of AI/AN emerging adults, and providers who work with AI/AN emerging adults [33]. The goal of the TACUNA workshops is to integrate MI with traditional practices and address social network factors that may affect personal choices across risk and protective behaviors (Fig. 4).[image: ../images/13722_2021_265_Fig4_HTML.png]
Fig. 4TACUNA medicine wheel


The three TACUNA workshops are all 2 h long. Table 1 provides an overview of workshop content, and Table 2 provides information on handouts provided in each workshop. The first hour of each workshop focuses on using MI to address substance use choices and social network choices; the second hour is focused on AI/AN culture and traditional practices. Workshops are interactive and use engaging handouts and videos that are discussed as a group. In addition, workshops are virtual because of COVID-19; thus, participants are sent all workshop materials via Fed Ex before they begin, including handouts, cooking ingredients for the demonstration on healthy Native cuisine, and sage for the workshop on spirituality.Table 1TACUNA workshop intervention


	Workshop
	Summary of activities

	1
	Making healthy choices for my brain
Introduction, opening prayer, and purpose of group
Generating rules for a successful group
Discuss emerging adults’ substance use
Social networks and choices
“Your Use” and choices
Medicine Wheel
Historical trauma and cultural identity
Telling your own story (oral and digital)

	2
	Making healthy choices for my body
Introduction, opening prayer, and purpose of group
Generating rules for a successful group
Pros and cons of AOD use
Social networks and choices
The path of choices
Willingness and confidence rulers around personal AOD use
Medicine Wheel
Discussion of Native American cooking with videos
Cooking demonstration with virtual cooking for participants

	3
	Making healthy choices for my spirit
Introduction, opening prayer, and purpose of group
Generating rules for a successful group
What can happen when people use AOD
Social networks and choices
Thinking ahead and making healthy choices
Wheel of the Future
Willingness and confidence rulers around social network choices
Medicine Wheel
Discussion of spiritual life
Smudging ceremony



Table 2Description of TACUNA Workshop Intervention Handouts


	Workshop
	Input
	Output

	1, 2, 3
	Social networks diagram
	Visual display of network connections

	1
	Facts about street fentanyl
	Information about fentanyl and associated risks

	1
	The brain
	Information about how alcohol and drugs influence brain activity

	1
	Opioids stimulate pleasure center
	Information about how opioids affect brain functioning

	1
	Opioids in the body
	Information about how opioids affect brain and body functioning

	1
	College GPA and AOD use
	Information on associations between college grade point averages and AOD use

	1
	Drug and alcohol brochure
	Information about short- and long-term effects of alcohol and drugs

	1, 2, 3
	Medicine Wheel
	Information on the four domains

	1
	The dancing brain
	Information about serotonin and endorphins

	2
	Path of choices
	Information about the most current AOD prevalence of use data

	2, 3
	Rulers
	Willingness and confidence from 1 to 10 to make a change

	2
	Traditional food principles
	Cultural traditions around Native foods

	2
	Three Sisters garden planting guide
	Information about planting a Three Sisters garden and its cultural significance

	2
	Food is our medicine brochure
	Healthy Native recipes participants can try at home

	2
	Traditional foods for immune system
support
	Information about how Native foods can support immune system health

	3
	HIV quiz
	Information about HIV and sexual health




Focus on social networks
Using the software EgoWeb 2.0 (egoweb.info) developed by RAND researchers [20, 43, 44], participants are shown images of their network composition (who is in the network) and structure (who is connected to whom) to make them aware of positive and negative aspects of their virtual social worlds and ways other people can protect or influence them. These images are new and interesting, but also easily understood by non-experts [45]. Figure 5 depicts network visualizations that an emerging adult would see during the TACUNA workshops. Visualizations are auto-generated using EgoWeb from a participant’s network survey (see “Measures”). Each diagram will be personalized for each participant to view during the workshop.[image: ../images/13722_2021_265_Fig5_HTML.png]
Fig. 5Network visualizations auto-generated using EgoWeb. Network members are represented by circles (nodes), and lines between nodes represent network contacts who interacted with each other in the past two weeks. “Your Network” visualization shows the names of people the participant reported interacting with in the past two weeks and highlights the centrality of nodes by calibrating node size and color with degree centrality (number of connections for a particular node), and line thickness with the participant’s rating of relationship strength between the two nodes. “Substance use” shows larger red nodes for people who the respondent rates as likely to use AOD in the next two weeks and smaller blue nodes for those who are unlikely. Finally, “Traditional Practice Support” shows larger green nodes for people who engage in traditional practices, and smaller blue nodes for people who do not


Facilitation of workshops
TACUNA workshops are designed to be facilitated by Native American individuals who have strong cultural knowledge, have received training on both the curriculum and the use of motivational interviewing, and have demonstrated proficiency in delivering the workshop material. As with our other MI intervention RCTs, facilitators do not need to have a specific college degree or education background to fill this role [34, 46, 47]. We will monitor fidelity to the protocol and MI throughout the study as all workshops will be digitally recorded, and supervision will be provided weekly.
Workshop content
The first hour of Workshop 1 focuses on social networks and choices (Fig. 4), how substance use affects the brain, and how to make healthy choices around substance use. The second hour of Workshop 1 discusses historical trauma, cultural identity, and storytelling (specifically, how to tell one’s own personal story), and focuses on the emotional and mental dimensions of the Medicine Wheel. The Medicine Wheel is a sacred symbol that has been used by various tribal groups for many generations. It addresses the physical, spiritual, emotional, and mental aspects of wellness, and holds many of the teachings and wisdom of Native American culture [48–51]. Thus, the Medicine Wheel helps to serve as a guide for TACUNA participants to learn more about their culture, thereby helping to enhance their cultural identity.
The first hour of Workshop 2 focuses on the pros and cons of substance use, how social networks affect choices around use, the “path of choices” where people may go from experimental use to problem use to addiction (Fig. 6), and willingness and confidence to make healthy choices around substance use. The second hour of the workshop focuses on the physical dimension of the Medicine Wheel and making healthy choices about diet. The facilitator engages with the group in a cooking activity of a traditional Native American recipe, Three Sisters Stew (Fig. 7), and all participants cook in their own kitchens with the facilitator instructing virtually. As noted earlier, participants receive ingredients (paid for by the project) before the workshop so they can cook with the facilitator during the demonstration. The third workshop focuses on discussing what happens when people use substances, how social networks may affect these choices, and how to plan ahead and make healthy choices regarding substance use. The facilitator leads a game, the “Wheel of the Future,” [52] where participants virtually spin the wheel with different scenarios (e.g., got drunk at a party and drove home) and discuss how these scenarios might affect their future goals (Fig. 8). The second half of workshop 3 focuses on the spiritual dimension of the Medicine Wheel, and then focuses on prayer and the four sacred plants (cedar, sweetgrass, sage, and tobacco); the facilitator ends by leading a smudging ceremony. Smudging is a ceremony that involves burning sacred plants to help cleanse oneself, clear away negative energy, and connect ourselves with our spirit and Creator. As noted, participants receive sage before this workshop, which is gathered, bundled, and shipped by our community partner, SPIWC.[image: ../images/13722_2021_265_Fig6_HTML.png]
Fig. 6Path of Choices handout

[image: ../images/13722_2021_265_Fig7_HTML.png]
Fig. 7Food brochure cover and Three Sisters Stew recipe card

[image: ../images/13722_2021_265_Fig8_HTML.png]
Fig. 8Wheel of the Future


Wellness circles
At the community level for the TACUNA intervention, we offer wellness circles (WC) approximately once a month that participants will attend and invite members of their social networks to (Fig. 9). The WC is focused on bringing people together to celebrate health, wellness, and tradition. The WC will also focus on how social networks and cultural connectedness can influence healthy behaviors. Some examples of WC activities include a Native American chef teaching how to cook different Native recipes, a focus on Native American dances and their meaning, education about how Native people came to be in California, and discussion of the Medicine Wheel and how to incorporate these teachings into one’s life.[image: ../images/13722_2021_265_Fig9_HTML.png]
Fig. 9Wellness circle invitations


Opioid education workshop
We will compare TACUNA to a culturally appropriate opioid education workshop taken from prevention and education materials recommended by the National American Indian & Alaska Native Addiction Technology and Transfer Center, which is funded by the Substance Abuse and Mental Health Services Administration (SAMHSA) [53]. This two-hour workshop focuses on providing a general overview of opioids (Fig. 10), how the opioid epidemic has affected AI/AN communities (Fig. 11), treatment for opioid use disorders, physical health and pain self-management, and how involvement in cultural traditions can be protective. Table 3 provides a summary of content, and Table 4 provides information on handouts provided in each workshop. This workshop is designed to be facilitated by Native American individuals with strong cultural knowledge who have received training on the curriculum and have demonstrated proficiency in delivering the workshop material.[image: ../images/13722_2021_265_Fig10_HTML.png]
Fig. 10Opioid education workshop, general overview of opioid handouts

[image: ../images/13722_2021_265_Fig11_HTML.png]
Fig. 11How the opioid epidemic has affected AI/AN communities handout

Table 3Opioid control condition


	Part
	Summary of activities

	1
	Opioids: General overview
Introduction, opening prayer, and purpose of group
Generating rules for a successful group
Icebreaker
Heroin overview
Fentanyl overview
Video
Discussion

	2
	American Indians/Alaska Natives and the opioid epidemic
Responding to the opioid Crisis: An update for Tribal leaders
Historical trauma
Video
Discussion

	3
	Treatment for opioid use disorders
Medications for opioid use disorders
At home detoxification for opioids only
Video
Discussion

	4
	Culture, physical health, and pain self-management strategies
Physical wellness checklist
Pain self-management techniques
Video
Discussion



Table 4Description of opioid control condition handouts


	Part
	Input
	Output

	1
	NIH drug facts—Heroin
	Information about heroin and associated risks

	1
	NIH drug facts—fentanyl
	Information about fentanyl and associated risks

	2
	Responding to the opioid Crisis: An update for Tribleleaders
	Information about the opioid epidemic in AI/AN communities

	2
	Understanding historical trauma when responding to an event in Indian country
	Information about historical trauma and substance use in AI/AN communities

	3
	Workplace solutions: Medication-assisted treatment for opioid use disorder
	Information about opioid use disorder and medications for OUD treatment

	3
	At home detoxification from opioids only
	Information about recognizing withdrawal symptoms and supporting a friend or loved one who may be detoxing from opioids

	4
	Your healthiest self: Physical wellness checklist
	Information about positive physical habits that individuals can follow to achieve and maintain a healthy lifestyle

	4
	Pain self-management strategies
	Information about pain self-management strategies that do not involve narcotic pain relievers




Analysis plan and data management
Data at all time points (baseline, 3-, 6-, and 12-month) will be collected using web-based surveys. We will conduct descriptive statistics and examine missing data. Frequencies will be examined for evidence of sparseness for categorical data and for non-normality (using plots, examination of skewness, kurtosis, etc.) for continuous variables. Where sparseness exists in categorical variables, we will collapse as necessary to produce cell sizes sufficient for analysis. Where non-normality is evident, variables may be transformed. Outliers may be recoded or omitted if necessary. Missing data will be dealt with using multiple imputation and/or full information maximum likelihood estimation. The N of 370 was determined in a priori power analyses to be sufficient to detect small to moderate intervention effect sizes for all primary and secondary outcomes. We chose to use the final projected sample size accounting for 20% attrition at the 12-month at follow up (n = 148 per arm). Within a repeated measures framework, these sample sizes, assuming a correlation between repeated assessments of 0.50, four timepoints, and alpha of 0.05, we have 80% power to detect a standardized effect size (d) of 0.31 between groups and 0.22 within groups. For mediation models, using bias-corrected bootstrapping, there is 80% power to detect a mediated/indirect effect when δ = 0.28 (i.e., effect of the predictor on the mediator) and β = 0.26 (i.e., effect of the mediator on the outcome) (Additional file 1).
All data collection and Record Management System functions will be conducted on the RAND Survey Research Group’s secure network segment. Computers on the secure network segment are isolated from the rest of the RAND network (e.g., no Internet access, e-mail, or file sharing between these computers and the unclassified network), minimizing the possibility of infection by malicious software and unintentional exposure of sensitive data. The computers on the segment will also employ standard password protection along with file and folder permissions limiting access to appropriate project staff.
Baseline equivalence across experimental groups
We will evaluate comparability of experimental groups with respect to potential confounders. Categorical methods of analysis (e.g., cross tabulations, chi-square) will be used to compare groups for discrete data (e.g., employment, school status). ANOVA or t-tests will be used to test for homogeneity of groups for continuous data at baseline. If a statistically significant difference is found, the covariates will be included in all subsequent analyses. If we observe considerable differences in the intervention and control groups that cannot be adequately accounted for with the addition of model covariates, we will develop analytic weights using propensity methods to balance the groups.
Aims of the project
We plan to compare our active control group (i.e., those who receive the opioid education workshop) to participants who receive TACUNA and the WC. We will compare outcomes between the two groups at 3, 6, and 12 months to determine (a) whether changes occur in initiation and escalation of opioid use and alcohol and other drug use, such as cannabis, and related consequences; time spent around peers who use opioids, cannabis, and alcohol; and perceived prevalence of peer use, (b) whether clinically significant changes occur in physical, social, emotional, and functional well-being, as well as spirituality and cultural connectedness, and (c) if reductions occur, estimate effect sizes. In addition, we will explore potential mechanisms of change for decreases in use through mediation analyses, including changes in social networks and cultural connectedness.
Screener
Participants will be screened with the Rapid Opioid Dependence Screen, an 8-item measure of opioid dependence based on the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition criteria, and designed for quick, targeted screening in clinical and research settings (e.g., use more opioids to get the same high as when first started using opioids, worry about use, find it difficult to stop use) [54].
Primary outcomes
Frequency of opioid, alcohol, and cannabis use
We will assess substance use history at each assessment with Monitoring the Future (MTF) items [55]. The consistency and reliability of these measures have been shown in numerous studies [56–58]. At baseline, we will measure lifetime (0 = 0 times, 1 = 1 or 2 times, 2 = 3–9 times, 3 = 10–19 times, 4 = 20–39 times, 5 = 40–99 times, 6 = 100 + times), past year, 3-month (0 = none, 1 = 1 time, 2 = 2 times, 3 = 3–5 times, 4 = 6–9 times, 5 = 10–19 times, 6 = 20–30 times, 7 = 31 + times) and 30-day use (number of days). At follow-up time points, we will measure past 3-month and past 30-day use.
Secondary outcomes
Cultural connectedness
Cultural connectedness will be measured with the Cultural Connectedness Scale, which comprises 29 items that address three dimensions: identity, traditions, and spirituality [59]. Respondents answer 11 yes/no questions (e.g., “I have a traditional person, elder, or other person who I talk to”), and use a scale from 1 = “strongly disagree” to 5 = “strongly agree” for 18 items (e.g., “I feel a strong connection/attachment towards my Native American community or Tribe”).
Social networks
Social network composition and structure. Participants will complete network interviews at baseline and follow-up to measure network characteristics and changes using procedures from our previous work [60, 61] and standard procedures for collecting and analyzing personal networks [20, 62, 63]. Participants will be asked to name up to 15 network contacts (“alters”) who are at least 18 years of age or older to produce unbiased network measures [64, 65]. Participants will answer questions about each alter (e.g., demographics, relationship quality, likelihood to use drugs) to produce raw data for network composition measures (e.g., % who engage in heavy drinking) [66]. Participants will identify ties among alters to produce raw relationship data to measure network structure (density of ties, average centrality of network members who use substances, etc.) [67, 68].
Economic outcomes
The economic evaluation is planned as a within-trial cost-effectiveness analysis to assess the incremental cost and effectiveness of the TACUNA intervention compared with the opioid education control condition. Following recommendations from the Panel of Cost-Effectiveness in Health and Medicine [69], we plan to report costs and cost-effectiveness estimates in terms of two reference cases, one based on a program perspective (programmatic and provider time costs) and the other on a limited societal perspective that incorporates a broader range of costs, such as opportunity costs to participants.
Resource use and costs
We will account for programmatic costs following the micro-costing approach of prior work [70–73]. Resource use and unit prices will be obtained from several sources (e.g., program records, primary collection of time-use data, and published salary values from government websites) and collected alongside the trial using a standardized tool created through collaboration with the HEAL Prevention Initiative Cooperative Economic Workgroup. While the analysis will exclude research and development costs, all other programmatic costs will be classified separately by the trial condition to which they apply (i.e., TACUNA or opioid education workshop) as well as the phase of implementation of the intervention (i.e., start-up or intervention delivery). Start-up costs will include those costs accrued prior to intervention delivery, including labor and materials costs associated with hiring and training facilitators, pilot-testing of the virtual delivery of the intervention, and planning meetings with the Elder Advisory Board to refine and tailor the interventions. Intervention delivery costs include time and labor for scheduling workshops and wellness circles, preparation and delivery of the interventions, and ongoing management, as well as direct costs of materials (e.g., food, sage, handouts) and shipping. For the limited societal perspective, we will also incorporate opportunity costs to participants based on participant-level attendance records and earnings information collected through the participant surveys [69, 70]. We had initially planned to track space and utility costs, as well as transportation costs; however, the shift to virtual implementation of the interventions precludes the accrual of costs in these domains.
Effectiveness
We will follow recommendations for economic evaluations of AOD use interventions [74, 75] and consider multiple outcomes to compare effectiveness at 6 and 12 months after baseline. Our primary effectiveness measures will be abstention from opioid use in the past 3 months (either through preventing initiation or discontinuing use); abstention or consumption below the threshold of heavy use for alcohol and cannabis [46]; and a reduction in time spent around peers who use opioids. Because our focus is on prevention, an effectiveness outcome related to peers will be informative.
Analysis
Primary and secondary outcomes
Our analytic approach will focus on our primary and secondary outcomes. We will compare opioid education workshop participants to TACUNA participants, with covariates and the baseline measure of the outcome of interest. Given the longitudinal design, we may use more than one method for analyzing the data. SAS Proc Glimmix may be used with overdispersion and/or zero-inflation accounted for as needed in the modeling approach using restricted maximum likelihood estimation. Alternatively, we will work within a multigroup latent growth model framework using maximum likelihood estimation for continuous outcomes or weighted least square mean and variance (WLSMV) for categorical outcomes as implemented in Mplus. Outcomes will be tested at each time point [3, 6, and 12 months), and longitudinal analyses will be used to test for differences in change over the 12-month period. Testing for differences at each time point provides estimates of the intervention effect at that time; however, the longitudinal analysis will capture patterns of change over time; that is, whether the average change on outcomes within each group will produce different trajectories. To enhance interpretability of our results, we will use estimated differences between groups to calculate standardized effect sizes in terms of d (for continuous variables); we will use odds ratio estimates to calculate risk difference and number needed to treat, based on outcome proportions for the opioid education workshop group. All primary analyses will be by intention to treat, and we will attempt to follow up with all individuals, regardless of attendance. We will also model attendance to detect factors that alter the probability of attending using ordinal logistic regression approaches. Although not part of the design, it is possible that individuals in the control group may attend a wellness circle. We will be able to include this as a covariate in our models.
Mechanisms of change
We will conduct mediation analyses to examine whether changes in social networks and cultural connectedness serve as explanatory mechanisms for reductions in opioid, cannabis, and alcohol use. This will allow us to leverage our novel dataset to explore predictors of behavior change, thereby improving the development of future interventions. We will first conduct a multivariate mediation test to determine if the total mediation effect is statistically significant to control Type I error rate. If the total mediated effect is significant, we will then examine individual mediators to determine statistical significance. The estimate of the effect of the intervention on the outcome can be divided into the direct effect and the indirect (mediated) effect. The standard errors of the individual indirect effects will be estimated using bias-corrected bootstrapping.
Economic outcomes
Economic analysis. We will conduct an intent-to-treat analysis. We will first perform deterministic analyses (i.e., direct calculations) to sum intervention costs (and opportunity costs for the limited societal perspective), yielding incremental net costs as the difference between net costs per participant to (a) those receiving TACUNA and (b) those receiving the opioid education workshop. Next, we will perform probabilistic (Monte Carlo) analyses to account for uncertainty and variability in cost parameters. We will construct short-term incremental cost-effectiveness ratios (ICERs) for each outcome, which reflect the marginal cost associated with achieving an additional unit of the effectiveness outcome through TACUNA, relative to the opioid education workshop control condition. We will assess model and parameter uncertainty on each outcome’s effect sizes, allowing us to consider a range of values from findings related to uncertainty or variability in the relative effectiveness of TACUNA compared to the opioid education workshop. We will construct ICER confidence intervals using non-parametric bootstrapping techniques within the multivariable framework, although we may consider other methods [76–81].
Sensitivity analysis
We will perform sensitivity analyses to test the importance of key model parameters, such as modifying the price of a given resource or excluding start-up costs from calculations, on ICER findings. Additionally, we will consider how costs and cost-effectiveness differ under alternative parameter assumptions as well as under different assumptions about attendance or treatment dosage.
Limitations and alternative methods considered
There are some important limitations to our work. First, we had to quickly change our implementation method from in-person groups to virtual groups because of the COVID-19 pandemic. While virtual implementation is potentially a strength as it lowers some barriers to entry, such as travel, a known barrier to research participation among underserved populations in urban areas [82, 83], it is quite challenging to recruit and manage retention during a pandemic. A second limitation is that we are adapting the MISN from use with individuals to a group context. However, our initial use of the MISN in the three pilot workshops in phase 1 highlighted that the emerging adults found discussion of social networks in the group engaging and enjoyable; thus, we expect the adaptation to be successful in the RCT. Third, we developed the manual with California samples as we originally planned to conduct the study only in California. Now that the interventions are virtual, we are recruiting across the U.S., and other states’ urban areas may differ from California’s urban areas. It is important to note, however, that even in our urban areas in California, there was wide diversity among focus group participants, with over 50 tribes represented, and with emerging adults in varied urban areas highlighting different issues (e.g., greater emphasis on housing and job opportunities in Northern California versus parenting and urban sprawl in Southern California; greater emphasis on migrating among reservations or rancherias, rural areas, and urban areas in Northern California). Given this diversity, it is likely that the program will have broad appeal, and we are creating a template for how to make the program accessible to a wider population because of the more flexible online format. Fourth, we are not using a neutral control group, thus conclusions about efficacy of the intervention are in reference to our active control group. However, our focus group work in these communities and discussions with our Elder Advisory Board and SPIWC emphasized the importance of ensuring that all participants in the RCT received some type of cultural programming. Finally, our economic analysis does not adopt a full societal perspective, as collecting the full range of potential cost savings from reduced healthcare visits, or criminal justice involvement was not feasible in our study context (i.e., we are unable to link participants to administrative healthcare or law enforcement data sources). Reduced substance use and initiation may generate cost savings in sectors that we are unable to capture; thus, our cost-effectiveness analysis may be conservative. However, our programs focus on both prevention and intervention, and our target population is likely lower-risk in terms of these outcomes. Thus, this is unlikely to substantively influence our within-trial economic evaluation, although it may have implications for longer-term budget impact analyses.
Discussion
This is the first study to date to address opioid use among urban AI/AN emerging adults by testing a brief group MI intervention that integrates traditional practices and social network visualization. The TACUNA intervention involves workshops at the individual level, a wellness circle at the community level, and is designed to reduce opioid, alcohol, and cannabis use, increase cultural connectedness, and encourage healthy social networks among urban AI/AN emerging adults.
This clinical trial will compare the effectiveness of the TACUNA intervention to a culturally sensitive opioid education workshop, and examine outcomes over a 12-month period. We will assess not only the effects of these two culturally appropriate interventions on subsequent substance use, but we will also examine whether cultural connectedness and support from social networks mediate any effects of the intervention. This is important as urban AI/AN emerging adults face numerous challenges given experiences of acculturative stress and the disconnection from their cultural community [12, 18, 84, 85]. Previous work has emphasized the protective effects of culture in addressing health disparities among this population [28, 86, 87], and in promoting resilience for AI/AN people living in urban areas [88]. Further, there is only one study to date assessing AI/AN youth social networks, and participants were younger and lived in remote villages across the state of Alaska [89]. Findings indicated that connections to adults and Elders were protective, highlighting how social networks and community engagement foster resilience [89]. The current study will be able to address important questions about the protective role of social networks for urban AI/AN emerging adults that have not been previously examined, providing an understanding of the amount of support these emerging adults receive to engage in traditional practices and make healthy choices around substance use. In addition, by incorporating an economic evaluation within the broader study, we can also inform key questions related to feasibility, affordability, and economic efficiency. In sum, the current study addresses a critical programming need for urban AI/AN emerging adults as it focuses on increasing resilience through reduction of substance use, provision of cultural resources, and increased supportive social connections.
Acknowledgements
We wish to dedicate this manuscript to the memory of Janet King, a Native American leader from the Lumbee tribe. She was a member of our Elder Advisory Board (EAB), and provided guidance to many of our projects. She will be missed, and we know that her work for the AI/AN community will continue to influence and inspire future generations. We also wish to acknowledge the other members of our EAB: Virginia Arvizu-Sanchez (Tongva, Kumeyaay, Apache), Benjamin Hale (Navajo), George Funmaker (Dakota/Ho-Chunk), Anthony Lopez (Am Pomo Indian), Lynette Mike (Paiute and Miwok), and Kurt Schweigman (Lakota). Finally, we wish to thank Robert Young (Pueblo of Acoma), who designed the TACUNA project logo.

Authors’ contributions
EJD and DLD designed the study. EJD, DLD, and CJ developed the TACUNA and opioid education workshop curricula. AR developed the research design and analytic approach. DJK reviewed the design and analytic approach. RAB, DPK and AIP provided information on the focus group study and social network sections. RS provided information on economic measures and evaluation. JP and KM provided information on procedures, and completed Figs. 2 and 3 and the SPIRIT checklist. MJW and NG compiled all figures and tables. All authors read, edited, and approved the final manuscript.

Funding
This research is funded by Grants UG3DA050235 and UH3DA050235 from the National Institute on Drug Abuse (PIs D’Amico & Dickerson).

Availability of data and materials
Once collected, de-identified data from this study will be available from the corresponding author on reasonable request one year after all aims of the project are completed. Requestors of data will be asked to complete a data-sharing agreement that provides for (1) a commitment to using the data only for research purposes and not to identify any individual participant or tribal affiliations; (2) a commitment to securing the data using appropriate computer technology; and (3) a commitment to destroying or returning the data after analyses are completed. Data requests for this study must be made to the TACUNA Urban Intertribal Native American Reivew Board. Review of data requests by the TACUNA Urban Intertribal Native American Reivew Board is crucial to ensure that AI/AN communities are protected from potential harm or misuse of data.

Declarations
Ethics approval and consent to participate
All research activities have been approved by RAND’s IRB (the Human Subjects Protection Committee) and by our Urban Intertribal Native American Review Board.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Indian Health Service. HS implements groundbreaking new policy regarding opioid prescribing. Available at: https://​www.​ihs.​gov/​newsroom/​ihs-blog/​july2016/​ihs-implements-groundbreaking-new-policy-regarding-opioid-prescribing/​. 2016.

	2.
Venner KL, Donovan DM, Campbell ANC, Wendt DC, Rieckmann T, Radin SM, et al. Future directions for medication assisted treatment for opioid use disorder with American Indian/Alaska Natives. Addict Behav. 2018;86:111–7.PubMedPubMedCentral

	3.
Tipps RT, Buzzard GT, McDougall JA. The opioid epidemic in Indian Country. J Law Med Ethics. 2018;46:422–36.PubMed

	4.
Center for Behavioral Health Statistics and Quality. National Survey on Drug Use and Health: Detailed Tables. Rockville, MD: Substance Abuse and Mental Health Services Administration; 2016.

	5.
Wilson N, Kariisa M, Seth P, Smith H, NLD. Drug and opioid-involved overdose deaths—United States, 2017–2018. MMWR Morb Mortal Wkly Rep 2020. p. 290–7.

	6.
Joshi S, Weiser T, Warren-Mears V. Drug, opioid-involved, and heroin-involved overdose deaths among American Indians and Alaska Natives—Washington, 1999–2015. MMWR Morb Mortal Wkly Rep. 2018;67:1384–7.PubMedPubMedCentral

	7.
Hansen RN, Oster G, Edelsberg J, Woody GE, Sullivan SD. Economic costs of nonmedical use of prescription opioids. Clin J Pain. 2011;27(3):194–202.PubMed

	8.
Birnbaum HG, White AG, Schiller M, Waldman T, Cleveland JM, Roland CL. Societal costs of prescription opioid abuse, dependence, and misuse in the United States. Pain Med. 2011;12(4):657–67.PubMedPubMedCentral

	9.
Cobb N, Espey D, King J. Health behaviors and risk factors among American Indians and Alaska Natives, 2000–2010. Am J Public Health. 2014;104:S481–9.PubMedPubMedCentral

	10.
Arias E, Xu J, Jim MA. Period life tables for the non-Hispanic American Indian and Alaska Native population, 2007–2009. Am J Public Health. 2014;104:S312–9.PubMedPubMedCentral

	11.
Brave Heart MYH, DeBruyn LM. The American Indian holocaust: healing historical unresolved grief. Am Indian Alaska Native Mental Health Res. 1998;8(2):56–78.

	12.
Duran E, Duran B. Native American post-colonial psychology. New York, NY: Suny Press; 1995.

	13.
Burt LW. Roots of the Native American urban experience: relocation policy in the 1950s. Am Indian Q. 1986;10(2):85–99.

	14.
Myhra LL. “It runs in the family”: Intergenerational transmission of historical trauma among urban American Indians and Alaska Natives in culturally specific sobriety maintenance programs. Am Indian Alaska Native Mental Health Res. 2011;18(2):17–40.

	15.
Myhra LL, Wieling E. Intergenerational patterns of substance abuse among urban American Indian families. J Ethn Subst Abuse. 2014;13(1):1–22.PubMed

	16.
Brown RA, Dickerson DL, D’Amico EJ. Cultural identity among urban American Indian/Alaska Native youth: implications for intervention design. Prev Sci. 2016;17(7):852–61.PubMedPubMedCentral

	17.
Brown RA, Dickerson DL, Klein DJ, Agniel D, Johnson C, D’Amico EJ. Identifying as American Indian/Alaska Native: implications for adolescent behavioral health and well-being. Youth & Society (in press).

	18.
Dickerson DL, Brown RA, Klein DJ, Agniel D, Johnson C, D’Amico EJ. Discrimination and its association with health risk behaviors among a sample of urban American Indian/Alaska Native adolescents. J Racial Ethnic Health Disparities (in press).

	19.
Jones ML, Galliher RV. Daily racial microaggressions and ethnic identification among Native American young adults. Cultur Divers Ethnic Minor Psychol. 2015;21(1):1–9.PubMed

	20.
Kennedy DP, Osilla KC, Hunter SB, Golinelli D, Maksabedian Hernandez E, Tucker JS. A pilot test of a motivational interviewing social network intervention to reduce substance use among housing first residents. J Subst Abuse Treat. 2018;86:36–44.PubMed

	21.
Tobler AL, Maldonado-Molina MM, Staras SAS, O’Mara RJ, Livingston MD, Komro KA. Perceived racial/ethnic discrimination, problem behaviors, and mental health among minority urban youth. Ethn Health. 2013;18(4):337–49.PubMed

	22.
Brodish AB, Cogburn CD, Fuller-Rowell TE, Peck S, Malanchuk O, Eccles JS. Perceived racial discrimination as a predictor of health behaviors: the moderating role of gender. Race Soc Probl. 2011;3(3):160–9.PubMedPubMedCentral

	23.
Gittelsohn J, Belcourt A, Magarati M, Booth-LaForce C, Duran B, Mishra SI, et al. Building capacity for productive indigenous community-university partnerships. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-018-0949-7.CrossrefPubMedCentral

	24.
Crump AD, Etz K, Arroyo JA, Hemberger N, Srinivasan S. Accelerating and strengthening Native American health research through a collaborative NIH initiative. Prev Sci. 2017. https://​doi.​org/​10.​1007/​s11121-017-0854-5 (Epub ahead of print).CrossrefPubMedCentral

	25.
Whitesell NR, Mousseau A, Parker M, Rasmus S, Allen J. Promising practices for promoting health equity through rigorous intervention science with indigenous communities. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-018-0954-x.CrossrefPubMedCentral

	26.
Crump AD, Etz K, Arroyo JA, Hemberger N, Srinivasan S. Accelerating and strengthening Native American health research through a collaborative NIH initiative. Prev Sci. 2020;21:1–4.PubMed

	27.
Ivanich JD, Mousseau AC, Walls M, Whitbeck L, Whitesell NR. Pathways of adaptation: two case studies with one evidence-based substance use prevention program tailored for Indigenous youth. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-018-0914-5 (Epub ahead of print).Crossref

	28.
Jernigan VB, D’Amico EJ, Duran B, Buchwald D. Multilevel and community-level interventions with Native Americans: challenges and opportunities. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-018-0916-3 (Epub ahead of print).CrossrefPubMedCentral

	29.
Jernigan VB, D’Amico EJ, Keaweaimoku Kaholokula J. Prevention research with indigenous communities to expedite dissemination and implementation efforts. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-018-0951-0 (Epub ahead of print).CrossrefPubMedCentral

	30.
Dickerson D, Baldwin J, Belcourt A, Belone L, Gittelsohn J, Kaholokula K, et al. Encompassing cultural contexts within scientific research methodologies in the development of health promotion interventions. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-018-0926-1.CrossrefPubMedPubMedCentral

	31.
Stanley LR, Swaim RC, Kaholokula JKa, Kelly KJ, Belcourt A, Allen J. The imperative for research to promote health equity in Indigenous communities. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-017-0850-9 (Epub ahead of print).Crossref

	32.
Walters KL, Johnson-Jennings M, Stroud S, Rasmus S, Charles B, John S, et al. Growing from our roots: strategies for developing culturally grounded health promotion interventions in American Indian, Alaska Native, and Native Hawaiian communities. Prev Sci. 2018. https://​doi.​org/​10.​1007/​s11121-018-0952-z.CrossrefPubMedCentral

	33.
D’Amico EJ, Dickerson DL. Development and implementation of a culturally centered opioid prevention intervention for American Indian/Alaska Native young adults in California. National Institute on Drug Abuse; 2020.

	34.
D’Amico EJ, Dickerson DL, Brown RA, Johnson C, Agniel D, Klein D. Motivational Interviewing and Culture for Urban Native American Youth (MICUNAY): a randomized controlled trial. J Subst Abuse Treat. 2020;111:86–99.PubMed

	35.
Berwick DM. Disseminating innovations in health care. JAMA J Am Med Assoc. 2003;289(15):1969–75.

	36.
Sanson-Fisher RW, Campbell EM, Perkins JJ, Blunden S, Davis B. Indigenous health research: a critical review of outputs over time. Med J Aust. 2006;184:502–5.PubMed

	37.
Legha RK, Novins D. The role of culture in substance abuse treatment programs for American Indian and Alaska Native communities. Psychiatr Serv. 2012;63(7):686–92.PubMed

	38.
Gone JP, Looking PE. American Indian culture as substance abuse treatment: pursuing evidence for a local intervention. J Psychoactive Drugs. 2011;43(4):291–6.PubMed

	39.
Wright S, Nebelkopf E, King J, Maas M, Patel C, Samuel S. Holistic system of care: evidence of effectiveness. Subst Use Misuse. 2011;46(11):1420–30.PubMed

	40.
Hanson KL, Lisdahl Medina K, Padula CB, Tapert SF, Brown SA. Impact of adolescent alcohol and drug use on neuropsychological functioning in young adulthood:10-year outcomes. J Child Adolesc Subst Abuse. 2011;20(2):135–54.PubMedPubMedCentral

	41.
United Nations Office on Drugs and Crime. World drug report. Vienna, Austria: United Nations; 2014.

	42.
Dickerson DL, Brown RA, Johnson CL, Schweigman K, D’Amico EJ. Integrating motivational interviewing and traditional practices to address alcohol and drug use among urban American Indian/Alaska Native youth. J Subst Abuse Treat. 2015;65:26–35.PubMedPubMedCentral

	43.
Kennedy DP, Hunter SB, Osilla KC, Maksabedian E, Golinelli D, Tucker JS. A computer-assisted motivational social network intervention to reduce alcohol, drug and HIV risk behaviors among housing first residents. Addict Sci Clin Pract. 2016;11(1):1–13.

	44.
Osilla KC, Kennedy DP, Hunter SB, Maksabedian E. Feasibility of a computer-assisted social network motivational interviewing intervention for substance use and HIV risk behaviors for housing first residents. Addict Sci Clin Pract. 2016;11(14):1–11.

	45.
Kennedy DP, Green HD Jr, McCarty C, Tucker JS. Nonexperts’ recognition of structure in personal network data. Field Methods. 2011;23(3):287–306.PubMedPubMedCentral

	46.
D’Amico EJ, Parast L, Shadel WG, Meredith LS, Seelam R, Stein BD. Brief motivational interviewing intervention to reduce alcohol and marijuana use for at-risk adolescents in primary care: a randomized clinical trial. J Consult Clin Psychol. 2018;86(9):775–86.PubMedPubMedCentral

	47.
D’Amico EJ, Tucker JS, Miles JNV, Zhou AJ, Shih RA, Green HDJ. Preventing alcohol use with a voluntary after school program for middle school students: results from a cluster randomized controlled trial of CHOICE. Prev Sci. 2012;13(4):415–25.PubMedPubMedCentral

	48.
Powwowtimes. Medicine wheel Native American teachings explained 2020 July 29, 2021. Available from: https://​powwowtimes.​ca/​medicine-wheel-native-american-teachings-explained/​.

	49.
Warne D. The Medicine Wheel, 1 of 3 (video). 2007.

	50.
Warne D. The Medicine Wheel, 2 of 3 (video). 2007.

	51.
Warne D. The Medicine Wheel, 3 of 3 (video). 2007.

	52.
D’Amico EJ, Hunter SB, Miles JNV, Ewing BA, Osilla KC. A randomized controlled trial of a group motivational interviewing intervention for adolescents with a first time alcohol or drug offense. J Subst Abuse Treat. 2013;45(5):400–8.PubMed

	53.
National American Indian & Alaska Native Addiction Technology Transfer Center (NA-ATTC). Tribal Opioid Response (TOR) Program https://​attcnetwork.​org/​centers/​national-american-indian-and-alaska-native-attc/​home.

	54.
Wickersham JA, Azar MM, Cannon CM, Altice FL, Springer SA. Validation of a brief measure of opioid dependence: the rapid opioid dependence screen (RODS). J Correct Health Care. 2015;21(1):12–26.PubMedPubMedCentral

	55.
Johnston LD, O'Malley PM, Bachman JG, Schulenberg JE. Monitoring the Future national survey results on drug use, 1975–2010. Volume I: Secondary school students. Ann Arbor, Michigan: Institute for Social Research, The University of Michigan; 2011.

	56.
Johnston LD, O’Malley PM. Issues of validity and population coverage in student surveys of drug use. In: Rouse BA, Casual NJ, Richards LG, editors. Self-report methods of estimating drug use: Meeting current challenges to validity. NIDA research Monograph 57. Rockville, MD: NIDA; 1985.

	57.
Johnston LD, O’Malley PM, Bachman JG. National survey results on drug use from the Monitoring the Future Study, 1975–1997. Bethesda, MD: National Institute on Drug Abuse; 1998.

	58.
Johnston LD, O'Malley PM. The recanting of earlier-reported drug use by young adults. In: Harrison L, Hughes A, editors. The validity of self-reported drug use: Improving the accuracy of survey estimates. NIDA research monograph 167. Washington D.D.: NIDA; 1997. pp. 59–80.

	59.
Snowshoe A, Crooks CV, Tremblay PF, Craig WM, Hinson RE. Development of a cultural connectedness scale for First Nations youth. Psychol Assess. 2015;27(1):249–59.PubMed

	60.
Perry BL, Pescosolido BA, Borgatti SP. Egocentric network analysis: foundations, methods, and models. Cambridge, UK: Cambridge University Press; 2018.

	61.
Crossley N, Bellotti E, Edwards G, Everett MG, Koskinen J, Tranmer M. Social network analysis for ego-nets: social network analysis for actor-centred networks: SAGE; 2015.

	62.
Kennedy DP, Wenzel SL, Tucker JS, Green HD Jr, Golinelli D, Ryan GW, et al. Unprotected sex of homeless women living in Los Angeles County: an investigation of the multiple levels of risk. AIDS Behav. 2010;14(4):960–73.PubMedPubMedCentral

	63.
Rhoades H, Wenzel SL, Golinelli D, Tucker JS, Kennedy DP, Green HD, et al. The social context of homeless men’s substance use. Drug Alcohol Depend. 2011;118(2/3):320–5.PubMedPubMedCentral

	64.
Golinelli D, Ryan G, Green HD Jr, Kennedy DP, Tucker JS, Wenzel SL. Sampling to reduce respondent burden in personal network studies and its effect on estimates of structural measures. Field Methods. 2010;22(3):217–30.PubMedPubMedCentral

	65.
McCarty C, Killworth PD, Rennell J. Impact of methods for reducing respondent burden on personal network structural measures. Social Netw. 2007;29(2):217–30.

	66.
Tucker JS, Kennedy D, Ryan G, Wenzel SL, Golinelli D, Zazzali J. Homeless women’s personal networks: implications for understanding risk behavior. Hum Organ. 2009;68(2):129–40.PubMedPubMedCentral

	67.
McCarty C. Measuring structure in personal networks. Gainesville, FL: University of Florida; 2002.

	68.
Borgatti SP, Everett MG, Johnson JC. Analyzing social networks. 2nd edn. SAGE Publications Limited; 2018.

	69.
Sanders GD, Neumann PJ, Basu A, Brock DW, Feeny D, Krahn M, et al. Recommendations for conduct, methodological practices, and reporting of cost-effectiveness analyses: second panel on cost-effectiveness in health and medicine. JAMA J Am Med Assoc. 2016;316(10):1093–103.

	70.
Kilmer B, Burgdorf J, D’Amico EJ, Tucker JS, Miles JNV. A multi-site cost analysis of a school-based voluntary alcohol and drug prevention program. J Stud Alcohol Drugs. 2011;72(5):823–32.PubMedPubMedCentral

	71.
Zarkin GA, Bray JW, Davis KL, Babor TF, Higgins-Biddle JC. The costs of screening and brief intervention for risky alcohol use. J Stud Alcohol. 2003;64:849–57.PubMed

	72.
Murphy SM, Campbell ANC, Ghitza UE, Kyle TL, Bailey GL, Nunes EV, et al. Cost-effectiveness of an internet-delivered treatment for substance abuse: data from a multisite randomized controlled trial. Drug Alcohol Depend. 2016;161:119–26.PubMedPubMedCentral

	73.
Cowell AJ, Zarkin GA, Wedehase BJ, Lerch J, Walters ST, Taxman FS. Cost and cost-effectiveness of computerized vs in-person motivational interventions in the criminal justice system. J Subst Abuse Treat. 2018;87:42–9.PubMedPubMedCentral

	74.
Sindelar JL, Jofre-Bonet M, French MT, McLellan AT. Cost-effectiveness analysis of addiction treatment: paradoxes of multiple outcomes. Drug Alcohol Depend. 2004;73(1):41–50.PubMed

	75.
Cowell AJ, Bray JW, Mills MJ, Hinde JM. Conducting economic evaluations of screening and brief intervention for hazardous drinking: methods and evidence to date for informing policy. Drug Alcohol Rev. 2010;29(6):623–30.PubMedPubMedCentral

	76.
Conigliani C, Tancredi A. A bayesian model averaging approach for cost-effectiveness analyses. Health Econ. 2009;18(7):807–21.PubMed

	77.
Chaudhary MA, Stearns SC. Estimating confidence intervals for cost-effectiveness ratios: an example from a randomized trial. Stat Med. 1996;15(13):1447–58.PubMed

	78.
Polsky D. Confidence intervals for cost-effectiveness ratios: a comparison of four methods. Health Econ. 1997;6(3):243–52.PubMed

	79.
Willan AR, O’Brien BJ. Confidence intervals for cost-effectiveness ratios: an application of Fieller’s Theorem. Health Econ. 1996;5(4):297–305.PubMed

	80.
Barber JA, Thompson SG. Analysis of cost data in randomized trials: an application of the non-parametric bootstrap. Statist Med. 2000;19(23):3219.

	81.
Fenwick E, Claxton K, Sculpher M. Representing uncertainty: the role of cost-effectiveness acceptability curves. Health Econ. 2001;10(8):779–87.PubMed

	82.
Adegboye ARA, Cocate PG, Benaim C, da Veiga Soares Carvalho MC, Schlüssel MM, de Castro MBT, et al. Recruitment of low-income pregnant women into a dietary and dental care intervention: lessons from a feasibility trial. Trials. 2020;21(1):244.

	83.
Aycinena AC, Valdovinos C, Crew KD, Tsai WY, Mata JM, Sandoval R, et al. Barriers to recruitment and adherence in a randomized controlled diet and exercise weight loss intervention among minority breast cancer survivors. J Immigr Minor Health. 2017;19(1):120–9.PubMed

	84.
D’Amico EJ, Dickerson DL, Brown RA, Klein DJ, Agniel D, Johnson C. Unveiling an ‘invisible’ population: health, substance use, sexual behavior, culture, and discrimination among urban American Indian/Alaska Native adolescents in California. Ethn Health. 2019;26(6):845–62.PubMedPubMedCentral

	85.
Dickerson DL, Brown RA, Klein DJ, Agniel D, Johnson C, D’Amico EJ. Overt perceived discrimination and racial microaggressions and their association with health risk behaviors among a sample of urban American Indian/Alaska Native adolescents. J Racial Ethn Health Disparities. 2019;6(4):733–42.PubMedPubMedCentral

	86.
Kaholokula J, Ing C, Look M, Delafield R, Sinclair K. Culturally responsive approaches to health promotion for Native Hawaiians and Pacific Islanders. Ann Hum Biol. 2018;45(3):249–53.PubMedPubMedCentral

	87.
Bassett D, Tsosie U, Nannauck S. “Our culture is medicine”: perspectives of Native healers on posttrauma recovery among American Indian and Alaska Native patients. Permanente J. 2012;16(1):19–27.

	88.
Shuman N. The use of traditional healing practices to address AI/AN historical trauma and disparities in behavioral health. Washington D.C.: National Council of Urban Indian Health; 2018.

	89.
Philip J, Ford T, Henry D, Rasmus S, Allen J. Relationship of social network to protective factors in suicide and alcohol use disorder intervention for rural Yup’ik Alaska Native youth. Psychosoc Interv. 2016;25:45–54.



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Integrating traditional practices and social network visualization to prevent substance use: study protocol for a randomized controlled trial among urban Native American emerging adults


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/images/13722_2021_265_Fig8_HTML.png
1 met some friends 1 know what you did

before school, and... lastweekend

1 know what you did 1 know what you did
lastweekend lastweekend

| went to a party to
see friends, drank 5
beers, drove home
and got pulled over.

| drank before a
ceremony or
traditional activity.

We hung out and
talked about what
we’re going to do this
weekend.

| went to the movies
with some friends.
We didn’t drink or use
before the movie.





OEBPS/images/13722_2021_265_Fig4_HTML.png
EACUNA

s and Connections for Urban Native Americans

Workshop 3 Workshop 1
BEHAVIORAL FOCUS

Making Healthy Choices Making Healthy Choices
for My Spirit for My Brain

— How substance use may affect — How my social networks may
my relationships influence my choices

— Creating a spiritual life: — Connecting journeys: Traditional
Prayer, sage, and smudging and digital storytelling

PHYSICAL FOCUS





OEBPS/images/13722_2021_265_Fig10_HTML.png
DrugFa DrugFacts

www.drugabuse.gov www.drugabuse.gov

Fentanyl

Heroin

‘What is fentanyl?
What is heroin?
Fentanyl is a powerful synthetic opioid that is similar to
morphine but is 50 to 100 times more potent.*? Itis a
prescription drug that is also made and used illegally. Like
morphine, it is a medicine that is typically used to treat patients
with severe pain, especially after surgery.? Itis also sometimes
used to treat patients with chronic pain who are physically
tolerant to other opioids.* Tolerance occurs when you need a
higher and/or more frequent amount of a drug to get the
How do people use heroin? Photo by DEA/Lusa.gov/1TaKedi desired effects.

Heroin is an opioid drug made from morphine, a
natural substance taken from the seed pod of the
wvarious opium poppy plants grown in Southeast and
Southwest Asia, Mexico, and Colombia. Heroin can be
a white or brown powder, or a black sticky substance
known as black tar heroin. Other common names for
heroin include big H, horse, hell dust, and smack.

. . : . — = Photo by DEA
Peo‘l:ée mclaelclrt, dsmff sxl::x;: or smoke heroin. Some people mix heroin with crack cocaine, a In its prescription form, fentanyl is known by such names as
practice called speedballing. Actiq® Duragesic®, and Sublimaze®.** Street names for illegally used fentanyl include
What are the effects of heroin? épacheé( ((::hai:ha Girl, China White, Dance Fever, Friend, Goodfellas, Jackpot, Murder 8, and
ango 3
Heroin enters the brain rapidly and binds to opioid receptors on cells located in many
areas, especially those involved in feelings of pain and pl: and in controlling heart Synthetic opioids, including are now the most drugs involved in drug
rate, sleeping, and breathing. overdose deaths in the United States. In 2017, 59.8 percent of opioid-related deaths
involved fentanyl compared to 14.3 percent in 2010.
Prescription Opioids and Heroin
Prescription opioid pain medicines such as OxyContin® and Vicodin® have effects similar to What are Opioids?
heroin. Research suggests that misuse of these drugs may open the door to heroin use. Opioids are a class of drugs naturally found in the opium poppy plant. Some opioids are
Data from 2011 showed that an estimated 4 to 6 percent who misuse prescription opioids made from the plant directly, and others, like fentanyl, are made by scientists in labs using
switch to heroin®*3and about 80 percent of people who used heroin first misused the same chemical structure (semi-synthetic or synthetic).
prescription opioids.**More recent data suggest that heroin is frequently the first opioid
people use. In a study of those entering treatment for opioid use disorder, approximately 2
one-third reported heroin as the first opioid they used regularly to get high.# How do people use fentanyl?
This suggests that prescription opioid misuse is just one factor leading to heroin use. Read When prescribed by a doctor, fentanyl can be given as a shot, a patch that is putona
more about this intertwined problem in our Pr iption Opioids and Heroin person’s skin, or as lozenges that are sucked like cough drops.5
Report.
The illegally used f yl most often iated with recent overdoses is made in labs. This

synthetic fentanyl is sold illegally as a powder, dropped onto blotter paper, putin eye
droppers and nasal sprays, or made into pills that look like other prescription opioids.”

Heroin - November 2019 - Page 1 Fentanyl - February 2019 - Page 1
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UNDERSTANDING HISTORICAL TRAUMA WHEN RESPONDING TO AN EVENT IN

INDIAN COUNTRY

In this tip sheet, we respectfully use the term
"Native Americans” to describe the hundreds
of tribes, reservations, pueblos, and villages
throughout the United States. Know that all

tribes are unique, with highly indnvidual cultures,
govemnance, and belief systems. Find out the best
way to offer response assistance for the tnbe with
which you are working.

WHAT IS HISTORICAL TRAUMA?

Historical trauma is the cumulative,
multigenerational, collective experience

of emaoticnal and psychological injury in
communities and in descendants.™* One of
the most familiar examples of historical trauma
is that experienced by Native Americans.
SAMHSA’s GAINS Center for Behavioral
Health and Justice Transformation writes, “This
population has been exposed to generations
of viclent colonization, assimilation policies,
and general loss.™ As a result, many Native
American people, cultures, and traditions
suffered over time.

The effects of histoncal trauma among Native
Americans include changes in the traditional ways
of child rearing, family structure, and relationships.
Some observed responses to histonical trauma
may include signs of overall poor physical and

emotional health, such as low seff-esteem,
depression, substance abuse, and high rates of
suicide. In many cases, histoncal trauma has also
disrupted the sense of community within the tribe
itself. There is a well-founded mistrust of outsiders
and govemment providers based on long-term
negative expenences with non-Native Americans.
This tip sheet can help disaster behavioral
health responders like you and your colleagues
better understand historical trauma in the
Native American culture and how it may affect
disaster preparedness and response efforts.

EFFECTS OF HISTORICAL TRAUMA ON
NATIVE AMERICANS

The effects of historical trauma can be
manifested in many ways. Among Native
Americans, it has included the following:

= A breakdown of traditional Native
family values

= Alcochol and other substance abuse?
» Depression, anxiety, and suicidality®

= Child abuse and neglect and domestic
violence

= Posttraumatic stress disorder
= General loss of meaning and sense of hope

= Intemalized oppression, self-hatred

Toll-Frea: 1-B77-SAMHSA-7 (1-B77-726-4727) | Info@samhsa hhs.gov | hitipostora samhsa gov 1
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