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Background: American Indians and Alaska Natives
(AI/ANs) have disproportionately high rates of
substance use disorders (SUDs). Effective treatment
can help to reduce these disparities. Objective: To
review and summarize the AI/AN SUD treatment
research literature. Methods: The literature between
1965 and 2011 was reviewed to identify AI/AN SUD
treatment articles. Results: Twenty-four unique studies
were identified. Earlier treatment research focused on
clinical ratings of improvement; later studies employed
formal assessment measures. Poor outcomes were
attributed to psychosocial factors. Where treatment
outcomes appeared to be similar to comparison
samples, interpretation was hampered by
methodological concerns. Conclusions: The research
has improved across the decades, as has the inclusion of
cultural adaptations. Future research should examine
factors that influence treatment effectiveness and
improve retention to bolster confidence in findings.
Scientific Significance:AI/ANs experience SUD-related
health disparities. Understanding what factors
contribute to positive treatment outcomes can help to
address these disparities.
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INTRODUCTION

Use of alcohol and other drugs varies considerably among
American Indians and Alaska Natives (AI/ANs). While
reports of abstention are high, AI/ANs also have higher
past-year and lifetime substance use disorder (SUD) rates
than the general US population (1–5). Negative conse-
quences from substance use are devastating for AI/ANs
and include high rates of fetal alcohol spectrum disorder
(FASD) (6), alcoholic cirrhosis deaths (7), and driving
under the influence (8). AI/ANs are also at greater risk
for alcohol-related violence (9), including motor vehicle
deaths and suicides (10,11). AI/AN drug-related death

during the period 2002–2004 was 1.5 times higher than
the US all-races rate and has increased 206% since 1979–
1981 (7). These disparities compel one to consider how
SUDs can be reduced; one way is to provide prompt and
effective treatment services.

AI/ANs comprised 1.5% of the general US population
but 2.3% of all SUD treatment admissions in 2007, and AI/
ANs are more likely than other racial and ethnic groups to
identify alcohol as their primary substance of abuse upon
treatment admission (12). In a study of reservation-based
AI/ANs, 38.9% of adults with past-year SUDs had sought
help in the past year including traditional AI/AN healing
(40%), 12-step programs (41%), and biomedical treatment
(52%) (13). Those who sought traditional healing instead
of biomedical help were more likely to endorse AI/AN
spirituality and identify with AI/AN culture, whereas those
who attended 12-step programs were more likely to iden-
tify with White culture. Given high rates of SUD and
related consequences among AI/ANs, we must seek a
better understanding of available treatments and their
empirical support. The goals of this study were to critically
review the literature on AI/AN alcohol and/or drug treat-
ment, clarify historical trends in this research, provide a
reference table, and suggest directions for future research.

METHOD

Search Strategy
A systematic review of the literature was conducted using
PsychINFO and PubMED using all forms of the words
alcohol- and drug-, treatment, American Indian, Alaska
Native, and Native American as search terms. The search
was limited to peer-reviewed articles published between
1965 and 2011; 154 unique articles were found. Additional
articles were also found in the references of the initially
located articles. To be included in the review, articles had
to focus on interventions for AI/ANs with SUD and
include outcomes. These criteria reduced the final number
of reviewed articles to 24 unique studies published
between 1968 and 2011. Table 1 provides an overview of
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the sample, type of treatment, cultural considerations,
follow-up rates, and outcomes.

RESULTS

Types of Studies
Studies focused primarily on residential (50%) and out-
patient treatment (21%). Less common were medication
trials (17%), hospital-based inpatient (8%), and detoxifica-
tion programs (4%). One-third (33%) incorporated tradi-
tional healing and/or ceremonies. Only 3 (13%) centered
on youth. Because some studies included multiple types of
treatment, these percentages are not mutually exclusive.

Over half of the studies (54%) included both alcohol
and drug use as outcome variables, one focused exclu-
sively on tobacco use (14), another focused on driving
while intoxicated rearrest rates but not substance use out-
comes (15), and 38% focused solely on post-treatment
alcohol use. None examined only drug use outcomes.
Most earlier studies that examined alcohol use did not
include a justification for this focus, whereas more recent
studies did so for a particular reason [e.g., FASD preven-
tion (16), medication trial (17), and Project MATCH (18)].
Table 1 specifies which substances were examined in
which studies. A quarter focused on programs that
extended beyond conventional treatment modalities, such
as screening, brief intervention, and referral to treatment
(SBIRT), case management for pregnant women abusing
substances, and a program to enhance employment among
individuals with SUD (16,19,20).

Early Studies (1968–1997)
Many of these studies (e.g., 21–26) focused on loosely
defined outcomes such as ratings made by treatment staff
or community members about participant functioning in
various life domains (e.g., legal system utilization) and of
post-treatment substance use. Participants generally were not
asked directly about outcomes. Outcomes included 0–16%
“improved” in detoxification programs (22,24), continued
post-treatment alcohol use among all AI/AN youth in a
residential program (27), and “clear improvement” reported
by staff at anAI/AN-specific residential program (28). In one
study, 75% of participants reported more sober periods and
less binge drinking following hospital-based detoxification
with disulfiram, but only 7% identified new non-alcohol-
related positive reinforcers (29). Early studies had variable
follow-up rates [e.g., above 85% (22) to below 50% (26)]
and often lacked comparison groups; it is difficult to attribute
improvement to the treatment itself.

Modest outcomes were attributed in part to the type of
treatment and social factors. Kivlahan and colleagues
wrote that a “brief interruption of a chronic pattern of
abusive drinking is unlikely to have an enduring impact”
(p. 1470; 24), and called for culturally appropriate treat-
ments that considered employment and social relation-
ships. Elsewhere unemployment and lack of social
support (23) and disulfiram treatment alone (29) were

implicated in poor outcomes. Others concluded that “to
overlook the special cultural and associated identity needs
of Indian or other minorities is to court failure” (p. 500;
27); better outcomes 10 years post-inpatient hospitaliza-
tion were found for AI individuals who reported greater
affiliation with their culture (22).

Efforts to incorporate cultural elements into treatment
included AI/AN counselors and language interpreters.
Ferguson (26) attributed positive drinking outcomes with
disulfiram in part to interpreters, many of whom were
recovered AI/AN drinkers. In 1997, the first culturally
adapted treatment, which brought a medicine man into
neurofeedback sessions, was reported (25). Unfortunately,
specification of cultural adaptations in these studies was
lacking and much needed, especially to guide non-AI/AN
providers and researchers.

The Twenty-First Century (2000–2011)
Adding Culture to Treatment
The new century brought an increase in treatment studies
that included traditional healing components and AI/AN
researchers as authors. Nine studies focused on treatment
programs that were partially or fully based on what AI/AN
community members and treatment staff saw as essential
for healing and cultural restoration, representing a para-
digm shift from earlier research.

Culturally adapted treatment included talking circles,
family involvement, healing historical trauma, sweat lodge
ceremonies, cultural restoration, and drumming (e.g., 30–
32). These studies generally reported reductions in sub-
stance use following treatment. Boyd-Ball and colleagues
(33) culturally adapted an evidence-based family treatment
(34) and found that youth with higher engagement in AI/
AN cultural practices had better 1-year outcomes. Even
though descriptions of adaptations have been provided,
attempts to incorporate AI/AN cultural traditions and
worldviews into currently available treatment are difficult
and still in their infancy (32). Follow-up rates have
remained variable and mostly low, and it is unclear if
adding cultural components has improved outcomes.

Randomized Controlled Trials
Two randomized controlled trials (RCTs) have been
reported (17,19). Naltrexone provided better drinking out-
comes than placebo alone in a small sample of AI/ANs (17).
Unfortunately, only 34% of the intended sample size was
recruited, which was attributed to slower than expected
recruitment and other delays. Foley and colleagues (19)
found decreased substance use and improved employment
outcomes across two interventions (3-session job seekers
workshop vs. 40-minute video on interviewing for a job).

Expanding Outcomes
Researchers began to expand treatment outcomes beyond
substance use to areas such as prevention of FASD (16)
and harmony and connection with the human, animal,
plant, and mineral world (31). This noteworthy shift
brought treatment outcomes closer to an AI/ANworldview
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that considers substance use as being out of balance or
disconnected from cultural traditions. Some researchers
recommended that treatment should not only focus on
reducing substance use, but also instigate change in these
other variables. For example, Boyd-Ball (35) found that
study participants endorsed high levels of familial support.
The next step would be to examine social support as a
mechanism of change in treatment. However, despite mak-
ing strides in incorporating cultural healing and culturally
focused outcomes, the field continues to depend almost
exclusively onmainstream assessments (e.g., self-efficacy;
the Addiction Severity Index), while the validity of these
instruments for AI/ANs remains largely unknown and
psychometric studies are needed.

Secondary Analyses of Large Data Sets
A final trend involved analyzing outcomes for AI/ANs
from larger treatment outcome studies that included indi-
viduals from multiple racial and ethnic backgrounds
(18,20,36–38). The treatment provided in these studies
ranged from residential treatment (36) to the Oxford
House (38) to SBIRT (20). None explicitly included cul-
tural adaptations.

Two studies (36,37) concluded that AI/ANs have
equivalent treatment outcomes to those of the matched
controls. Yet, several considerations must temper the
“equivalent outcomes and benefit” conclusion. One con-
cern is the possibility of sampling bias, such that AI/ANs
who enter non-adapted treatment programs may comprise
a specific subset of AI/ANs. Evans and colleagues reported
an overall 70% follow-up rate, but the follow-up for AI/
ANs appeared to be only 18%. Also of concern is dosage
of treatment received: AI/ANs spent fewer days in resi-
dential treatment and received fewer additional treatment
referrals than the matched controls despite similar sub-
stance use severity (36). Given these methodological con-
cerns, it is unclear for whom the outcomes are equivalent
and whether the dosage of treatment was a significant
influence.

Madras and colleagues (20) reported significant reduc-
tions in substance use for AI/ANs following SBIRT, but
did not contrast these outcomes with those of other racial/
ethnic groups or a non-SBIRT comparison group.
Villanueva and colleagues (18) conducted a secondary
analysis of Project MATCH data and found that AI/ANs
had equivalent percent days abstinent across Motivational
Interviewing (MI), Cognitive Behavioral Therapy, and
Twelve-Step Facilitation (TSF). One matching result
occurred such that AI/ANs receiving MI reported fewer
drinks per drinking day at 9 months post-treatment than
those receiving TSF. But similar to Kidney and colleagues
(38), the AI/AN sample size was very small (n ¼ 17 and
25, respectively).

Dickerson and colleagues (37) combined data from two
studies and reported varying follow-up rates for each study
(18% and 88%), but did not indicate if follow-up rates
differed by ethnicity. Considering the difficulty other
researchers report achieving high follow-up rates with
AI/AN samples (31), it is possible that the follow-up rate

for AI/ANs was lower than the overall sample follow-up
rates, which would call into question the conclusion that
treatment outcomes were similar across groups.

Scientific Caveats
High follow-up rates are critical to the interpretation of
outcome research. Rates at or below 70% can bias findings
in unexpected ways, even after performing attrition ana-
lyses (39). Table 1 includes studies that have follow-up
rates of 70% or above (n¼ 7; 29%) and the more stringent
90% or above (n ¼ 3; 12.5%) (39). The remaining studies
have follow-up rates below 70% (n ¼ 11; 46%) or unre-
ported or unclear follow-up rates (n ¼ 3; 12.5%).

DISCUSSION

In light of the high prevalence of SUDs and associated
problems among AI/ANs, there have been a surprisingly
small number of peer-reviewed treatment studies focusing
on these populations. The field of AI/AN SUD treatment
research, with origins in the ground-breaking but mostly
non-controlled work of the 1970s and 1980s, has shown
considerable recent improvement. This century has
marked a growing interest in assessing treatment efficacy
and incorporating AI/AN values, practices, and beliefs into
treatment. Recent studies report positive treatment out-
comes for AI/ANs, but it is unclear to what extent these
findings are generalizeable to all AI/ANs due to low
follow-up rates and possible selection biases (as detailed
in 40). Finally, outcomes have become more diverse
including FASD prevention (16) and employment (19).

Early researchers attended to certain aspects of culture
by employing AI counselors (21–23) or interpreters (26).
Later researchers included assessment of cultural identity
(22,23) and cultural components like the medicine wheel
(30) and traditional healers and healing ceremonies
(14,15,31–33,41). There appears to be a trend for adapting
evidence-based treatments (EBTs) to include elements of
AI/AN healing practices and ways of life such as cultural
identity, spirituality and religiosity, discrimination, collec-
tivism (33,42,43), and historical trauma (44). Researchers
maintain that these inclusions increase the appeal and
efficacy of treatment, contribute to better outcomes and
engagement among a wider range of AI/ANs (e.g., varying
levels of acculturation) and may thereby help to reduce
substance-related health disparities (42–46).

Only recently two RCTs have been completed among
AI/ANs. One, conducted in a detox and residential treat-
ment facility, yielded good substance use outcomes but not
increased employment in a small community with few job
prospects (19). The other found positive substance use
outcomes for a pharmacological trial of naltrexone but
only recruited 34% of the proposed AI/AN sample (17).
Retention of ethnic minority participants is difficult for
medication trials, and recruitment is difficult in part due
to strict eligibility criteria. Future studies should consider
protocol adaptations to facilitate participant engagement
and retention, including community outreach and
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involvement, respondent-driven sampling, and enhanced
participant incentives (45).

Challenges of AI/AN Treatment Research
There are long held and justifiable concerns about SUD
research that has either stigmatized or not benefited AI/
ANs (e.g., Barrow Study) (47). Many AI/AN communities
are reluctant or refuse to employ EBTs and report experi-
encing “significant pressure to utilize evidence-based prac-
tices that are untested for AI/AN populations. . . while their
priorities lie in delivering service to people who are facing
great daily struggles” (p. 1427; 32). They have voiced
concerns about aspects of RCT design including randomi-
zation, withholding effective interventions in placebo-
controlled designs, and concerns about cultural fit, as
currently available treatment may disregard or undermine
cultural preservation and revitalization (48,49). There can
be a clash between Native people and scientists about ways
of knowing what works for AI/ANs resulting in skepticism
on both sides. Recommendations for facilitating more
successful and sustainable treatment studies with AI/ANs
include tribal participation in research, considering com-
munity level risks and benefits, and indigenizing (incor-
porating AI worldview and values) the research process
(50,51).

It is important to remember that alcohol use is not the
norm for AI/ANs who, contrary to stereotypes, nationally
are more likely than all other racial/ethnic groups not to
consume alcohol in the past month (1) and evidence high
rates of lifetime alcohol abstinence in reservation-based
epidemiological studies (2). AI/AN people have survived
years of injustice; innovative SUD treatments for AI/AN
people should consider how strengths such as high rates of
abstinence and community resilience can be mobilized to
improve treatments.

Next Steps for Treatment Research
Future AI/AN treatment outcome research should include
partnerships with tribal communities and governments and
include culturally relevant research questions, assessments,
and variables (e.g., cultural identity, harmony, spirituality,
and discrimination). Treatments need to be described in
greater detail so that mediators or mechanisms of change
may be examined and dose of intervention may be ascer-
tained. Enhanced recruitment and retention would increase
confidence in the findings, but needs to be done in culturally
acceptable ways. Examples include partnering with tribes
andAI/AN organizations to conduct research that is relevant
to and driven by the community, employing research staff
from the community, consultation with community mem-
bers regarding the appropriateness of follow-up strategies,
and communicating the principles of respect and autonomy
to participants (45).

Finally, cultural adaptations to treatment may address
sample biases by attracting less acculturated participants
and increasing the range of AI/ANs who seek and benefit
from treatment. Examining aspects of AI/AN diversity
(e.g., acculturation, tribal, and regional origin) may inform

which AI/ANs would benefit from which SUD treatment.
We may find EBTs are adequate for highly acculturated AI/
ANs, adapted EBTs for bicultural or traditional AI/ANs,
culturally supported healing interventions already in place
for thousands of years for those who are traditional or
bicultural, or new treatments for identified subgroups
(46,52). There are supporters and detractors for each of
these solutions, with some concern that simply applying
an unadapted EBT may involve inadvertent pressures to
assimilate (48,53). Given AI/AN heterogeneity, each of
these treatment/healing approaches is likely appropriate for
a corresponding segment of AI/AN people. Guidelines for
adapting and testing EBTs are provided in the literature
(54,55). Much empirical work remains to further the science
of adapting EBTs while maintaining fidelity to the under-
lying mechanisms of change to decrease health disparities
among AI/AN and other groups evidencing tremendous
burden from SUD.

Addressing Health Disparities
Improving treatment studies is only the first step in addres-
sing substance-related health inequities among AI/AN peo-
ple. Researchers must broaden their scope to consider how
their findings can be sustained. Community-based partici-
patory research (56) offers a research approach that focuses
on sustainability through a bi-directional exchange of
knowledge and capacity building to train the next generation
ofAI/AN researchers.While treatments are being developed
and studied, treatment availability should be expanded.
Indian Health Service is underfunded compared with other
federally supported health care systems (57); efficacious
treatment is useless without avenues for implementation
and barriers to treatment (both cultural and pragmatic)
must be addressed. Finally, a multitude of factors contribute
to health inequities; treatment is only one of many ways to
intervene to reduce health inequities. Poverty and racism,
among other social determinants of health, must be
addressed if we expect change (58). This review of the AI/
AN treatment research reveals a trajectory of growth in
methods and cultural adaptations and a continued striving
for health equity for AI/ANs in this new millennium.

ACKNOWLEDGMENTS

This research was supported in part by grants
T32AA018108-01A1 and R01 DA021672. The authors
are grateful to Steven Verney and Judy Arroyo for review-
ing an earlier versions of this manuscript.

Declaration of Interest
The authors report no conflicts of interest. The authors alone
are responsible for the content and writing of this article.

REFERENCES

1. Substance Abuse and Mental Health Services Administration.
Results from the 2009 National Survey on Drug Use and
Health: Volume I. Summary of national findings (Office of

490 B. L. GREENFIELD & K. L. VENNER

A
m

 J
 D

ru
g 

A
lc

oh
ol

 A
bu

se
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
23

.2
4.

21
5.

21
 o

n 
10

/1
4/

13
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.



Applied Studies, NSDUH Series H-38A, HHS Publication No.
SMA 10-4586 Findings), 2010. Available at http://oas.samhsa.
gov/NSDUH/2k9NSDUH/2k9Results.htm. Last accessed on
October 15, 2011.

2. O’Connell JM, Novins DK, Beals J, Spicer P. Disparities in
patterns of alcohol use among reservation-based and geogra-
phically dispersed American Indian populations. Alcohol Clin
Exp Res 2005; 29(1):107–116.

3. Beals J, Manson SM, Whitesell NR, Spicer P, Novins DK,
Mitchell CM. Prevalence of DSM-IV disorders and attendant
help-seeking in 2 American Indian reservation populations.
Arch Gen Psychiatry 2005; 62(1):99–108.

4. Hasin DS, Stinson FS, Ogburn E, Grant BF. Prevalence, corre-
lates, disability, and comorbidity of DSM-IV alcohol abuse and
dependence in the United States: Results from the National
Epidemiologic Survey on Alcohol and Related Conditions.
Arch Gen Psychiatry 2007; 64(7):830–842.

5. Shore J, Manson SM, Buchwald D. Screening for alcohol abuse
among urban Native Americans in a primary care setting.
Psychiatr Serv 2002; 53(6):757–760.

6. Russo D, Purohit V, Foudin L, Salin M. Workshop on alcohol
use and health disparities 2002: A call to arms. Alcohol 2004;
32(1):37–43.

7. US Department of Health and Human Services, Indian Health
Service, Office of Public Health Support, Division of Program
Statistics. Trends in Indian health: 2002–2003 edition, 2009.
Available at http://www.ihs.gov/nonmedicalprograms/ihs_
stats/index.cfm?module¼hqPubTrends03. Last accessed on
October 1, 2011.

8. Chartier K, Caetano R. Ethnicity and health disparities in alco-
hol research. Alcohol Res Health 2010; 33(1–2):152–160.

9. Oetzel J, Duran B. Intimate partner violence in American
Indian and/or Alaska Native communities: A social ecological
framework of determinants and interventions. Am Indian
Alaska Nat 2004; 11(3):49–68.

10. Centers for Disease Control and Prevention. Alcohol attributa-
ble deaths and years of potential life lost among American
Indians and Alaska Natives: United States, 2001–2005.
MMWR Morb Mortal Wkly Rep 2008; 57(34):938–941.

11. Centers for Disease Control and Prevention. Alcohol and sui-
cide among racial/ethnic populations: 17 states, 2005–2006.
MMWR Morbid Mortal Wkly Rep 2009; 58(23):637–641.

12. Substance Abuse and Mental Health Services Administration,
Office of Applied Studies. Treatment Episode Data Set
(TEDS). Highlights – 2007. National Admissions to
Substance Abuse Treatment Services (DHHS Publication No.
09-4360), 2009. Available at http://wwwdasis.samhsa.gov/
teds07/tedshigh2k7.pdf. Last accessed on September 30, 2011.

13. Beals J, Novins DK, Spicer P, Whitesell NR, Mitchell CM,
Manson SM. Help seeking for substance use problems in two
American Indian reservation populations. Psychiatr Serv 2006;
57(4):512–520.

14. D’Silva J, Schillo BA, Sandman NR, Leonard TL, Boyle RG.
Evaluation of a tailored approach for tobacco dependence treat-
ment for American Indians. Am J Health Promot 2011; 25(5):
S66–S69.

15. Kunitz SJ, Woodall WG, Zhao H, Wheeler DR, Lillis R,
Rogers E. Rearrest rates after incarceration for DWI: A com-
parative study in a Southwestern US county. Am J Publ Health
2002; 92(11):1826–1831.

16. May PA, Miller JH, Goodhart KA, Maestas OR, Buckley D,
Trujilo PM, Gossage JP. Enhanced case management to pre-
vent fetal alcohol spectrum disorders in Northern Plains com-
munities. Matern Child Health J 2008; 12:747–759.

17. O’Malley SS, Robin RW, Levenson AL, GreyWolf I, Chance
LE, Hodgkinson CA, Goldman D. Naltrexone alone and with
sertraline for the treatment of alcohol dependence in Alaska
Natives and non-Natives residing in rural settings: A rando-
mized controlled trial. Alcohol Clin Exp Res 2008; 32(7):
1271–1283.

18. Villanueva M, Tonigan JS, Miller WR. Response of Native
American clients to three treatment methods for alcohol depen-
dence. J Ethn Subst Abuse 2007; 6(2):41–48.

19. Foley K, Pallas D, Forcehimes AA, Houck JM, Bogenschutz
MP, Keyser-Marcus L, Svikis D. Effect of job skills training on
employment and job seeking behavior in an American Indian
substance abuse treatment sample. Journal of Vocational
Rehabilitation 2010; 33:181–192.

20. Madras BK, Compton WM, Avula D, Stegbauer T, Stein JB,
Clark HW. Screening, brief interventions, referral to treatment
(SBIRT) for illicit drug and alcohol use at multiple healthcare
sites: Comparison at intake and 6 months later. Drug Alcohol
Depend 2009; 99:280–295.

21. Wilson LG, Shore JH. Evaluation of a regional Indian alcohol
program. Am J Psychiat 1975; 132(3):255–258.

22. Westermeyer J, Neider J. Predicting treatment outcome after
ten years among American Indian alcoholics. Alcohol Clin Exp
Res 1984; 8(2):179–184.

23. Westermeyer J, Peake E. A ten-year follow-up of alcoholic
Native Americans in Minnesota. Am J Psychiat 1983; 140(2):
189–194.

24. Kivlahan DR, Walker R, Donovan DM, Mischke HD.
Detoxification recidivism among urban American Indian alco-
holics. Am J Psychiat 1985; 142(12):1467–1470.

25. Kelley MJ. “Native Americans, neurofeedback, and substance
abuse theory” three year outcome of alpha/theta neurofeedback
training in the treatment of problem drinking among Dine’
(Navajo) people. J Neuropathy 1997; 2(3):24–60.

26. Ferguson FN. A treatment program for Navaho alcoholics. Q J
Stud Alcohol 1970; 31:898–919.

27. Query JMN. Comparative admission and follow-up study of
American Indians and Whites in a youth chemical dependency
unit on theNorthCentral Plains. Int JAddict 1985; 20(3):489–502.

28. Shore JH, Fumetti BV. Three alcohol programs for American
Indians. Am J Psychiat 1972; 128(11):134–138.

29. Savard RJ. Effects of disulfiram therapy on relationships
within the Navaho drinking group. Q J Stud Alcohol 1968;
29:909–916.

30. Coleman H, Charles G, Collins J. Inhalant use by Canadian
Aboriginal youth. J Child Adoles Subst 2001; 10(3):1–20.

31. Gossage JP, Barton L, Foster L, Etsitty L, LoneTree C, Leonard
C, May PA. Sweat lodge ceremonies for jail-based treatment. J
Psychoact Drugs 2003; 35(1):33–42.

32. Wright S, Nebelkopf E, King J, Maas M, Patel C, Samuel S.
Holistic system of care: Evidence of effectiveness. Subst Use
Misuse 2011; 46:1420–1430.

33. Boyd-Ball AJ, Dishion TJ, Myers MW, Light J. Predicting
American Indian adolescent substance use trajectories follow-
ing inpatient treatment. J Ethn Subst Abuse 2011; 10:181–201.

34. Dishion TJ, Stormshak EA. Intervening in Children’s Lives: An
Ecological, Family-Centered Approach to Mental Health Care.
Washington, DC: American Psychological Association, 2007.

35. Boyd-Ball AJ. A culturally responsive, family-enhanced
intervention model. Alcohol Clin Exp Res 2003; 27(8):
1356–1360.

36. Evans E, Spear SE, Huang Y-C, Hser Y-I. Outcomes of drug
and alcohol treatment programs among American Indians in
California. Am J Publ Health 2006; 96(5):889–896.

SUBSTANCE ABUSE TREATMENT 491

A
m

 J
 D

ru
g 

A
lc

oh
ol

 A
bu

se
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
23

.2
4.

21
5.

21
 o

n 
10

/1
4/

13
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

http://oas.samhsa.gov/NSDUH/2k9NSDUH/2k9Results.htm
http://oas.samhsa.gov/NSDUH/2k9NSDUH/2k9Results.htm
http://oas.samhsa.gov/NSDUH/2k9NSDUH/2k9Results.htm
http://www.ihs.gov/nonmedicalprograms/ihs_stats/index.cfm?module&equals;hqPubTrends03
http://www.ihs.gov/nonmedicalprograms/ihs_stats/index.cfm?module&equals;hqPubTrends03
http://www.ihs.gov/nonmedicalprograms/ihs_stats/index.cfm?module&equals;hqPubTrends03
http://www.ihs.gov/nonmedicalprograms/ihs_stats/index.cfm?module&equals;hqPubTrends03
http://wwwdasis.samhsa.gov/teds07/tedshigh2k7.pdf
http://wwwdasis.samhsa.gov/teds07/tedshigh2k7.pdf


37. Dickerson DL, Spear S, Marinelli-Casey P, Rawson R, Li L,
Hser Y. American Indians/Alaska Natives and substance abuse
treatment outcomes: Positive signs and continuing challenges.
J Addict Dis 2011; 30(1):63–74.

38. Kidney CA, Alvarez J, Jason LA, Ferrari JR, Minich L.
Residents of mutual help recovery homes, characteristics and
outcomes: Comparison of four US ethnic subgroups. Drugs
Educ Prev Policy 2011; 18(1):32–39.

39. Scott CK. A replicable model for achieving over 90% follow-
up rates in longitudinal studies of substance abusers. Drug
Alcohol Depend 2004; 74(1):21–36.

40. Schmidt L, Greenfield T, Mulia N. Racial and ethnic disparities
in alcoholism treatment services. Alcohol Res Health 2006;
29:49–54.

41. Chong J, Lopez D. Predictors of relapse for American Indian
women after substance abuse treatment. Am Indian Alaska Nat
2008; 14(3):24–48.

42. Hall G. Psychotherapy research with ethnic minorities:
Empirical, ethical and conceptual issues. J Consult Clin Psych
2001; 69:502–510.

43. Venner KL. Adapting evidence-based treatment with American
Indian/Alaska Natives. Paper presentation for NIDA Clinical
Trials Network conference entitled Blending Addiction
Science and Practice: Evidence-based treatment and prevention
for diverse populations and settings, Albuquerque, New
Mexico, 2010.

44. Brave Heart M, Chase J, Elkins J, Altschul DB. Historical
trauma among indigenous peoples of the Americas: Concepts,
research, and clinical considerations. J Psychoactive Drugs
2011; 43(4):282–290.

45. Burlew K, Larios S, Suarez-Morales L, Holmes B, Venner K,
Chavez R. Increasing ethnic minority participation in substance
abuse clinical trials: Lessons learned in the National Institute of
Drug Abuse’s Clinical Trials Network. Cult Divers Ethnic
Minor Psychol 2011; 17(4):345–356.

46. Hall GCN, Eap S. Empirically-supported therapies for Asian
Americans. In Handbook of Asian American Psychology.
Leong FTL, Inman A, Ebreo A, Yang L, Kinoshita L, Fu M,
eds. (2nd ed.). Thousand Oaks, CA: Sage, 2007; 449–467.

47. Westermeyer J. Research of stigmatized conditions: Dilemma
for the sociocultural psychiatrist. Am Indian Alaska Nat 1989;
2(3):41–45. doi:10.5820/aian.0203.1989.41.

48. Gone JP. Dialogue 2008 introduction:Mental health discourse as
Western cultural proselytization. Ethos 2008; 36(3):310–315.

49. Eap S, Hall G. Relevance of RCTs to diverse groups. In
Evidence-Based Outcome Research: A Practical Guide to
Conducting Randomized Controlled Trials for Psychosocial
Interventions. Nezu AM, Nezu C, Nezu AM, Nezu C, eds.
New York: Oxford University Press, 2008; 425–443.

50. Thomas L, Rosa C, Forcehimes A, Donovan DM. Research
partnerships between academic institutions and American
Indian and Alaska Native Tribes and organizations: Effective
strategies and lessons learned in a multisite CTN study. Am J
Drug Alcohol Abuse 2011; 37(5):333–338. doi:10.3109/
00952990.2011.596976

51. Walters KL, Stately A, Evans-Campbell T, Simoni JM, Duran
B, Schultz K, Guerrero D. ‘Indigenist’ collaborative research
efforts in Native American communities. In The Field Research
Survival Guide. Stiffman A, Stiffman A, eds. New York:
Oxford University Press, 2009; 146–173.

52. Venner KL, Bogenschutz MP. Cultural and spiritual dimen-
sions of addictions treatment. In Understanding and
Resolvingethical Dilemmas in Substance Abuse Treatment:
A Practical Handbook for Clinicians. Geppert CMA, Roberts
LW, eds. Center City, MN: Hazelden, 2008; 67–85..

53. Calabrese JD. Clinical paradigm clashes: Ethnocentric and poli-
tical barriers to Native American efforts at self-healing. Ethos
2008; 36(3):334–353. doi:10.1111/j.15481352.2008. 00018.x

54. Lau AS. Making the case for selective and directed cultural
adaptations of evidence-based treatments: Examples from par-
ent training. Clin Psychol Sci Pract 2006; 13(4):295–310.
doi:10.1111/j.1468–2850.2006.00042.x

55. Barrera MR, Castro F. A heuristic framework for the cultural
adaptation of interventions. Clin Psychol Sci Pract 2006;
13(4):311–316. doi:10.1111/j.1468-2850.2006.00043.x

56. Wallerstein NB, Duran B. Using community-based participa-
tory research to address health disparities. Health Promot Pract
2006; 7:312–323.

57. Warne D. Policy challenges in American Indian/Alaska Native
health professions education. J Interprof Care 2007; 21(2):
S11–S19. doi:10.1080/13561820701520426.

58. Jones C, Jones C, Perry GS, Barclay G, Jones C. Addressing the
social determinants of children’s health: A cliff analogy.
J Health Care Poor Underserved 2009; 20(4):S1–S12.
doi:10.1353/hpu.0.0228.

59. Chong J, Herman-Stahl M. Substance abuse treatment out-
comes among American Indians in the Telephone Aftercare
Project. J Psychoactive Drugs 2003; 35(1):71–77.

492 B. L. GREENFIELD & K. L. VENNER

A
m

 J
 D

ru
g 

A
lc

oh
ol

 A
bu

se
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
23

.2
4.

21
5.

21
 o

n 
10

/1
4/

13
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.


