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ABSTRACT 

Purpose: Describe the Suquamish cultural influences on defining living a life worthwhile and to 

describe the compatibility of a culturally modified Dialectical Behavior Therapy (DBT) with a 

Native American community’s culture and context. 

Background: Native Americans experience serious psychological distress, suicide, and 

substance abuse at higher rates than other racial groups. Studies using DBT found a significant 

decrease in parasuicidal risk behavior and substance abuse. However, research has not 

demonstrated that DBT is efficacious or compatible within the Native American culture. 

Specific Aims: 1) Describe the Native American cultural influences on defining living a life 

worthwhile. 2) Describe the compatibility between Healthy and Whole, a culturally modified 

DBT intervention with Native American culture.  

Methodology: Critical ethnographic study with in-depth interviews (13) and participant 

observations (10 months) was conducted. Sample was tribal members and clinicians exposed to 

the Healthy and Whole and tribal members who are identified as knowledgeable regarding tribal 

tradition. Analyses included semantic domain, taxonomic, and theme analysis for aim1 and 

compared DBT curriculum to results of aim 1 to accomplish aim 2. 

Findings: An intergenerational cycle of relational trauma was initiated by structural cultural 

genocide with systematic abuse and neglect of Native Americans especially children. Relational 

trauma of abuse and neglect is the source of a variety of maladaptive behaviors. These 

maladaptive behaviors lead to relational trauma in the next generation. A dual process of 

maintaining and revitalizing Suquamish cultural values coupled with skills taught in a culturally 

modified DBT intervention, Healthy and Whole, help Suquamish members live more worthwhile 

lives and recover from intrapersonal trauma.  
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Implications:  Healthy and Whole is a community approach to healing from relational trauma. 

Healthy and Whole approach to DBT may help other indigenous people live more worthwhile 

lives and recover from relational trauma and break the cycle because Suquamish cultural values 

are collectivist and many indigenous peoples share similar values and histories of historical 

trauma. 
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CHAPTER I: STATEMENT OF THE PROBLEM 

At an Indigenous wellness research conference, a mental health supervisor was asked 

why she did not present the therapy program that she developed to meet a tribal community’s 

needs. A tribal member from that community said to a small group of researchers from around 

the world “yes, I went to an inter-tribal training. I told them about the program and they asked if 

you could bring it to their tribes.” That program was developed from Dialectical Behavior 

Therapy (DBT). The mental health supervisor later explained to me that she developed the DBT-

informed program because it seemed to relieve serious psychological distress among a broad 

section of tribal members. But she did not feel she could disseminate the program because she 

had not systematically explained her rationale and the evidence she used to develop the 

program. In addition, as a non-Native, she felt unable to fully examine whether the program was 

culturally compatible with Native American culture and context. 

Native Americans experience serious psychological distress and substance abuse at 

higher rates than other racial groups (SAMHSA, 2008; "Substance use among American Indian 

or Alaska Native Adults," 2010). Suicide, the most severe form of distress, is the second leading 

cause of death for Native Americans between the ages of 10 and 34. The Native American 

adolescent suicide rate is two to five times higher than White adolescents (Control., Summer 

2010). According to the theory underlying DBT and its supporting evidence, substance abuse 

and suicide are maladaptive strategies used to relieve serious psychological distress (Linda A. 

Dimeff & Koerner, 2007; M. Linehan, 1993a). 

Native American communities need effective therapies to reduce these health disparities. 

DBT looks promising because studies in Borderline Personality clients found a significant 

decrease in parasuicidal risk and behavior (Barthruff, Bohus, & Ingrid, 2004; J. F. Clarkin, K. N. 
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Levy, M. F. Lenzenweger, & O. F. Kernberg, 2007; Comtois, Elwood, Holdcraft, Smith, & 

Simpson, 2007; Melanie S. Harned, Safia C. Jackson, Katherine A. Comtois, & Marsha M. 

Linehan, 2010; M. M. Linehan, 1993; Linehan, Armstrong, Suarez, Allmon, & Heard, 1991; 

Linehan et al., 2006; Linehan, McDavid, Brown, Sayrs, & Gallop, 2008; McMain et al., 2009; 

van den Bosch, Koeter, Stijnen, Verheul, & van den Brink, 2005) and substance abuse (L. A. 

Dimeff & Linehan, 2008). However, research has not demonstrated that it is efficacious for 

Native Americans (Gone & Alcántara, 2007). This project does not assume that all disorders and 

interventions to address those disorders are universal. It is unknown if DBT is a culturally 

sensitive therapy for Native Americans. To develop efficacious and effective therapy for Native 

Americans, it is important to consider individual and community characteristics, culture, and 

preferences ("Evidence-based practice in psychology," 2006). The therapy needs to be culturally 

compatible with the community’s unique strengths, needs, language, context, and cultural 

patterns and expressions.  

Purpose of the Study  

Thus, the focus of this proposed critical ethnography was to describe the compatibility of 

Dialectical Behavior Therapy (DBT) for a Native American community’s culture and context.  

Research Aims 

Specific aims include the following:  

1) Describe the Suquamish cultural influences on defining living a life worthwhile.  

2) Describe the compatibility between a modified DBT, Healthy and Whole, and the 

Suquamish Tribal cultural beliefs, values, norms, and context. 

The findings are also expected to provide information on the role that DBT and cultural 

tailoring play on preventing and treating serious psychological distress, substance abuse and 
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suicide in this Suquamish community. This study may reveal a treatment that can be extended to 

other Native American communities.  

Background and Significance of Problem 

Psychological distress is the end result of multiple factors including psychogenic pain, 

internal conflicts, and external stress that prevent a person from self-actualizing and connecting 

with significant others in their lives (Segen, 2002). Serious psychological distress is a term used 

to define population health. It has been used to describe active mental health disorders that need 

further evaluation. As serious psychological distress raises, psychological wellbeing decreases 

and the prevalence of clinical depression, suicide, and anxiety increases (Brooks, Beard, & Steel, 

2006; Chamberlain, Goldney, Delfabbro, Gill, & Dal Grande, 2009). 

Serious psychological distress is a socio-ecological term because it considers people and 

their environment. Serious psychological distress is a socio-epidemiologic concept which looks 

at the health of a population. Looking at population and not individual health has its advantage 

because it is sensitive to context and allows observation of group behavior. Psychological 

disorders relating to an individual’s health are often equated to serious psychological distress 

(Chamberlain et al., 2009; Veldhuizen, Cairney, Kurdyak, & Streiner, 2007). Using 

psychological disorders as a proxy for serious psychological distress is problematic because 

psychological disorders are based on the medical model. The medical model de-emphasizes or 

ignores how culture, social, and historical context shapes population behavior. The biomedical 

model de-contextualizes and individualizes group behavior, obscures, and makes invisible social 

origins of problems (Sotero, 2006). 

According to DBT’s supporting evidence and Biosocial Theory (the theory upon with 

DBT is based), substance abuse and suicide are maladaptive strategies used to relieve serious 
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psychological distress (Brave Heart & DeBruyn, 1998; Linda A. Dimeff & Koerner, 2007; For 

the Cedar Project et al., 2008; M. Linehan, 1993a; Myhra, 2011). Suicide is a self-harming 

behavior. Substance abuse is self-defeating.  

DBT is a promising therapy. It is a therapeutic approach that combines acceptance and 

mindfulness practice (Robins & Chapman, 2004) with cognitive behavioral therapy. Six 

randomly controlled trials and three quasi-experimental studies of DBT in Borderline Personality 

clients with and without co-morbidities found a significant decrease in parasuicidal risk and 

behavior (Barthruff et al., 2004; J. F. Clarkin et al., 2007; Comtois et al., 2007; Melanie S. 

Harned et al., 2010; M. M. Linehan, 1993; Linehan et al., 1991; Linehan et al., 2006; Linehan et 

al., 2008; McMain et al., 2009; van den Bosch et al., 2005) and substance abuse (L. A. Dimeff & 

Linehan, 2008). Study settings included 14 academic research centers. In academic centers, 11 

studies were conducted by the DBT’s developer, Marsha Linehan, and three were independent of 

the DBT’s developer. Other settings included two at community mental health clinics, one within 

the Veteran Administration medical system and in four different countries, United States, 

Germany, Netherlands, and Australia. Of these, 14 were outpatient and two inpatient programs. 

However, none of these studies were conducted with Native American communities.  

Other significant outcomes across DBT studies included reductions in anxiety (Bohus et 

al., 2004), dissociations (Bohus et al., 2004; M. S. Harned, S. C. Jackson, K. A. Comtois, & M. 

M. Linehan, 2010), borderline symptoms (McMain et al., 2009), hopelessness (Koons et al., 

2001), depression (Bohus et al., 2004; Koons et al., 2001; Linehan et al., 2006; McMain et al., 

2009), anger (Koons et al., 2001; Linehan et al., 2008; M. M. Linehan, D. A. Tutek, H. L. Heard, 

& H. E. Armstrong, 1994; McMain et al., 2009), interpersonal problems (Bohus et al., 2004; 

McMain et al., 2009) , therapy dropouts (Comtois et al., 2007; M. Linehan, D. Tutek, H. Heard, 
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& H. Armstrong, 1994; Linehan et al., 2006; Linehan, Heard, & Armstrong, 1993; Linehan et al., 

1999; Rathus & Miller, 2002), and healthcare utilization (Comtois et al., 2007; Linehan et al., 

2006; McMain et al., 2009; Rathus & Miller, 2002) and an increase in social adjustment (M. M. 

Linehan et al., 1994; McMain et al., 2009) and global functioning (M. M. Linehan et al., 1994; 

McMain et al., 2009). These results indicate that DBT relieves psychological distress, decreases 

suicide and substance abuse, and increases quality-of-life and wellbeing. 

DBT can offer an alternative to the limitations of the biomedical model. However, DBT 

currently operationalizes Biosocial Theory using the medical model to diagnose and manage 

psychiatric disorders. For example, therapists determine appropriateness of the program for 

participants based on identified psychopathology, predominantly that of Borderline Personality 

Disorder. DBT focuses on intrapersonal processes and individual motivation rather than 

community-oriented social causes of illness. Its operational model is centralized in outpatient 

mental health facilities because therapy requires university trained specialists.  

Many Native American leaders and critical theory and post-colonial scholars propose that 

medical model approach to mental health problems is counterproductive (Brave Heart & 

DeBruyn, 1998; Coyhis & Simonelli, 2005, 2008; Coyhis & White, 2002; Duran & Duran, 1995; 

Duran, Duran, Brave Heart, & Yellow Horse-Davis, 1998; Gone, 2009, 2010; Gryczynski, 

Johnson, & Coyhis, 2007; Moore & Coyhis, 2010). The power differentials and organizational 

structure of the psychological-medical model disempower Native American clients and 

communities. Many Native Americans are suspicious of conventional mental health services and 

believe going to a mental health clinic is stigmatizing. Scant empirical evidence exists that 

demonstrate any mental health evidence based intervention is efficacious for Native Americans 

(Gone & Alcántara, 2007). 
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Culturally adapted mental health interventions are four times more effective than 

interventions delivered to groups with individuals from a variety of backgrounds (Griner & 

Smith, 2006). Yet, little is known about how compatible DBT is with Native American cultural 

beliefs, values, norms, and context. This knowledge is needed to know if DBT is appropriate and 

available for and acceptable to Native Americans. DBT needs to be appropriate, available, and 

acceptable before nurses and other helping professions can advocate for its usefulness in 

relieving Native American psychological distress and reducing the prevalence of substance abuse 

and suicidal behavior.  

Dialectical Behavior Therapy 

Dialectic Behavior Therapy (DBT) is described here in terms of its components and its 

underlying theory and philosophical perspective. The following sections provide an overview of 

these key aspects of DBT as described in the DBT manual (M. Linehan, 1993a). According to 

the previously mentioned mental health supervisor, the tribal modified DBT program adopted the 

theory and retains all the components listed here. The ‘Types of Limitations of DBT with Native 

Americans: Conceptual and Availability Issues’ section provides further details of the 

Suquamish tribal modified DBT program.  

Conceptual Issues 

Components of the therapy. Dialectic Behavior Therapy (DBT) is a therapeutic 

approach that combines acceptance and mindfulness practice (Robins & Chapman, 2004) with 

cognitive behavioral therapy (M. Linehan, 1993a). DBT integrates principles and techniques of 

cognitive-behavior therapy, Carl Roger’s concept of genuineness, and Zen practices (Robins & 

Chapman, 2004). DBT is a manualized therapy. The manual presents exact steps so each client 

receives relatively the same therapy. Each client has a primary individual DBT therapist. DBT 
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therapists focus on establishing strong, positive interpersonal relationships with the clients from 

the beginning of therapy. Clients must volunteer for DBT to facilitate the positive reinforcement 

process of DBT. Therapists and clients set goals to replace dysfunctional behavior with 

constructive behaviors. N Dysfunctional behaviors for therapy to focus on are then prioritized. 

The first priority is life-threatening behaviors; the second is therapy interfering behaviors; and 

third is self-defeating behaviors that prevent living a life worthwhile. DBT intervention strategies 

include mindfulness, emotional regulation, distress tolerance; and interpersonal effectiveness 

skills training including contingency management, exposure strategies, and cognitive 

modification. DBT is primarily designed for outpatient settings because skills need to generalize 

to clients’ daily lives. Therapy is conducted in individual and group settings, and during 

telephone consultation. DBT requires a case consulting group to help the therapist to stay in a 

DBT frame because it is often challenging to do so with clients, who are impulsive, have poor 

emotional control, and interpersonal difficulties. 

DBT problem solving involves analyzing factors that inhibit or interfere with patients’ 

efforts and motivation. DBT uses moment-to-moment chain analysis to determine events that 

elicit or prompt self-destructive or self-defeating behaviors. Functional analysis helps determine 

probable antecedent events and emotions that reinforce problematic behaviors. In most cases, 

DBT behavioral analysis identifies skill deficits, problematic reinforcement contingencies, and 

inhibitions resulting from fear, guilt, and faulty beliefs and assumptions. 

Biosocial theory. Biosocial Theory (M. Linehan, 1993a) identifies biological and socio-

ecological origins of psychological distress and proposes strategies to relieve serious 

psychological distress. According to Biosocial Theory, accumulated trauma especially in 

childhood coupled with biologically-based influences on ability to regulate emotion leads to 
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difficulty regulating emotion and psychological distress. Emotional dysregulation and 

psychological distress lead to self-destructive and self-defeating behaviors.  

Trauma including physical, emotional, and sexual abuse, neglect, and an emotionally 

invalidating environment generate a hostile social environment. An invalidating environment 

encourages people to hide or control their negative emotions. Hiding or controlling negative 

emotions leads to increased psychological distress and feelings of worthlessness, rage, 

abandonment, and hopelessness as illustrated in Figure 1. For children, this occurs when adult 

caretakers ignore or punish children’s expressions of their normal private experiences, such as 

pain, hunger, fear, and curiosity. Invalidation occurs later in life when others blame individuals’ 

character and not the situation for their misfortunes. Biological vulnerability differences account 

for individual emotional and behavioral response differences to the same environmental insult. 

 
FIGURE 1. Hostile Social Environment 

Biosocial Theory builds on Cognitive Behavior Theory, which focuses on changing 

dysfunctional behavior through cognitive means. Biosocial Theory proposes the following: 1) 

Therapists and clients need to recognize and accept that self-destructive and self-defeating 

behaviors are maladaptive solutions to other problems such as relief from psychological distress; 
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2) Individuals need to regulate their emotions before they can benefit from Cognitive Behavior 

therapies; 3) Therapists build on clients’ strengths and do not target their fragility; and 4) It is 

belief in clients’ strengths that allows therapists to believe that clients are able to get out of the 

misery of their lives and build lives worth living. Concepts of misery and living lives worthwhile 

are central to Biosocial Theory definitions of these concepts are not explicitly defined but are 

inferred from diagnostic behavior and the goals of therapy. Misery is the experience of serious 

psychological distress, feelings of chronic emptiness, worthlessness, rage, abandonment, 

hopelessness, impulsivity, inability to regulate one’s emotions, self-harming and self-defeating 

behavior, and unstable interpersonal relationships. Lives worthwhile includes behavior and 

experiences such as experiencing life with awareness, integrating rational decision making with 

emotions so the best decision for the individual in the moment is possible, having the ability to 

soothe oneself and recover from psychological distress, feeling good about oneself, and stable 

and fruitful relationships. Biosocial Theory propositions negate the stigma of personal blame 

typically associated with impulsive, self-harming and self-defeating behaviors. 

Dialecticism. Dialecticism is a philosophical view within DBT and it is consistent with 

Native American culture and tradition (Durie, 2004; Gryczynski et al., 2007; Nisbett, Peng, 

Choi, & Norenzayan, 2001; Wheelis, 2010). In both dialectic philosophy and in Native American 

philosophy, reality is viewed as a process that is dynamic and changeable rather than static. 

Contradictions are viewed as part of the same whole not dichotomous entities. All things are 

related. Each opposite extreme depends on the other for its existence. In traditional Native 

American cultures, there is a connection with the environment. Dialectic philosophy supports the 

Native American concept that human and spiritual entities have no clear distinctions. Dialectic 

problem solving involves reconciling, transcending, or accepting apparent contradictions. 
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Dialectic problem solving is very useful in Native American collectivistic communities because 

dialectic problem solving supports finding a middle path that is able to acknowledge each 

opposing view and find a solution that maintains long-term community harmony. Native 

American communities adopting DBT problem solving would support maintenance or a return to 

traditional practices by considering behavior within a whole that encompasses a seen and unseen 

world and the known and unknown. Behavior would be seen as coming from a web of causation 

rather than linear causation. 

Types of Limitations of DBT with Native Americans 

Conceptual issues. DBT as currently conceptualized and implemented within a medical 

model framework is not entirely appropriate for Native Americans. Biosocial Theory is based on 

the medical model causing it to lose some of it coherence for Native American populations. The 

medical model may make DBT unacceptable to Native Americans. In the medical model system, 

professional clinical providers are central figures because they have unique knowledge and skills 

acquired from years of specialized training and practice. Because of this, care centralizes in 

hospitals or clinics. Individuals seeking care for psychological distress go to the hospital or 

clinic. Operationalizing Biosocial Theory using the medical model is problematic for Native 

American populations because of structural inequities that disempower Native Americans and 

because DBT requires more resources than many communities can access (Gone, 2004, 2008). 

In the medical model, the clinical provider assumes an authoritarian role over the 

individual who is labeled with psychopathology (patient/client). Patients/clients are passive and 

dependent on clinical providers for advice and guidance. Clinical providers reap many more 

societal rewards than patients/clients, including power, status, and economic compensation. The 

overwhelming majority of professional clinical providers in Native American communities are 
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White and all professional clinical provider education and training is Western White-dominated 

worldview and culture dominated (Hwang, 2009). Many Native American leaders and critical 

theory and post-colonial scholars propose that a medical disease model of mental health is 

counterproductive. The power differentials and organizational structure of the medical model 

disempowers Native American patients/clients and communities. Many Native Americans are 

suspicious of conventional mental health services and going to a mental health clinic is 

stigmatizing (Brave Heart & DeBruyn, 1998; Coyhis & Simonelli, 2005, 2008; Coyhis & White, 

2002; Duran & Duran, 1995; Duran et al., 1998; Gone, 2009, 2010; Gryczynski et al., 2007; 

Moore & Coyhis, 2010). Scant empirical evidence exists that demonstrate any mental health 

evidence based intervention is efficacious for Native American (Gone & Alcántara, 2007). 

Additionally, if DBT bases therapy on psychopathology it may not be appropriate for 

Native Americans. Psychopathology emphasizes distinguishing normal from abnormal and 

categorizes abnormal into diagnostic categories or diseases. The medical model considers 

diagnostic categories important because diagnoses provide the clinical provider disease 

prognosis. The diagnosis suggests underlying cause for the disease, and directs its specific 

treatment. Diagnoses differ in psychiatry from diagnoses of physical illness because psychiatry 

bases diagnoses on examination of individual’s behavior not their physical tissues (Regier, 2011) 

Operationalizing Biosocial Theory using the medical model creates weaknesses when applied to 

the Native American population because the medical model de-emphases or ignores how culture, 

social, and historical context shapes population behavior. The medical model de-contextualizes 

and individualizes group behavior, obscures, and makes invisible social origins of disparities. 

For example, it does not examine the role historical trauma played in the initiation and 

perpetuating of self-harming and self-defeating behaviors in Native American communities.  
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Many Native American scholars believe historical governmentally sanctioned systematic 

and widespread abuse of Native American children began a cycle of Native American high rates 

of substance abuse, domestic violence, and child abuse, intentional and non-intentional injuries 

(Brave Heart-Jordan, 1996; M. Y. Brave Heart, 2003; Brave Heart, 1999; M. Y. H. Brave Heart, 

2003; Brave Heart & DeBruyn, 1998; Coyhis & Simonelli, 2008; Duran et al., 1998; Gryczynski 

et al., 2007; Heart, 1999; Weaver & Brave Heart, 1999; Yellow Horse Brave Heart, 1998). Risk 

taking and addictive behavior leads to invalidating environments for the next generation which in 

turn leads to risk-taking and addictive behaviors as those children cope with invalidating 

environments as illustrated in Figures 2 and 3. 

 
 
 FIGURE 2. History’s Role in Current Health Disparities 
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FIGURE 3. Historical Trauma Creates Intergenerational Distress Cycle 

Additionally, besides the widely used Diagnostic and Statistical Manual (DSM-IV) 

(Association, 2000) a major tool used to operationalize pathology, the Minnesota Multiphasic 

Personality Inventory (MMPI)-2 scales, inappropriately pathologizes Native Americans (Garner, 

Byars, & Garner, 2009; J. S. Hill, Pace, & Robbins, 2010). The MMPI-2 identifies behavior as 

pathologic when the behavior reflects norms in Native American communities. These norms 

include the community’s worldview, differences in ontology, epistemology, interrelatedness, 

collectivity, and experiences of racism and discrimination. Assigning pathology with tools that 

pathologize Native American core beliefs, normal ways of thinking and behaving, and daily life 

experiences becomes oppressive, abusive, and another invalidating act. 

Availability issues. The resources needed to implement DBT limit availability of this 

therapy for Native Americans. DBT literature focuses on implementing DBT in urban clinical 

mental health settings. Academic settings most frequently are the sites for funded DBT research 

and treatment for participants. Researchers found that access to healthcare insurance coverage 

impacted therapy retention rates. Forty-two percent more Native Americans than other races live 

in rural or remote settings and 30% live on census-designated Native American lands 

(McGranahan & Beale, 2002). Indian Health Services (IHS) has the trust responsibility, based on 
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treaty obligations, to provide healthcare services to members of federally recognized tribes. IHS 

does so by providing services on or near reservations located chiefly in rural areas. IHS is the 

primary access point for Native Americans, with 60% relying on IHS for care. A large 

proportion of Native Americans who live in urban areas have insufficient health insurance due to 

poverty. IHS underfunding limits Native Americans mental health services through IHS (Gone, 

2004; Zuckerman, Haley, Roubideaux, & Lillie-Blanton, 2004). Specialized programs targeting 

specific pathological disorders, such as DBT, reduce resource feasibility. 

Native American substance abuse, domestic violence, child abuse, intentional and non-

intentional injuries have many of the same underlying features of difficulty regulating emotion, 

poor impulse control, self-harming and self-defeating behaviors. A DBT program that 

accommodates participants with these common features would be both feasible and valuable. 

Spoont, Sayer, Thuras, Erbes, and Winston (2003) describe developing such a program for 

veterans based on a complex chronic trauma construct. Outcome data were not reported. 

Adequately resourced DBT based on the Spoont and colleague model would make DBT more 

feasible for and available to Native American communities. 

Native American Identity 

I will use the term Native American for the combined populations of American Indians 

and Alaska Natives. I presume Native American is not a biological race, rather a socially 

constructed identity that largely depends on identification with a definitive Native American 

community. This is consistent with the U.S. Census Bureau definition, which refers to people 

having origins in any of the original peoples of the Americas and who maintain tribal affiliation 

or community attachment. It includes people who self-identify their race as American Indian or 

Alaska Native (Grieco & Cassidy, 2000). Community can be defined as “a group of people with 
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diverse characteristics who are linked by social ties, share common perspectives, and engage in 

joint action in geographical locations or settings”(MacQueen et al., 2001). Because cultural 

identity is complicated, contested, and fluid in the background and review of literature I will 

discuss general patterns between Native American and White dominate cultures to assess 

whether DBT is compatible with Native Americans beliefs, values, and context. 

Native American Demographics 

Native Americans represent 0.9% of the U.S. population, approximately 2.5 million 

individuals (Grieco & Cassidy, 2000). The greatest concentrations of Native Americans are west 

of the Mississippi (Bureau). Geographic variations are extreme from the arctic tundra to 

southwest dessert and from mid-west plains, mountains, to seashore and isolated islands, from 

frontier and rural settings to large urban cities. There are over 500 federally recognized tribes in 

the U.S. plus an unknown number that are not federally recognized. There is heterogeneity 

between Native American tribes and communities with respect to size, location, cultural 

practices, history, and language. Around 200 different languages exist (Affairs, 2112). However, 

Native American tribes and communities share similar socio-political histories, experiences, and 

worldviews (Durie, 2004; J. S. Hill, Lau, & Wing Sue, 2010). 

Historical commonalities include an emphasis on collective-over-individual agency, a 

strong sense of unity with the environment, tendency toward holistic rather than analytical 

cognitive-processing, and lack of clear distinction between human and spiritual entities. These 

commonalities are present more in Native American communities than the majority dominant 

culture (Durie, 2004; Gryczynski et al., 2007; Nisbett et al., 2001). However, the magnitude that 

these influences affect individual Native Americans is influenced by the degree of community 

affiliation and immersion and community maintenance or revitalization of cultural tradition. 
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When compared to all other races, Native Americans have nearly twice the rate of poverty, larger 

families, lower education levels, and higher unemployment. They are younger with the median 

age 25 compared to 35 years and life expectancy five years less other races (Services, 2011).  

Suquamish tribe. The Suquamish Tribe, Port Madison Indian Reservation is the site for 

this proposed study. The Suquamish Tribe is a federally recognized tribe in the Puget Sound area 

of Washington State. The tribe has a small reservation, within a larger county. The tribe is a 

sovereign entity governed by a tribal council. Per the Suquamish Tribe’s constitution and by-

laws, the Tribal Council is an elected body who direct tribal administration and departments to 

perform the duties necessary to insure the sovereignty of the tribe as well as meet the needs of its 

tribal members. The tribe offers outpatient mental health and substance abuse treatment through 

a behavioral health program, Wellness; social workers, elder’s care, housing, welfare, and 

literacy assistance; mentoring, and tutoring, and educational support. Additionally, other tribal 

services include an employment assistance program; Head Start and Early Head Start services to 

prenatal women, infants, toddlers and preschoolers; a youth program that provides an array of 

cultural, sports, and entertainment activities. The tribe also operates its own police department 

and courts system. 

Per Tribal Enrollment Department, tribal enrollment is over one thousand, with 

approximately half of tribal members living on the reservation. Per the 2011 Suquamish 

Community Needs and Assets Assessment, the Community Health Service indirect service 

contacts are about 6,000, and include non-tribal Native Americans as well as individuals from 

other races. Per the 2010 U.S. Census Bureau information, the reservation contains a diverse 

ethnic population. Within the reservation, Native Americans represent 10% of the population 

which is higher than the U.S. population as a whole where Native Americans are between 1-2%. 
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Overall, the reservation contains 7, 640 individuals, of whom 50% are male and 25% are under 

the age of 19. My personal observations reveal that English is the primary language and is 

spoken fluently in the community. Only one elder currently speaks his native xelSucid 

language fluently. Social and cultural ties among enrolled members are likely more common 

than other community members. This is true even among other Native Americans because of 

extended family connections that persist over many generations and tribal activities and 

governance that support members sharing cultural, spiritual, and family beliefs in a relatively 

small geographic area. The tribal community is not homogeneous, however. Members differ in 

socio-economic status, education level, cultural and social connectedness to the tribe and their 

tribal heritage. Native Americans who live on or near the reservation are often active in the tribal 

community and may not be enrolled members of the tribe. Non-Native members of Native 

American households are considered part of the Native American community and are frequently 

invited to give their input in the community’s decision making process.  

No direct publically accessible record exists of traumas experienced by tribal members. 

In a 2004 Substance Abuse and Mental Health Service Administration grant the tribe submitted, 

substance abuse was identified as very problematic. Of the clients who participate in the tribe’s 

behavioral health program, 64% participate in substance abuse programs. Of arrests of tribal 

members 90% involve substance abuse. Of all Indian Child Welfare cases 100% pending and 

current involve substance abuse. If these statistics reflect community patterns over time then 

tribal members are at high risk for having experienced repetitive interpersonal trauma and abuse 

as a child. 
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Suquamish Tribe’s Modified DBT Program 

The tribe’s modified DBT program target’s Suquamish Tribal members and their 

significant others. The context from which the modified DBT program was derived is as follows. 

The tribe’s mental health supervisor who is non-Native developed a modified DBT program. She 

believed DBT offered unique opportunities to address symptoms resulting from complex chronic 

trauma and inadequate attachment she was seeing in her clients. DBT was originally developed 

for borderline personality disorder. The mental health supervisor believed her clients would 

benefit from the DBT intervention and did not focus on placing her clients into a borderline 

personality disorder diagnostic category. The tribal program adopted the original manualized 

DBT developed by Linehan. Overtime, the mental health supervisor then added additional 

psycho-social and cultural components to meet the unique needs of tribal members. The Mental 

Health Supervisor called the tribal modified-DBT program Healthy and Whole. Added 

components include information about historical trauma and its intergenerational impact, and 

traditionally held values of the tribe. 

Healthy and Whole targets include individual tribal community members and their 

families. Behavioral health program staff informs clients that they have been identified as 

individuals who want more from life. Participation is by invitation only. Staff uses motivational 

interviewing to help clients identify if they are willing to commit to the program. Several groups 

are conducted each year. The program has graduated approximately 25 participants each year 

over a 13-year period with many participants attending the program more than one time. Healthy 

and Whole engages the community in a couple of ways. First during the last half of the program 

participants plan an activity to give back to the community. Past activities have included 

cleaning up the streets of the reservation, fund raising by making hand-made items to help a 
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homeless community members with a their rental deposit, and helping disabled persons. The 

Healthy and Whole program culminates in a graduation ceremony. The ceremony is held and 

catered at the tribal enterprise’s Kiana Lodge. The Kiana Lodge website describes “Kiana as 

sophisticated elegance in classic Northwest style. The lodge is surrounded by fragrant cedars, 

majestic firs and stunning variety of blooming plant life. In addition to this lush atmosphere, 

Kiana Lodge is situated on 1,000 feet of no-bank waterfront and six acres of beautiful gardens.” 

Staff and graduates invite friends, family, and tribal elders and leaders. The ceremony is often 

moving with graduates giving hand-made gifts to their mentors and sharing their stories of 

Healthy and Whole’s impact on their lives. 

Healthy and Whole has been ongoing for 13 years. The program has expanded based on 

participant request from the original combined gender adult program to middle school programs, 

to programs separated by gender and a couples program. Many clinicians, tribal leaders, and 

tribal members have reported that Healthy and Whole has had a profound impact on members, 

their families, and the community. They want the program’s impact documented and hope the 

program will be disseminated to other tribal communities. 

Philosophical Perspectives 

Tribal Critical Race Theory provides the overarching philosophical framework for this 

study. Within this philosophical framework are an animist worldview or ontology, and 

epistemologies of social constructivism and intermodernism. Animism best describes my Native 

American worldview which differs from the dominant Western worldview. I developed my 

animism worldview from my cultural teachings. These teachings were handed down throughout 

the centuries with the basic premises being unchanged despite Western domination that has 

occurred in the last 300 years. This study prioritizes explicitly and describes this researcher’s and 
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participants’ worldviews because from the beginning of colonization the Native American 

worldview has been demeaned and suppressed (Columbus, 2005; Deloria, 1995, 2002; Ingold, 

2006). 

Animism 

From the animism ontology, everything has a spirit or energy, no hierarchy exists 

between humans, animals, plants and other things in the universe; and all things are related. All 

things require respect and etiquette to maintain harmonious relationships. Balance is needed to 

maintain wellbeing. The animism perspective does not position humans at the top of the 

evolutionary schema which means that humans do not have the right to exploit other non-human 

forms. Humans need to be mindful of the impact of their actions on the whole. Human wholeness 

is viewed as a balanced equality of mind, body, emotions and spirit (McCabe, 2008). Because of 

the belief about universal connectivity and the need for balance to maintain wellbeing, animism 

promotes collective over individual agency. 

Until recently, the Western worldview considered an animistic worldview as myth-based, 

a primitive supernatural explanation of natural forces, phenomena, and cultural developments 

instead of explanations based on experience and reason. The dominant Western culture did not 

acknowledge that all worldviews are cultures’ underlying beliefs and assumptions about reality. 

These assumptions and beliefs are theory based and intrinsically value laden. Today, physicists 

describe a similar understanding of the world with quantum theory. The universe consists of a 

gigantic universal field; the field inter-relates everything in the universe and is prior to matter 

(Shelton, 2010). Nursing’s view of unitary-transformative change (Newman, Sime, & Corcoran-

Perry, 1991) is similar to that of animism, although the human being is of central concern in this 

framework. Energy by its nature is not static so the universe is constantly fluctuating. The system 
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and phenomena are whole, open, self-organizing, and constantly changing. Because all things 

possess energy, there is no clear distinction between energy and matter. This ontology embraces 

the concept of all things having a cyclic and rhythmic quality. 

Relational Constructionism 

Animism and unitary-transformative ontologies are generally congruent with relational 

constructionism epistemology (Kovach, 2010; Wilson, 2008). All cultures derive meaning 

through social interaction. Animistic relational constructionism differs from Western relational 

constructionism (Hosking, 2011) and is similar to but not the same as Western constructivism. 

Like Western relational constructionism, animistic relational constructionism assumes facts and 

values are not separate. There is no value-free data. States are ongoing and emergent and not 

stable. The self-other relationship is defined out of ongoing dialogue. The representations change 

over time and are context dependent. Power determines representations that predominate in the 

public discourse. Power-driven discourse serves to promote the interests of those in power. 

Animistic relational constructionism differs from Western constructivism because there are not 

clear delineations between humans, animals, plants and other things in the universe, all things are 

connected, and all things have spirit, a social interaction is possible with other things in the 

universe beyond humans. The social interaction between all things in the universe is the best 

metaphor to consistently keep in the forefront of the Native American worldview. The enduring 

belief in this kind of social interaction is likely the reason that despite brutal and pervasive 

attempts to assimilate Native Americans into Western beliefs, animism worldview has persisted 

among many Native Americans.  
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Intermodernism 

Intermodernist epistemology(Newman et al., 1991) allows for the production of 

knowledge from a global and pluralistic perspective consistent with animism and unitary-

transformative ontologies. Because everything is related and distinctions are not clear, 

opposites/dichotomies are intrinsically related. Dichotomies are useful tools to describe poles of 

a whole relationship. Each needs the other for its definition. One cannot exist without the other. 

Descriptions using dichotomies need to be tempered with awareness that dichotomies present a 

view closer to the extreme and do not represent the ambiguity where the dichotomous entities 

meet.  

Intermodernism knowledge development requires flexibility, and fluidity, and is a 

dynamic and relational endeavor (Pitre & Myrick, 2007). Areas of interests are underlying 

patterns, capacity for self-organization, agency, humanism, spirituality, and potential for 

empowering. Intermodernism promotes knowledge development in ways that maximize potential 

for egalitarianism and freedom from oppression. The concept of universals is balanced with 

critical awareness of history and context. So animism’s universal concepts of wholeness, energy, 

and relatedness are consistent with intermodernism epistemology. Intermodernism does not 

abandon empiricism. It encourages the use of new tools, methods, and technologies to justify 

knowledge production (Reed, 2011).  

Given the philosophical perspective of intermodernism, this proposal focuses on 

collective more than individual agency. It will focus on relationships between focal objects and 

the whole field. This is opposed to detaching the object from its context to observe the object, 

identify the object’s attributes, assign the object to categories, and develop rules about the 

category that explains or predicts the object’s behavior. 
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Intermodernism supports social constructionism in this study challenging identity 

essentialism (or fixed attributes that constitute identity) and emphasizing hybridity. Hybridity 

assumes that social identities are constantly changing based on social interactions that take place 

within various social groups to which individuals belong. Identity construction is both self and 

other constructed. Some identity construction is conscious but often the process is occurring 

without individuals being aware. Because social interactions are diverse and pervasive, it is 

difficult to notice and examine these social constructions as they are occurring. Uncovering and 

exploring the social-historical processes and encounters that shape contexts, cultures, and 

knowledge construction are necessary for understanding the social construction of identity. 

Understanding the social construction of identity also requires that investigators to scrutinize the 

effects and limitations of their perspective and trace the origins and implications of their 

assumptions. Investigators then may be more receptive to other cultural perspectives and gain a 

greater appreciation of differences. 

Tribal Critical Race Theory  

Tribal Critical Race Theory builds on Critical Theory which seeks to liberate individuals 

from the circumstances that enslave them (Horkheimer, 1982). Critical Race Theory is a form of 

Critical Theory, which examines the relationship between race, racism and power (Delgado & 

Stefancic, 2012). Tribal Critical Race Theory extends Critical Race Theory by recognizing 

Native American unique historical, legal, political, social, and racial status (Abercrombie-

Donahue, 2011). Tribal Critical Race Theory in public health explores the ongoing legacy of 

colonization, imperial ideology, and racism on Native American population health. This ongoing 

legacy includes violation of Native American treaty rights, the seizure of Native American lands, 

forceful efforts to assimilation of Native Americans, cultural genocide of Native Americans 
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through destruction of their knowledge systems, religious beliefs and practices, and language 

(Brayboy, 2005). Tribal Critical Race Theory in public health builds on Brayboy’s work (2005). 

Tenets of Tribal Critical Race Theory include the following: 

Colonization and racism are endemic in society and institutions that affect Native 

American public health. Colonization means that European American thought, knowledge, and 

power structures dominate present day society in the United States. Colonization and racism 

have become so engrained in society and its social structures’ consciousness that colonization 

and racism are often invisible. Other cultural views are dismissed and an active effort is made to 

replace them with the dominant discourse. An example is the prior discussion about the 

demeaning discourse around an animism worldview. Racism means the belief that race is the 

primary determinant of human traits and capacities and racial differences produce inherent 

superiority of a particular race (Merriam-Webster, 2012). 

U.S. policies toward Native Americans are rooted in imperialism, White supremacy, and 

material gain. Tribal Critical Race Theory is a valuable, critical, analytical framework for 

exploring the role of race, colonialism, and other intersecting forms of systemic oppression play 

in shaping Native American population health. 

Tribal Critical Race Theory’s goal is to disrupt public health models that perpetuate 

colonization of Native Americans. For example, as previously mentioned, Rogers’ nursing 

unitary-transformative and animism ontology share many similar tenets. One may wonder why 

this proposal did not adopt Roger’s Science of Unitary Human Beings in total. After all, might a 

Native American investigator want to build her work on such a renowned nursing theory? As a 

Tribal Critical Race theorist, this author argues that Rogers’ concept of waking (meaning 

evolutionary emergence) is damaging and oppressive. Rogers’ concept of waking is rooted in 
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imperial domination and white supremacy. Imperial domination and white supremacy assumes 

tribal forms of government are primitive when compared to Western forms of government and 

therefore, Western form of government ethically should dominate. Imperial domination and 

white supremacy assumes Western domination using technology to access and dominate 

marginal populations is natural and inevitable courses of events and does not recognize or 

acknowledge exploitation. Rogers supports her concept of evolutionary emergence with the 

following examples:  

“Social evolution from tribes to city-states, to nations, and now to ‘one world’ 
foretell [sic] interplanetary and intergalactic communication with intelligent life 
beyond the present purview (Rogers, 1986) (p. 239).” 

“The already dynamic system we know as man is being subjected to increased 
environmental motion in rapid escalating amounts. From horse to train to car to 
plane, to jet to supersonic transport, and to rocket – with the last but a clumsy 
precursor of the future’s electrical field propulsion systems- further innovation 
proceeds. And soon there will be the space station shuttles (Rodgers, 1971) (p. 
223).”  

A Tribal Critical Race Theory critic challenges the assumption that European American 

history of governmental imposition is superior to tribal governments. Rogers’ concept of waking 

is an example how colonization dominates present day society in nursing and its social structures 

are often invisible to many. This critic would further challenge the assumption that technical 

advancements Rogers describes are examples of underlying dynamics of the universe. This critic 

proposes instead that technical advancements were politically driven by imperialism (implanting 

settlements on distant places, and desire to dominate the margins from the center, and for 

material gain).  

I too can imagine a scenario should humans with a colonizing and imperialism 

philosophy encounter extraterrestrial life. Colonizing and imperialism are envisioned in to the 

popular 2009 movie Avatar where humans repeat the raping of the environment, enslaving native 
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peoples, and health disparities those actions elicit. The above outcomes are inevitable when 

colonization is endemic in our societal structures including nursing. Tribal Critical Race Theory 

would argue that an animism perspective would give priority to preserving the environment here 

on earth over space exploration. Tribal Critical Race Theory would suggest humans would 

benefit most by more deeply understanding how humans and the environment are related. Tribal 

Critical Race Theory would be suspicious of the motivation for space exploration. It would 

speculate that there may be a tacit assumption that environment on earth is disposable as long as 

other environments are available for future inhabitation and exploitation. Tribal Critical Race 

Theory would propose all space travel should be conducted with an ethic of respect and 

reciprocity with all things encountered.  

Tribal Critical Race Theory explores and preserves the unique legal standing of Native 

American peoples and tribes including tribal sovereignty and self-determination. Tribal 

sovereignty is the right and ability of Native peoples and tribal nations to control their lands, 

natural resources and manage all their affairs within their tribal national boundaries. Tribal 

Critical Race Theory investigators explore the role public health institutions may play in 

undermining tribal sovereignty and self-determination. Health care is a tribal sovereignty issue 

for tribes because health care is a right secured by treaties between U.S. government and tribal 

nations. 

Theoretical Framework 

Breaking the Native American Distress Cycle 

The theoretical framework of this research is more specific than the philosophical 

underpinnings, but still broad enough to guide this research while allowing for the discovery 

process of qualitative inquiry. The framework is called the Breaking the Native American 
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Distress Cycle and is derived from a reformulation of two existing theoretical models, the 

Biosocial Theory and the Indigenous Stress Model, to achieve greater congruence with the 

worldview and needs of Native Americans (Figure 4). 

 
FIGURE 4. Breaking the Native American Distress Cycle 

The Indigenist Stress – Coping Model (Walters & Simoni, 2002) incorporates the health 

consequences of historical trauma, violent crimes/assaults, traumatic life events, child abuse and 

neglect, discrimination, and unresolved grief and morning. It proposes that cultural buffers 

decrease the health consequences of trauma. Cultural buffers include Native American families 

and communities, spiritual coping, traditional health practices, identity attitudes, and 

enculturation. 

Both theories are important to consider because they target different individual or 

community strengths and do not target their fragility but they still acknowledge realistic sources 

of vulnerability. In both theories accumulated trauma, especially in childhood, is a common 

cause for psychological distress. Walters and Simone (2002) designed the Indigenist Stress-

Coping Model specifically to reflect the Native American history and experience. Indigenist 

Stress-Coping Model focuses on the health of whole populations instead of individuals and on 
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the root cause instead of the proximate risk factors of the distress and health disparities. The 

Indigenist Stress-Coping Model attributes disease to the social environment, political, economic, 

and structural inequities, and historical events. Biosocial Theory synthesizes the environment 

and biology from the individual perspective compared to the Indigenist Stress-Coping Model 

which synthesizes biology and the person from a culture perspective (Overton & Ennis, 2006). 

The two theories share similar definitions of trauma and propose that high levels of 

trauma lead to higher levels of psychological distress and high prevalence of negative health 

consequences. The theories differ on proposed mechanisms for relief. In the Indigenist Stress-

Coping Model, cultural-buffers are mediators of distress. Cultural-buffers relieve or offset 

distress. Biosocial Theory balances individual-oriented buffers of problem-solving strategies 

with validation strategies to relieve distress. In both theories, definitions of trauma include 

physical, emotional, and sexual abuse, and neglect. The Indigenist Stress-Coping Model 

broadens the definition of trauma to include historical trauma, specifying violent crimes/assaults, 

traumatic events, discrimination, and unresolved grief and morning. Traumatic events include 

incidents like car accidents, overdoses, combat, and witnessing but not directly experiencing the 

other forms of trauma. Biosocial Theory’s trauma definition includes an invalidating social 

environment. The Indigenist Stress-Coping Model does not specifically include an invalidating 

environment but is consistent with its overall premise. 

Summary: Breaking the Native American Distress Cycle 

In summary, there are key ideas within the theoretical framework that will guide this 

research. The Breaking the Native American Distress Cycle Framework supports investigation of 

proximate risk factors of the psychological distress at inter / intrapersonal levels and incorporates 

broader environmental insults such as political, economic, and structural inequities, and 
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historical events that affect whole populations. The framework focuses on alleviating human 

distress while promoting health empowerment by building on individuals’ strengths not on their 

fragility. The framework also focuses on social structures that facilitate or impede individual's 

desire and ability to modify health behaviors. More basically, the framework promotes equality 

for Native Americans and builds on community strengths. It contextualizes and socializes 

problems highlighting their social origins. It holds the oppressor accountable and no longer 

blames the victim, thus empowering Native Americans. 

Results of this research may be used to refine this framework to give clinicians very 

specific tools to help relieve Native American psychological distress and build lives worthwhile. 

Findings may guide creation of a validating environment rather than blaming patients/clients for 

their self-harming and self-defeating behaviors. A refined framework may help inform nurses as 

clinicians and administrators to develop greater empathy and compassion when they encounter 

Native American social and health disparities. Nurses can advocate for Native Americans with 

politicians and policy makers for social, environment, political, and economic changes to reduce 

structural inequities in Native American communities. 
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CHAPTER II: REVIEW OF LITERATURE 

This literature review will present populations that DBT currently targets and evidence of 

DBT’s efficacy and effectiveness in general and specifically related to Native Americans. 

Because historical trauma is a key concept within the Breaking the Native American Distress 

Cycle Framework, the review will also include Historical Trauma Theory and its supporting 

evidence. The review will provide context for the proposed study and identify gaps in the 

literature. 

DBT Research: Target Populations 

DBT was first developed for and efficacy tested with clients having borderline 

personality disorder. Borderline personality disorder symptoms include frantic efforts to avoid 

abandonment, patterns of intense and unstable interpersonal relationships, identity disturbance, 

self-damaging impulse behavior, recurrent self-mutilating or suicidal behavior, affective 

instability, chronic feelings of emptiness, inappropriate, intense, and/or lack of control over 

anger, and dissociative symptoms or paranoid ideation (Association, 2000; Lieb, Zanarini, 

Schmahl, Linehan, & Bohus, 2004). Six random controlled trials (John F. Clarkin, Kenneth N. 

Levy, Mark F. Lenzenweger, & Otto F. Kernberg, 2007; Koons et al., 2001; Linehan et al., 1991; 

Linehan et al., 2006; Linehan et al., 2008; McMain et al., 2009; van den Bosch et al., 2005) and 

three quasi-experimental investigations (Bohus et al., 2004; Comtois et al., 2007; M. S. Harned 

et al., 2010; Linehan et al., 1999) have studied the efficacy of DBT for borderline personality 

disorder.  

DBT has been effective for borderline personality disorder participants across a number 

of settings, co-morbid disorders, and age ranges. Settings include 14 outpatient and two inpatient 

programs. In academic centers, 11 studies were conducted by the DBT’s develop Marsha 
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Linehan and three were independent of the DBT’s developer. Two studies were conducted at 

community mental health clinics, one within the Veteran Administration medical system and in 

four different countries, United States, Germany, Netherlands, and Australia. Co-morbid 

conditions include substance abuse (Linehan et al., 2002; Linehan et al., 1999), post-traumatic 

stress disorder (Melanie S. Harned et al., 2010), and individuals experiencing excessive anger 

and hostility (Linehan et al., 2008). All but one study (Rathus & Miller, 2002) had adult 

populations ranging from 18 to 60. The effectiveness of DBT was tested on inpatient adolescents 

against treatment as usual like other studies. DBT participants had reduction in healthcare 

utilization, dropout rate, overall symptom levels, and suicidal ideation but, unlike adult studies, 

there was no reduction in suicide attempts. 

DBT has been adapted to treat individuals with substance abuse disorders, eating 

disorders, antisocial personality disorders, elderly with co-morbid depression and personality 

disorder, and individuals who disproportionately use psychiatric services and have repeatedly 

failed treatment as usual regardless of diagnosis (Linda A. Dimeff & Koerner, 2007). 

Adaptations have been made based on the premise that these populations have features similar to 

borderline personality disorder including high rates of healthcare utilization, impulsivity, mood 

instability, interpersonal difficulties, and substance abuse. Although the evidence is weaker 

involving single studies, evidence of DBT effectiveness has been extended to depressed elders 

(Lynch, Morse, Mendelson, & Robins, 2003), individuals with binge eating disorders (Telch, 

Agras, & Linehan, 2001), treatment resistant depression (Harley, Sprich, Safren, Jacobo, & Fava, 

2008), bulimia nervosa (Safer, Telch, & Agras, 2001) and post-traumatic stress disorder related 

to child sexual abuse (Steil, Dyer, Priebe, Kleindienst, & Bohus, 2011). 
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Current evidence is not compelling regarding the efficacy and effectiveness of DBT for 

Native Americans. Of the studies listed above, race and ethnicity were either not reported or 

over-represented by Whites compared to their current proportion of the U.S. in all but two 

studies. Only two subjects were identified as Native American. 

Potential Relevance of DBT for Nursing Interventions with Native Americans 

Although there is a lack of research supporting the use of DBT with Native Americans 

specifically, the review of the nature and components of the therapy suggest that it may be 

beneficial in alleviating their distress and in promoting health empowerment. DBT may help 

nurses to create a validating environment rather than blaming clients for their self-harming and 

self-defeating behaviors. Its structure and manual operation gives clinicians very specific tools to 

help clients get out of the misery of their lives and build lives worth living by building on clients’ 

strengths not on their fragility. Dysfunctional behavior that DBT impacts include parasuicidal 

behavior which includes intentional, acute self-injurious behavior with or without suicidal intent 

(Linehan et al., 1991), poor social adjustment, low global functioning, anger, anxiety, 

dissociation, hopelessness, therapy dropout rates, and high healthcare utilization. A decrease in 

parasuicidal risk and behavior is the most consistent finding across DBT studies. Other 

significant outcomes across studies include reduction in substance use (L. A. Dimeff & Linehan, 

2008; Linehan et al., 1999), anxiety (Bohus et al., 2004), dissociations (Bohus et al., 2004; M. S. 

Harned et al., 2010), borderline symptoms (McMain et al., 2009), hopelessness (Koons et al., 

2001), depression (Bohus et al., 2004; Koons et al., 2001; Linehan et al., 2006; McMain et al., 

2009), interpersonal problems (Bohus et al., 2004; McMain et al., 2009), therapy dropouts 

(Comtois et al., 2007; M. Linehan et al., 1994; Linehan et al., 2006; Linehan et al., 1993; 

Linehan et al., 1999; Rathus & Miller, 2002), healthcare utilization (Comtois et al., 2007; 
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Linehan et al., 2006; McMain et al., 2009; Rathus & Miller, 2002), anger (Koons et al., 2001; 

Linehan et al., 2008; M. M. Linehan et al., 1994; McMain et al., 2009), increase in social 

adjustment (M. M. Linehan et al., 1994; McMain et al., 2009) and global functioning (M. M. 

Linehan et al., 1994; McMain et al., 2009). A meta-analysis (Kliem, Kroger, & Kosfelder, 2010) 

of this body of evidence indicates the evidence was of sufficient quality to conclude that DBT, as 

compared to treatment as usual, had a moderate effect size. There is no evidence of relative 

efficacy when DBT is compared to other borderline specific treatment. DBT dropout rate was 

not significantly reduced when compared to control groups. DBT effect diminished at follow up.  

Historical Trauma Theory Research 

According to this study’s theoretical framework, Breaking the Native American Distress 

Cycle, Historical Trauma Theory is relevant to this study because social environment, political, 

economic, and structural inequities, and historical events contribute to disease (Sotero, 2006). 

Historical Trauma Theory identifies historical events that lead to social environment, political, 

economic, and structural inequities that are not explicitly acknowledged in Biosocial Theory and 

DBT research. It is important to review Historical Trauma Theory research to understand how it 

may fit with DBT’s compatibility to Native American culture and context. 

Historical Trauma Theory was first proposed in 1998 (Brave Heart & DeBruyn). In 

Historical Trauma Theory, historical trauma is physical, emotional, social, and psychological 

wounding accumulated over the lifespan and across generations and emanates from massive 

group traumas. Colonial powers including the U.S. government deliberately and systematically 

inflicted the massive group trauma on Native American populations which has continued for 

generations. Trauma reverberates throughout Native American communities, creating a universal 

experience of trauma. The magnitude of the trauma experience derailed Native American 
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communities from their natural and projected historical course. The derailment resulted in a 

legacy of physical, psychological, social and economic disparities that persists across generations 

(Brave Heart & DeBruyn, 1998; Sotero, 2006). Historical Trauma Theory also proposes the high 

prevalence of Native American substance abuse, domestic violence, child abuse, and intentional 

and unintentional injuries leads to complex chronic traumas for subsequent generations (Coyhis 

& Simonelli, 2005, 2008) (refer to Figure 1).  

Unresolved grief and mourning are concepts within Historical Trauma Theory (Brave 

Heart & DeBruyn, 1998). Unresolved grief occurs because cultural disruptions remove positive 

community strategies to manage loss. Oppression and discrimination invalidate Native American 

experience of loss. For example, Western society legitimizes grieving only for immediate 

members of the nuclear family in the current generation. Western society does not consider 

grieving for ancestors, loss of land, language and culture as legitimate. Until 1978, the federal 

law prohibited Native Americans from engaging in their traditional religious ceremonies. These 

are examples of oppressive ideologies and policies that have prevented open and public 

mourning of multi-generational losses experienced among Native American peoples. 

Little research exists that establishes the level of interpersonal trauma experienced by 

Native Americans over their life-time and specifically during childhood (Manson, Beals, Klein, 

& Croy, 2005). However, a study conducted on two large reservations indicates that study 

participants experienced high rates of interpersonal trauma when heavy consumption of alcohol 

was involved (Manson et al., 2005). Individuals who have experienced complex chronic trauma 

and inadequate attachment tend to engage in risk-taking or addictive behavior in the interest of 

affect management (Pearlman & Courtois, 2005). 
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The following studies directly measure Historical Trauma Theory propositions. Empirical 

evidence, although limited, is congruent with theoretical assertions. Researchers’ work (For the 

Cedar Project et al., 2008; Jervis et al., 2006; Whitbeck, Adams, Hoyt, & Chen, 2004) 

established manifested variables for the Historical Trauma latent variable. From the results of 

three focus groups (Whitbeck et al., 2004) each with about eight tribal elders participants from 

two reservations, researchers developed two scales of measurement. From exploratory data 

analysis, investigators concluded that their scales of perceived loss and emotional response 

represented the Historical Trauma construct. Structural equation modeling supported the 

investigators’ hypothesis that higher levels of loss correlated with greater distress and greater 

mental health symptoms. Jervis and colleagues (2006) establish manifested variables for the 

latent variable of historical consciousness, differentiating it from historical trauma. The variable 

included Native American awareness of tribal history. It did not include the secondary 

traumatization of those events. The study found historical consciousness correlates with Indian 

identity and formal education. The Jervis and colleagues (2006) study did not investigate the 

correlation between historical consciousness and historical trauma. 

Patterson and colleagues (2008) used subject awareness of their parent’s attending board 

school or if they were taken from their biological parents as manifest variables of historical 

trauma. They studied young Native Americans who use injection and non-injection drugs in two 

Canadian cities. For those who reported sexual abuse there was a significant univariate 

association with having at least one parent who attended boarding school. 

Denham (2008) and Myhra (2011) conducted an ethnographic study to examine 

awareness of historical trauma and resilience. Both found that pride in surviving historical 

trauma and a belief in Native American resiliency are other responses to historical trauma. 
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Participants identified historical trauma as the root cause of substance abuse. The Indigenist 

Stress-Coping Model (Walters & Simoni, 2002) expands on Historical Trauma Theory. The 

Indigenist Stress –Coping Model (Walters & Simoni, 2002) incorporates the health consequences 

of historical trauma, violent crimes/assaults, traumatic life events, child abuse and neglect, 

discrimination, and unresolved grief and morning. This model proposes that cultural buffers 

decrease the health consequences of trauma. Cultural buffers include Native American families 

and communities, spiritual coping, traditional health practices, identity attitudes, and 

enculturation. Walters and Simoni (2002) provides both community examples and research 

evidence that these cultural components buffer stress.  

Conclusions 

In summary, Denham and Myra’s work suggests that the Breaking the Native American 

Distress Cycle Framework presented in Chapter I should be modified to add the perception of 

survivorship and resilience from historical trauma as a cultural protective factor. Theoretically, 

the Breaking the Native American Distress Cycle Framework is only valid if DBT assumptions 

about living a life worthwhile are the same as Native American assumptions. 

A Native American discussion of a DBT-informed program that is compatible with 

Native American culture and context may reveal the following themes as derived from the 

existing theories and perspectives presented earlier in Chapter I: 1) therapy should emphasize the 

role that culture, social and historical context plays in shaping individual and population 

behavior; 2) therapy should not focus on specific psychopathology but rather be based on a 

complex trauma construct; 3) culture identity and connection serve as protective factors that 

decrease the risk of suicide, substance abuse and other risk taking behavior; and, 4) historical 

trauma may be viewed as a stressor and its survival may be viewed as simultaneously or 
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separately as a cultural asset. These themes are outlined in the Breaking the Native American 

Distress Cycle Framework I developed to frame this study. The framework outlines general areas 

to explore (e.g. defining the concept of living a life worthwhile as well as psychological distress, 

identifying barriers, resources, and environmental changes; and describing origins of mental 

health and other problems). However, data collection will not be constrained by these themes or 

by the framework in general. Compatibility between Healthy and Whole and tribal culture will 

be based upon analysis of the data obtained from this study. Revisiting the original framework in 

view of the empirical finding will be discussed in interpretation of the findings in the final 

chapter. 

No evidence could be found that these areas have been explored. Therefore, a critical 

ethnography is needed to reveal the Native American understanding of these concepts and their 

relevance to DBT.  
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CHAPTER III: METHODOLOGY 

This chapter describes the research methodology for this study. The chapter contains 

seven sections: 1) identification and justification of a research design; 2) descriptions of the 

study setting; 3) sample; 4) data collection methods; 5) data management; 6) data analysis; and 

7) criteria used to evaluate scientific rigor.  

Research Design 

The study was a critical ethnography using a Community-Based Participatory Research 

(CBPR) approach to describe the compatibility of a tailored Dialectical Behavior Therapy 

(DBT), Healthy and Whole, for the Suquamish Native American community. Ethnography has 

evolved from several social science traditions over more than 100 years. Ethnography is a 

descriptive study of culture in its natural state (Hammersley, 1995). Ethnography was the chosen 

method because the central aim of an ethnographic study is to understand another way of life 

from the ‘native’ or folk point of view. An ethnographic study allows for the prioritization of the 

Native American perspective. Ethnography is an appropriate methodology because little is 

known about Native American point of view regarding living a life worthwhile and how that 

relates to the experience of DBT and mental health in their communities. 

Early ethnographers considered their accounts to be objective and neutral. The 

ethnographer was the observer and the research subjects the other. Ethnographers considered 

their approach to be rational, value-free, objective, and universal (Madison, 2012). 

Intermodernism as well as interpretive views particularly challenge these assumptions and 

contend there is no single truth. Instead reality is a continuous negotiation of interpretation. 

Interpretative ethnography requires investigators to make visible sources of bias such as their 
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ethnic and gender biases, reasoning and paradigm that affect their interpretation so readers can 

make their judgment of the quality, accuracy, and usefulness of the research (Hosking, 2011). 

Ethnographers seek to reveal explicit and tacit aspects of culture. Explicit aspects are 

things that all members are aware of and take for granted. Tacit aspects are outside of members’ 

awareness (Hodgson, 2000). Critical inquiry is necessary to access tacit aspects of culture. Like 

interpretive ethnography, critical ethnography acknowledges and identifies ways that the 

researcher affects the setting and final product. Critical ethnography moves beyond the 

interpretive boundary to consider ways society’s history, social and political structures affect the 

phenomenon. Critical ethnography looks at the role power has on the construction and 

maintenance of social activity. The intent is to liberate the oppressed, hence the social rather than 

individual approach to social change. Critical ethnography promotes participants’ voice. With 

critical ethnography comes a moral obligation to change oppressive conditions. This perspective 

involves exploration of how class, gender, power, economics policies, and socio-political 

interactions impact marginalized segments of society (Madison, 2012; Thomas, 1993). Critical 

ethnography from a relational constructionist perspective requires reflexivity to be extended 

from an individual endeavor to a community endeavor. A critical theories perspective requires 

that all presumptions of the truth, rational, and good are open to suspicion (Hosking & Pluut, 

2010). 

Incorporating a CBPR approach as described by Israel, Eng, Schulz, and Parker (2005) is 

important within a Tribal Critical Race Theory framework that supports tribal sovereignty and 

self-determination. CBPR principles include facilitating collaborative and equitable partnerships 

in all phases of research, promoting co-learning, capacity building among all partners, and 

integrating and achieving a balance between research and action for the mutual benefits of the 
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partners. This study embraced study participants as co-investigators because study participants 

taught this ethnographer their language specific to living a life worthwhile in Suquamish so the 

culture can be described from the ‘native’ or insider’s point of view. Viewing study participants’ 

roles as co-investigators is in keeping with a CBPR approach. I displayed a meaningful 

commitment to sharing power and rewards in the research process. Within this research study, I 

used the term study participant to make it clear these are the individuals from whom I planned to 

collect personal demographic and interview data. 

In the context of critical ethnography with a CBPR approach, the story unfolds in the 

participant’s voice using folk terms, definitions, and explanations or theories. Revealing folk 

theories are important for Native Americans whose voice has been suppressed and knowledge 

demeaned. Critical ethnography with a CBPR approach helps to address Native American 

concerns that evidence-based practices previously imposed on Native communities, without 

cultural and contextual adaptation, were oppressive. 

Ethnographers seek a complete and detailed description of the phenomenon in relation to 

the whole as opposed to approaches that decontextualize objects, classify features, count them, 

and construct statistical models to explain what is observed (Hammersley, 1995). Ethnography 

with a CBPR approach is more in keeping with animism ontology and relational constructionism 

epistemology. A Tribal Critical Race Theory framework prioritizes methodology choices based 

on Native American worldview. 

To acquire a rich contextual understanding of the community, ethnographic methods 

include extended firsthand participant observation, immersion and interaction with participants 

(Hammersley, 1995). Ethnography with a CBPR approach requires that the investigator let others 

self-identify, listen attentively to their story, accurately interpret, and document individual 
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voices. This study used individual interviews to open large spaces for participants to articulate 

the texture of their world related to living a life worthwhile (Aim 1) and describe the 

compatibility between a tribal modified DBT and the Native American cultural beliefs, values, 

norms, and context (Aim 2).  

Using an ethnographic methodology requires purposeful identification and sampling of 

cases, in-depth probing for rich descriptions of the phenomenon of interest rather than seeking 

empirical generalization (Hammersley, 1995; Israel et al., 2005). Interviews and participant 

observations comprised the primary data sources. Secondary data sources included multi-media 

accounts, written, electronic, artistic representations, historical and policy documents, budgets, 

and legal imperatives. Secondary data sources were used to explore deeper into the societal roots 

of events and identify larger political, social, and economic issues of oppression, conflict, 

struggle and power. 

Investigator’s Context and Assumptions for Reflexivity 

Context. I have been deeply immersed in this tribal community. I am an enrolled 

member of the tribe. I live on the reservation with my immediate family. My mother, sister and I 

live together and are all considered tribal elders. My brother lives with his family on the next 

street over. We as a tribe track and maintain extended family connections. I can track my 

extended family connection to most tribal members. I have a life-time connection to many 

members of the tribe. I have lived on the reservation and in the county where the reservation is 

located off and on through my life. I have kept up-to-date on tribal events when not living nearby 

through family and regular visits. I have worked in Native American healthcare for over 20 

years. I regularly attend tribal and community events and work for the tribe as a community 

health nurse. In the past, I worked for the tribe as a research assistant for a tribal Behavioral Risk 
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Factor Surveillance System study and as a community member advisor for culturally adapting a 

youth drug and alcohol prevention curriculum, ‘Healing of the Canoe: Holding Up Our Youth.’ I 

participated in and graduated from the tribe’s Healthy and Whole Program. I regularly interact 

with Healthy and Whole graduates. Now, as a community health nurse, I regularly interact with 

our behavioral health department, Wellness, where Healthy and Whole is located. I have attended 

the last two Healthy and Whole graduations. At the graduations, several graduates and their 

families tell how Healthy and Whole has impacted their lives and their families. The community 

has regularly welcomed my participation in all the above events. 

Assumptions. Ethnography with a CBPR approach assumes that the investigator can 

learn the most by participating with and immersing in the community. Community participation 

and immersion supported this investigator attending to relationships which are important from an 

animism ontology perspective. In ethnography, behavior is regarded as situational, dynamic, 

personal, and social. Data are in the form of words, pictures, and objects which provide a rich 

and contextual description and understanding about the phenomenon (Hammersley, 1995). 

Analysis of ethnographic data using a CBPR approach allows for a search for middle 

ground between opposing propositions. Analysis tries to reconcile and transcend seeming 

contradiction because the method recognizes that multiple realities exist. By contrast, 

quantitative analysis typically seeks to identify the superior proposition (Nisbett et al., 2001). 

This ethnography sought not to find one truth but reveal multiple perspectives by 

observing and listening to a wide sample of participants (Hammersley, 1995). For example, the 

study targeted individuals impacted by Healthy and Whole and community members considered 

knowledgeable about tribal traditions. Individuals targeted include participants, clinicians, and 



 
 54

community members. Further, this ethnography incorporated the tenets of Tribal Critical Race 

Theory that were described in Chapter I in the formulation of all aspects of the study.  

Study Setting 

The study setting is on the Port Madison Reservation which is geographically small. 

Tribal offices are centrally located and convenient for most tribal members. The study used tribal 

offices to conduct interviews unless another setting was more convenient and comfortable for a 

participant. I based the study out of my office which I lock when I am not in the office. I used 

my work personal computer which has secure password protection to access my files. Data files 

were backed up on a secure network. I had use of a fax and copy machine. The Suquamish 

Wellness Program agreed to support the study by recruiting potential participants and providing 

clinicians work time for interviewing. Similarly, supervisors allowed me to interview tribal 

employees on employee work time in their or my office. Some tribal elders preferred to be 

interviewed in their homes. 

Sample 

The following describes this study’s sampling plan including the target audience, sample 

description, study inclusion criteria, sample size, and recruitment methods.  

In order to reveal multiple perspectives and find common ground between various views, 

the sampling method was purposeful and theoretical. Theoretical sampling is purposeful and uses 

typical and extreme cases. A chief ethnographic strategy was to find study participants that are 

thoroughly enculturated, they know their culture so well they no longer think about it (Spradley, 

1979). A challenge for this study was to identify European American thought, knowledge, and 

power structures that may suppress Native American point of view. With this challenge in mind, 

study participants were selected based on factors that may influence their freedom to express 
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their Native American point of view. Refer to sample description and rationale section below. 

For this study’s theoretical sampling, data were sampled based initially on the guiding 

framework of the study and then upon the investigator’s increasing knowledge of the community 

and upon the iterative process of data analysis as the interviews unfolded. In addition, the 

emerging folk theory from analyzing preliminary data guided data sampling. All samples were 

purposefully selected with a specific goal in mind. Sample cases were identified purposefully, 

seeking information-rich cases for in-depth study rather than for empirical generalization. The 

iterative sampling approach entailed moving back and forth between sampling and data analysis.  

Target Audience 

The target audience was the Suquamish tribal community that currently has an ongoing 

culturally modified DBT intervention, Healthy and Whole. The study targeted individuals 

exposed to Healthy and Whole and community members considered knowledgeable about tribal 

traditions. Individuals targeted included Healthy and Whole participants, clinicians, and 

community members.  

Sample Description and Rationale 

The sample consisted of three groups of people: Suquamish Tribal members exposed to 

the Healthy and Whole therapy, Suquamish Tribal members who are identified as knowledgeable 

regarding tribal tradition and clinicians who developed and/or implemented Healthy and Whole. 

Suquamish Tribal members exposed to the Healthy and Whole therapy included three subsets of 

the first group: 1) those that graduated from Healthy and Whole; 2) those that declined the 

Healthy and Whole or dropped out before completion; and 3) those have who have regular 

contact with Healthy and Whole graduates either at home, work, or play.  
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Tribal Critical Race Theory frames this ethnography. Tribal Critical Race Theory 

considers concepts of privilege and power in clinical mental health. Clinical mental health is 

based on the medical model which has a Western white-dominate origin. In the medical model, 

clinicians have a power position over clients. Even Native American clinicians are likely to be 

heavily influenced by this professional model (Hwang, 2009). Therefore, the process needs equal 

input from the Native American community perspective because relying on only a clinician’s 

perspective would likely to have suppressed the Native American voice. 

Clinicians 

It was important to recruit clinicians because they have clinical expertise essential for 

understanding DBT implementation (Ayala & Elder, 2011). Clinicians introduced DBT into the 

community and culturally modified the DBT intervention. Clinicians were selected to describe 

the conceptual development of Healthy and Whole and identify the influence that Native 

American cultural values and norms had on the development and adaptation of this tailored 

intervention for the Native American population. 

Native American Healthy and Whole Graduates 

Native American Healthy and Whole graduates provided important information about the 

acceptability of the intervention and its implementation within the community (Ayala & Elder, 

2011). Because the power differentials and organizational structure of the mental health clinic 

may have influenced DBT participants’ perspectives, it was important to sample Native 

American community members who have a close relationship with Healthy and Whole graduates 

at home, work, or play. This sample provided important information about the acceptability of 

intervention to the target population that was less influenced by clinician’s perspective that may 
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be more Western, and reflect differences in class, status, and views related to health and 

wellbeing. 

Tribal Members  

Sampling Suquamish Tribal members who declined to participate in Healthy and Whole 

or dropped out after the intervention began offered another important perspective. These key 

informants may have tended to be critical of the organization and may have potentially provided 

a contrary perspective to those who completed Healthy and Whole. The perceptions of 

individuals who declined to participate in Healthy and Whole or dropped out after the 

intervention began are useful because they tend to be more observant and reflective of their 

environment (Ayala & Elder, 2011). Suquamish Tribal members who are identified as 

knowledgeable regarding tribal tradition provide valuable cultural perspectives as they are 

potentially the most enculturated sample. These are opinion leaders regarding cultural relevance 

and are aware of the community priorities and potential (Ayala & Elder, 2011). 

Inclusion Criteria 

Study inclusion criteria were as follows: English speaking enrolled Suquamish members 

exposed to the therapy as defined above, over 18 years of age who have been identified by the 

tribal council and the Mental Health Supervisor. Clinician inclusion criteria are as follows: 

mental health clinicians (Native and non-Native) employed by the tribe’s behavioral health 

program.  

Sample Size 

An adequate ethnographic sample size was achieved when most perceptions about the 

phenomenon of interest were uncovered (Mason, 2010). Saturation occurred when no new 

decoded cultural symbols, relationships among cultural symbols, or folk theories related to of 
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living a life worthwhile were discovered and when participants began to repeat previously 

discovered data (Spradley, 1979). Saturation was achieved with a sample size of 13. Based on an 

analysis of 560 PhD studies using qualitative approaches (Mason, 2010), a maximum sample 

size required to achieve saturation could have been as many as 50 participants. Based on the 

Mason (2010), this study achieved saturation at 13 interviews for the following three reasons: 1) 

thick rich descriptions of living a life worthwhile in a specific tribal group was accomplished; 2) 

participants were experts in the phenomenon of interest; and 3) multiple data collection methods 

of participant observation and artifacts and review of documents provided additional data 

sources.  

Recruitment Method 

To avoid exclusion that may alienate segments of the community and ensure direct 

feedback from enrolled tribal members, I asked the tribal council and the Mental Health 

Supervisor to determine the process for identifying community members to be interviewed. 

Persons were interviewed by invitation only. Tribal elders have expressly made the request to 

interview by invitation in the past.  

The investigator contacted potential participants by phone or in person using a 

recruitment script. Refer to Appendix 1 attachment: 1). Community Member Telephone Call 

Script Attachment and 2.Clinician Telephone Call Script. Each telephone script included an 

introduction, an invitation to participate, an explanation of purpose, and descriptions of risk and 

benefits.  
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Data Collection Procedure 

Human Subjects Protocol 

The following will describe the process for obtaining joint institutional review board 

(IRB) approval for both the University of Arizona and the Suquamish Tribe. Then, it will 

describe the process used to obtain participant consent.  

Joint IRB approval. The Suquamish Tribal Council serves as the tribe’s institutional 

review board (IRB) and for research purposes also controls access to all tribally enrolled 

members. This study was required to obtain approval from both the University of Arizona IRB 

and the Suquamish Tribal Council. The Suquamish Tribal Council is responsible for ensuring 

research is safe, ethical, well designed, feasible, culturally appropriate, and conducive to the best 

interest of the tribe. Tribal Council performs all these functions with staff and tribal government 

committee support. The following will describe the process of negotiating, obtaining approval 

and subsequent support for the study, and dissemination of the study’s findings. The discussion 

will focus on the process as it relates to working in and between tribal communities and 

university IRBs. 

I began negotiating with tribal council about conducting this study before I started 

writing my dissertation proposal. I spoke personally to Tribal Council members before I formally 

approached Tribal Council for approval and support. I shared with Tribal Council members my 

research interest and how tribal members had identified the research need. When I first identified 

my research subject, I wrote a one page abstract of my proposal. I made a request in writing for 

tribal council’s support of my proposal and requested to be added to a tribal council meeting 

agenda. I attended the scheduled Tribal Council meeting and presented my proposal verbally and 

answered questions. Tribal Council was familiar with Healthy and Whole and knew me 
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personally as an enrolled member, Suquamish tribal community health nurse, and a tribal elder. 

To show tribal members support for the research, I brought family members, tribal elders, and 

other tribal community members that supported the research request to the Tribal Council 

meeting. I did not want to launch on a lengthy proposal unless I could be assured of the Tribal 

Council’s approval and support up front. Healthy and Whole and my place in the community was 

well known to Tribal Council. I received pre-approval for my study without any resistance. 

When my dissertation proposal was approved by my dissertation committee, I used the 

same approach I used to obtain pre-approval. I submitted the University of Arizona completed 

Application for Human Research to Tribal Council along with my letter requesting their approval 

to conduct the study. Between the pre-approval and my request for study approval, I had been 

working and living in the community. Many tribal members and tribal government staff were 

aware of my research interest and voiced support. Tribal Council queried me about different 

aspects the study design, feasibility, and its conduciveness to tribal interests. The discussion was 

short. Once again, I received approval for my study without any resistance December 17, 2013.  

The University of Arizona IRB requires that research with tribes receive approval from 

Social and Behavioral Projects: American Indian Studies before the IRB will review the 

Application for Human Research. Social and Behavioral Projects: American Indian Studies 

requested that I obtain a letter from Tribal Council approving the study proposal before they 

would move the study proposal forward to the IRB. I work in the same building as Tribal 

Council offices. I requested a letter from Leonard Forsman, Tribal Chairman. He requested I 

draft the letter and submit it via email. I did so that day. The next day, his secretary reformatted 

the letter, Leonard Forsman signed it. I had it in hand. I emailed a scanned copy to Social and 

Behavioral Projects: American Indian Studies the same day January 9, 2014.  



 
 61

During my doctoral program, I had been told that the IRB approval process could be 

lengthy. Several researchers that have tried to work with tribes said to anticipate even longer 

delays because getting tribal approval was difficult. My committee advisor asked me to follow 

up after the approval process with University of Arizona was unusually long. With my inquiries, 

I found that to Social and Behavioral Projects: American Indian Studies had not processed my 

application thinking they were still waiting on a letter from Tribal Council approving the study. 

The quick turnaround of the request and the Tribal Council approval letter submission made the 

Social and Behavioral Projects: American Indian Studies office not recognize that their request 

was completed. The University of Arizona IRB approved my dissertation proposal April 4, 2014. 

Surprisingly, delay in receiving study approval from both the Suquamish Tribe and University of 

Arizona IRB was due to delays from the university processes. 

Because I did not want to impose my perspective on the research in terms of identifying 

tribal members who are knowledgeable regarding tribal tradition, I went to Tribal Council a third 

time to ask for them to identify those study participants. I used the same process as previously 

mentioned for that request. This time the discussion was livelier with Tribal Council identifying 

eldest elders as those knowledgeable regarding tribal tradition. Tribal Council identified many 

candidates by name and gave me other parameters to consider (individuals who represented 

families who traditionally resided in various locations within the Port Madison Indian 

Reservation or Kitsap County). 

The Suquamish Tribe requires that they approve any dissemination of research results. I 

have used and will use a similar process when disseminating research results outside of the 

Suquamish Tribal Community. I have submitted an abstract for poster presentations at Northwest 

Tribal Research Conference and Western Institute of Nursing Conference. With the many times I 
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have been before Tribal Council a summary of finding was the only verbal report I needed to 

provide. Tribal Council gave their permission to present. When I submit for publication, I will 

use the same process but will submit the full transcript as well as the abstract. Once again, I 

anticipate Tribal Council support for future publications. 

Participant consent. Data collection began after Tribal Council and University of IRB 

approved the research proposal. I obtained written consent from each participant in a room where 

our conversation could not be overheard by others. Appendix 1: Attachment 4. Community 

Member Interview Consent Script, Attachment 5. Clinician Interview Consent Form Scripts. 

Attachment 3.University of Arizona Consent to Participate in Research. Consent was a repeat of 

the introduction, explanation of purpose, the anticipated length of the interview, and descriptions 

of risk and benefits. I audio- recorded the formal interviews after I obtained informed consent. 

Because I wanted to describe Suquamish culture in Suquamish Tribal members own words, I 

encouraged participants to talk as they would with other community members who they are 

comfortable with.  

The Ethnographic Strategy 

A focused ethnography, concentrating on the cultural meanings Suquamish members use 

to organize their behavior and interpret their experience living lives worthwhile, was conducted. 

Secondly, the ethnography examined the compatibility between Suquamish Tribal cultural 

beliefs, values, norms, and context related to living a life worthwhile and DBT components and 

practices. I followed Spradley (1979, 1980) recommendations for data collection to uncover the 

system of Suquamish cultural meanings related to lives worthwhile. To decode the full meaning 

of living lives worthwhile in Suquamish culture, I asked questions asked for use instead of 

questions for meaning. Questions asking for meaning tend to elicit brief referential definition of 
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living a life worthwhile similar to the brief definition one would find in a dictionary. On the other 

hand, questions asking for use related to lives worthwhile reveal the rich way living lives 

worthwhile is related to other symbols in Suquamish culture. Ethnographic primary data 

collected included contemporary and historical accounts as reported by study participants, and 

participant observations. Multi-media accounts were of interest also. They included oral, written, 

electronic, and artistic representations such as song and dance. Secondary data included 

historical and policy documents, budgets, and legal imperatives. Secondary data was used to 

explore deeper dimensions of societal roots of events and identify larger political, social, and 

economic issues of oppression, conflict, struggle and power that are often subtle and covert 

(Madison, 2012; Thomas, 1993). 

My data collection strategy was to continue with community immersion throughout the 

study, participate in activities in the community as a whole and with community members and 

clinicians who met inclusion criteria. I use participant observations and conducted interviews to 

collect data. I de-identified data and kept a reflective journal of pertinent observations and casual 

conversations. I incorporated both formal interviews and casual conversations. These notes 

appear in data analysis as notes. Because I wanted in-depth information from the study 

participants, I conducted individual semi-structured interviews rather than focus groups. In 

ethnographic studies during individual interviews, participants explain folk theories to the 

ignorant interviewer. In focus groups, participants share similar understanding of their folk 

theories. Focus group members are likely to only briefly mention a folk theory and not provide 

full explanations (Agar & MacDonald, 1995). 

Reflexive interviews employed conversation and interviewer disclosure with particular 

attention given to the emergent meanings arising from the interview process. Reflexive 
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interviewing provided a means to learn about participants' actual experiences and interpretations 

(Ellis & Berger, 2002). Professional and personal relationships and interview technique were 

designed to fully engage the participants in semi-structured interviews, probe their ideas, and 

help elicit their stories. To break the ice and stimulate thoughts and feelings during the 

community member interviews, I asked “look at series of pictures taken at community events, 

then choose one and, in about 30 seconds, tell me how it relates to a life worth living in this 

community.” This technique elicited many vibrant descriptions of living a life worthwhile in 

Suquamish as well as folk theories of what is needed to live lives worthwhile. 

To provide participants feedback when they are providing requested information, I took 

every opportunity to express verbal and non-verbal interest. As soon as possible, I moved from 

questions that use my words to ones that incorporate folk terms. I restated and incorporated folk 

terms. To do this, I created a hypothetical situation and asked participants to describe the scene 

in their own words. I asked participants to give examples of cases using their folk terms. The 

interview differed from usual conversation because there was an imbalance of turn taking. I 

asked almost all the questions and participants talked about their experiences. In usual 

conversation both individuals take turns asking and answering questions. I regularly asked 

participants to expand on their answers and did not assume that I know what they were 

describing. 

Demographic Data Guide 

Demographic data were collected before the interview. Data included age, gender, and 

educational level (up to 8th grade, some high school, high school diploma or GED, some college, 

and college graduate). Anonymity of participants was maintained by using pseudonyms to 

identify participants during data collection and analysis. The interviews were conducted on 
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employee’s work time (with Tribal Council and employer approval) in their or my office. Since 

the interviews were conducted at the tribal offices or within two miles of the tribal center, travel 

was not an issue in recruiting or participants being able to be involved in the study. No childcare 

concerns prevented participant involvement either. Two audio-recorders were used to ensure data 

were not lost due to mechanical malfunction. All recordings were transcribed by the PI within a 

week of the interview. Interviews lasted between 45 minutes to one and a half hours. A $25 gift 

card was given after the interviews were completed as a token of appreciation for participants’ 

time and contribution to the study.  

Interview Guides 

Aim 1. The following community questions were intended to address Aim 1. ‘Describe 

the Native American cultural influences on defining living a life worthwhile’. The process 

anchored community interviews with “grand tour questions”(Spradley, 1979) asking participants 

to describe what leading lives worthwhile looks and feels like. An early question was a direct-

language question ‘how would you refer to leading lives worthwhile?’ to solicit its folk term. 

Separate specific folk terms for leading lives worthwhile did not emerge. Instead participants told 

rich stories of what living a life worthwhile looked and felt like in Suquamish. Given the 

Suquamish oral storytelling history, this was not a surprising development. According to local 

Native storytellers, traditionally storytellers did not draw conclusions for the audience. Rather, 

storytellers provided the story and let their audience draw their own conclusions. The goal of this 

ethnography was to describe the Native American cultural influences on their definition of living 

a life worthwhile. Ethnography elicits Suquamish members’ cultural meaning of living a live 

worthwhile in their own terms and relationship of living lives worthwhile to other Suquamish 

cultural symbols. A vast number of folk terms referring to the experience related to living lives 
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worthwhile may exist. To identify folk terms related to living lives worthwhile and avoid an 

imposition of this investigator’s own categories, I identified semantic relationships. Semantic 

relationship focuses on the relationship between the signifier or like words, phrases, signs and 

symbols and what they stand for. The number of semantic relationships are limited and tend be 

to universal (Spradley, 1979). I used the following structural questions to solicit semantic 

relationship. The questions ‘What does leading lives worthwhile include?’ ‘What is necessary to 

create a life worth living?’ and ‘What resources are needed to live a life worthwhile?’ solicited 

the semantic relation of X is a part of leading lives worthwhile. The question ‘what are some 

things that keep people from living worthwhile lives?’ solicited different parts of lives to identify 

the boundary between what is a part of life worthwhile and what is not a part of life worthwhile. 

The questions ‘What would it take for people in this community to live more worthwhile lives?’ 

and ‘If you could change just one or two things in our community to support members living 

more worthwhile lives what would they be?’ solicited X is a reason for leading lives worthwhile. 

Probes help to express cultural ignorance and elicit detailed folk responses. Refer to Appendix 

A: Attachment 4. Community Interview Guide.  

Aim 2. The following questions asked of the mental health clinicians were intended to 

address aim 2. ‘Describe the compatibility between a tribal modified DBT and the Native 

American cultural beliefs, values, norms, and context.’ Clinician questions were intended to 

solicit a description of tribal modified DBT, Healthy and Whole. The process anchored the 

clinician interviews with primary questions about community context that led to DBT adoption, 

the process of implementation, and modifications necessary to meet the tribe’s needs. Refer to 

Appendix A: Attachment 5. Clinician’s Interview Guide. 
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Data Management 

Formal interviews were transcribed by the PI from the audio recording verbatim into 

Microsoft Word document. Any identifying information was excluded in the transcript. Because 

participants recorded voices could identify them, the recordings with identifying information 

were kept secure in my office under lock key. Ear phones were used to mute the audio tapes 

when listening to them in the office. Once transcribed and accuracy was confirmed, each audio-

recording was destroyed by deleting the files. 

A Microsoft folder file was used as a cultural inventory of all the data collected during 

this investigation. Data sources included transcripts and memos included in the notes section of 

the transcript. Memos included a personal reflective about my feelings regarding my relationship 

with participants, my second thoughts on the what participants were really trying to relate, any 

doubts about the quality of the data, observations about interview or observation procedures, new 

hypotheses that explained observations, mental notes to pursue in future encounters or 

investigations, and any elaborations or clarification needed. In Microsoft Word, a code book of 

domains and taxonomies, tracked codes and text by transcript was maintained. 

Data Analysis 

Analysis began in the field with identifying various languages that are part of describing 

living a life worthwhile, DBT, and Healthy and Whole. I anticipated that each of the groups may 

have different languages. I also have a different language as investigator. To sort out different 

languages, I made a verbatim record of what participants said. I was careful to distinguish folk 

terms from my observer terms in my field notes and analysis. The reduction process began by 

first reading all the primary data which was transcribed into a word processor (Miles & 

Humberman, 1994). I reviewed original tapes to capture the emotional tone that is not reflected 
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in the transcription. I made new observations from listening to the recordings and reading the 

verbatim transcripts. I found that my memory was faulty and I would have lost valuable data if I 

had relied on memory alone. I noted in the margins identification of folk terms and their 

language source, my thoughts of each event as I went through the primary materials line by line.  

The data analysis process following Spradley’s (1979, 1980) recommendations and the 

data analysis method will be presented. The processes for data reduction and creation of the 

conceptual map that describes the Suquamish cultural meaning of living a life worthwhile and the 

compatibility between the tribe’s Healthy and Whole and the Suquamish cultural beliefs, values, 

norms, and context will then be presented. Lastly, the methods used to ensure scientific rigor will 

be described. 

The analysis of this ethnography requires two steps. First for Aim 1, to describe the 

Suquamish cultural influences on defining living a life worthwhile, the analysis will decode 

Suquamish cultural symbols and discover the relationship among cultural symbols related to 

Suquamish members living a life worthwhile. Then for Aim 2, to describe the compatibility 

between a modified DBT, Healthy and Whole, and the Suquamish Tribal cultural beliefs, values, 

norms, and context, the analysis will compare Suquamish living life worthwhile cultural symbols 

and their relationships to three clinical sources. The clinical sources are DBT curriculum and 

guidelines, Healthy and Whole curriculum and Healthy and Whole clinician interviews. To 

achieve compatibility between DBT and the Suquamish Tribal cultural beliefs, values, norms, 

and context, Suquamish cultural symbols and their relationships related to living a life 

worthwhile need to match DBT curriculum and guidelines terms and meanings. A broad theme 

analysis reviewed the cultural inventory to answer Aim1. To accomplish Aim 2, the domain, 
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taxonomic, and theme analysis of Aim 1 was compared with explicit cognitive principles 

outlined in DBT curriculum and guidelines and Healthy and Whole curriculum. 

The analysis included domain, taxonomic, and theme analysis. The following is Spradley 

(1979) definition of each type of analysis. Domain analysis searches for larger unit of cultural 

knowledge called domains. Ethnographers doing domain analysis search for cultural symbols 

that because of their similarity fit into larger categories or domains. Taxonomic analysis 

examines the relationship between items within a domain and tries to identify how items are 

organized into subsets. Theme analysis searches for relationships among domains and how they 

are linked to the culture as a whole. 

Domain Analysis 

This ethnography used universal semantic relationships to search for domains. To 

identify domains, I reviewed verbatim transcriptions and performed a preliminary search looking 

for different folk terms that name things. I listed these terms and then looked for cover terms. 

Cover terms are terms that participants use in the same way. An example from the findings will 

illustrate an example of identification process used to determine domains. Members reported that 

cherishing and nurturing connections between tribal relatives, traditions, other communities, and 

nature; commitment to common good, celebrating differences were characteristics and cause of 

living a life worthwhile. These are all part of the domain traditional Suquamish values. 

‘Traditional Suquamish values’ in a domain analysis is a cover term that the other terms include. 

Semantic relationships between cover term and their included terms “is a kind of.” So in the 

above example, cherishing and nurturing connections, commitment to common good, and 

celebrating differences are kinds of Suquamish values. I then tested the hypothesis by reading 

additional interview data to identify additional things that fit into the domain and identified the 
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following: protecting the most vulnerable; focusing on children; and the belief that nature is 

reciprocal and all have a responsibility to be thankful and give back.  

My domain analysis began with the following semantic domains recommended by 

Spradley (1979) (p. 111):  

1. Strict inclusion X is a kind of Y 

2. Spatial X is place in Y, X is part of Y 

3. Cause-effect X is result of Y, X is a cause of Y 

4. Rationale X is a reason for doing Y 

5. Location for action X is a place for doing Y 

6. Function X is used for Y 

7. Means-end X is a way to do Y 

8. Sequence X is a step or stage in Y 

9. Attribution X is an attribute or characteristic of Y 

Of the above semantic relationships, I started with strict inclusion and means-end. The 

first focuses on identifying nouns and the second on identifying verbs. I searched for participant-

expressed relationships. Identification of domains also requires identification of domain 

boundaries. The boundary is identified by folk terms not included in the domain. Ann example 

from the finding of the process is participating in the annual canoe journey is a traditional 

cultural practice but varies from a cultural value because one can act counter to cultural values 

and still be involved in the canoe journey. 

Taxonomic Analysis 

Next, I performed a taxonomic analysis looking for relationships between items within a 

domain. First, I reviewed field notes and past interviews for clues. Once I had exhausted my 
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ethnographic record, I consulted study participants for clarity and confirmation. Exhausting the 

ethnographic record means not finding any new terms and not identifying any new relationships 

among the terms. I then constructed a tentative taxonomy using an outline format with 

Inspiration software. I formulated structural questions to verify taxonomic relationships and 

elicit new terms. For example in the domain of causes of not living lives worthwhile, I identified 

not meeting needs despite having means, denying person’s reality, voice, feelings, and worth by 

belittling and berating differences, deliberately inflicting personal harm, and uneven treatment 

based on prejudice. 

The next taxonomic analysis step was to identify contrast sets, looking for the kinds of 

differences that reveal symbolic meaning. I was alert to native terms that refer to rating scales. 

Rating scales responses reveal values placed on symbols. An example from the findings 

illustrates identifying native terms that refer to rating scales. Uneven treatment was rated as a 

significant cause to not living a life worthwhile. 

“unequal treatment made me feel terrible -I’m nothing I’m nothing and that’s 
what happens and I finally said something a year later and people are mad 
because it took me so long to say it and like what are you holding onto yeah 
unequal treatment is devastating to a person’s sense of self.”  

Another participant described the experience as “I’d be terrified to go over and ask 

because I feel like they make you feel small.” 

I first reviewed all field notes and interviews looking for participants’ statements that 

suggest differences. Then I asked contrast questions. I asked focused questions by selecting two 

terms and asking participants differences between the terms. This example from the findings 

illustrates use of contrast questions. Some participants said that a community that supports living 

lives is drug and alcohol free. I then asked about the difference with drinking socially as another 
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participant described. When participants responded with a test question response such as ‘What 

kind of difference do you want?’ or ‘Different in what way?’ I assured the participant that I was 

interested in differences they see or think are important. I asked for contrast among members of 

the same contrast set for example uneven treatment. I asked broad questions allowing the 

participant to identify differences that are meaningful to them. Asking broad questions was very 

helpful in seeing a broader picture that was not as apparent in my literature review. The 

following is an example from the findings that illustrates this point. Participants gave multiple 

examples of uneven treatment in a variety of settings due to some type of perceived difference. 

These perceived differences related to status, race, gender, sexual preference, etc. Status could be 

economic or education level but it also could be historical status of a tribal family or family ties 

to those in tribal government that had the power to grant various services or funding. Looking at 

the big picture of these stories of uneven treatment it became apparent all of these acts were 

discrimination due to prejudice with its many faces. Prejudice and discrimination are developed 

from societal structures that grant unearned privilege based on some arbitrary attribute that 

excludes a portion of the population. 

Theme Analysis 

Finally, I performed a theme analysis. Theme analysis is the search for cognitive 

principles that appear again and again throughout the culture and connect different subsystems of 

the culture together (Spradley, 1979, 1980). Identification of cultural themes requires an 

immersion in the culture because the culture’s cognitive principles or coherent set of 

propositions are often unstated and unconscious. To perform a theme analysis, ethnographers 

must move beyond superficial acquaintance with the cultural scene and make the other’s 

symbols and meaning their own (Spradley, 1979). Complete participation in the culture allows 
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ethnographers to learn the cognitive principles through usual cultural practices of participation, 

observation, and feedback. However, complete participation also makes it much more difficult to 

see the tacit rules of culture at work (Spradley, 1980). Due to my high degree of participation in 

the Suquamish culture, I needed to find ways to make the tacit explicit. At this stage of the 

ethnography, I could best identify tacit cognitive principles by including my advisor who was 

less familiar with Suquamish Tribal cultural scene. Together we immersed ourselves in the data.  

We began by looking for universal themes identified by Spradley (1979, 1980): social 

conflict, cultural contradiction, informal techniques of social control, managing impersonal 

social relationships, acquiring and maintaining status, and solving problems. Specific 

considerations included the following: 1) how social class interacts with treatment and its effect; 

2) how client’s culture relates to the culture of DBT therapy; 3) how shame and stigma related to 

diagnoses and treatment influence treatment; 4) how different forms of Native healing align with 

Healthy and Whole; and 5) how does Healthy and Whole integrate Native American cultural 

strengths. 

A specific technique that lends itself to revealing tacit cognitive principles relating to 

Aim 1 ‘the Native American cultural influences on defining living a life worthwhile’ and 

accomplishes Aim 2 ‘Describe the compatibility between a tribal modified DBT and the Native 

American cultural beliefs, values, norms, and context’ is to compare a single domain within one 

cultural scene with similar ones in other cultures. This is where a comparative analysis of DBT 

literature, Healthy and Whole course materials, and Healthy and Whole clinician perspectives 

enter into the analysis. The following is an example of comparing one cultural scene with similar 

one in other culture from my analysis. In my analysis, I moved away from using the word trauma 

in the Breaking the Native American Distress Cycle Framework that I proposed in chapter 1 to 
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neglect and abuse. Then I moved to the term relational trauma as a cover term for abuse and 

neglect. Suquamish members, clinicians, and Healthy and Whole curriculum tenets differentiated 

relational trauma from natural occurring trauma. Natural occurring trauma with an attentive 

caretaker was not identified as a source of prolonged or perpetuating distress. Participants 

described episodes when they had experienced deprivation or trauma and saw the occurrence as a 

natural phenomenon and accepted it without enduring significant distress. The distinction was 

having a nurturing and attentive caregiver as a child and no interpersonal intent to cause harm. 

Another strategy to identify cultural themes was to visualize relationships among 

domains. To visualize domain relationships, I returned to Inspiration because Inspiration data 

management software had the advantage of being able to display all the domains outlined in a 

single document. I then navigated between my outline and a graphical display of the domains 

and created a computer generated conceptual map for visualization of the whole. This process 

facilitated movement between a continually fluctuating conceptual map and evidence seeking 

clarification of interpretations between conflicting sources identifying similarities, antagonism, 

and speculating on causality.  

To avoid reductionism, the analysis contains rich description so the interpretations still 

capture the wholeness of the research topic. That rich description will be presented in Chapter 

IV: Findings. 

Scientific Rigor 

Scientific rigor within a Tribal Critical Race Theory framework gives equal voice to all 

worldviews in the data collection and analysis. This theoretical perspective illuminates areas 

where European American thought are dominating Native American knowledge and power 
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structures, and any beliefs about inherent White European traits and capacities and racial 

differences being superior to Native Americans.  

To avoid inaccurate analysis and romantic accounts of this Native American population 

and maintain scientific rigor, I used reflexivity, confirmability, authenticity, transferability and 

credibility. For reflexivity, I tried to identify academic and research unspoken and centered 

norms that may be suppressing the community’s worldview and voice with self-analysis to 

identify my investigator’s biases and assumptions by keeping journal notes of my thoughts and 

doing both member checks and discussing my observations with my faculty advisor. Reflexivity 

helped me simplify the concept map as reported in the findings for Aim 1.  

For confirmability, I sought to fairly represent multiple points of view by paying close 

attention to include a variety of study participants (already described in the sample selection) and 

staying attuned to potential differences in the data based on age, education level, and gender. I 

explored those differences with participants and noted and represented the differences. To 

establish confirmability, an audit trail was maintained to monitor decision making in the process 

of conducting the investigation and to verify rigor of the analysis. The Co-Chair periodically 

reviewed the methodological processes, linkages between raw data, theoretical decisions and 

final conceptualizations (Lincoln & Guba, 1985). The process was iterative until there was a 

congruence of the data with the conceptual map. The member checking process, consisting of 

obtaining and incorporating participant input, was used in building and confirming themes and 

categories. The process of confirmability demonstrates investigator neutrality and the 

participants’ reality (Miles & Humberman, 1994). 

For authenticity, I provided detail and rich descriptions so other Suquamish members and 

clinicians can make their own interpretations and determine if the experience described rings true 
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to their experience. For transferability, I provided others sufficient detail of context so others can 

determine whether the conclusions can be transferred to another population. For credibility, I 

returned comments to the community for confirmation and asked if the accounts adequately 

represent participants’ views and how adequately the emerging themes represented their 

experiences (Guba & Lincoln, 1981). Throughout the analysis process, my dissertation 

committee worked with me to ensure I met the above standards for scientific rigor.
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CHAPTER IV: FINDINGS 

The purpose of this study was to describe the compatibility of a culturally modified 

Dialectical Behavior Therapy (DBT) for a Native American community’s culture and context. 

Chapter IV presents results of the data analysis of this critical ethnography. In-depth interviews 

and participant observations over a ten month period were the primary data source. A total of 13 

study participants gave in-depth interviews. Secondary data included historical and policy 

documents, budgets, and legal imperatives. Secondary data were used to explore deeper 

dimensions of socio-cultural roots of events. Secondary data helped to identify larger socio-

political and economic issues of oppression, conflict, struggle and power that are often subtle and 

covert. Analysis focused on answering the following research questions. 1) How do Suquamish 

Tribal members describe living a life worthwhile? 2) How compatible is a tribally modified 

DBT, Healthy and Whole, with the Suquamish Tribal cultural beliefs, values, norms, and 

context? Research question 1 relating to describing living a life worthwhile was selected because 

a basic tenet of DBT is to help clients live more worthwhile lives. Additionally, little is known 

about Native American point of view regarding living a life worthwhile. Research question 2 was 

selected because little is known the how Native American concepts of living a life worthwhile 

relate to the experience of DBT and mental health in their communities.  

To set the scene of this critical ethnography, the analysis provides detailed description of 

the Suquamish setting, study participant characteristics, and secondary data sources. To answer 

research question 1, the analysis presents the results of a domain, taxonomic, and theme analysis 

of the question how do Suquamish Tribal members describe living lives worthwhile. To answer 

research question 2, the analysis then compares Suquamish members’ description of living lives 

worthwhile with DBT premises and practices.  
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Setting the Scene 

Detailed description of study setting, participant characteristics, and secondary data 

sources will help situate the scene in terms of Suquamish tribal member and clinician responses 

and field observations. Detailed description will also reflect differences among study participants 

related to age, socio-economic level, gender, and place. Differences between participants provide 

insight to how multiple perspectives about living a life worthwhile and conclusions about 

Healthy and Whole are congruent with Suquamish Tribal cultural beliefs, values, norms, and 

context were obtained.  

Study Setting 

Suquamish means people of clear saltwater. Just as the Suquamish name is associated 

with specific qualities of this geographic location in the Puget Sound, Suquamish members 

strongly associated their identity with qualities of living near the shores of the Puget Sound. The 

study setting is best described through the eye of study participants. One participant describes the 

setting and its connection to health. 

“Ed Carrier came down just for a couple hours. [He] had the kids from ELC 
[Early Learning Center] come to the beach. We made a fire pit. He showed us 
how he did it. We gathered big stones, medium stones, small stones, and finally 
gravel, made this beautiful clam pit, showed the little kids how to have a clam 
bake. They loved it. So those are the kind of connections that I think are healthy.” 

Another participant describes the connection of the lifestyle in this setting with tradition. 

“ It’s just the fact that you can bring it back. There’s something about it that 
makes you feel good when you can do something the old way. [The way] they’ve 
done it for thousands and thousands of years. They cooked clams a certain way, 
cooked fish in a certain way. They gathered and harvested berries. All these 
berries around here and cattail root. I can actually do this the way my ancestors 
did it in the old old-times.”  
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Each tribal member described vivid experiences interacting with the Puget Sound 

environment either for subsistence, commercial fishing, to have social gatherings and share 

harvested seafood, participating in the annual inter-tribal two week canoe journey, or taking 

solace in the beauty of nature. Appreciation for Suquamish outdoor environment extended 

beyond the Puget Sound shoreline to an appreciation for the lushness of the evergreen landscapes 

that surround the Port Madison Reservation and much of Kitsap County. “Our lush green 

trees…everyone comes here. They feel it’s like a breath of fresh air.” Another participant said 

“ living here has been just wonderful and a lot of it has to do with the natural environment. There 

are some berries out there and trees, all of that. It’s not cluttered outdoors at night.” 

The environment is also associated with a continual source of sustenance and income. 

“I’ve always said that anyone who is hungry who lives here shouldn’t go hungry. Always some 

means of going out gathering blackberries and huckleberries for pies. You could go out in the 

wild and then there’s clams.” 

Historical policies as lasting legacies. Tribal members talked often about how the larger 

systems within society had shaped their lives and fortunes over time. The following will describe 

how historical and policy, budgetary considerations, and legal imperatives impacted Suquamish 

member lives.  

“ It’s taken a while for the tribe to get reunited. We got scattered socially because 
of the allotment act and the assimilation process. That pushed us out ... so difficult 
to live in Suquamish. There was no land or opportunity, the racism that occurred 
here, and the lack of opportunity and jobs.”  

Elders told stories of how World War II created economic opportunities that would not 

otherwise be available due to racism.  

“[I] had hard time getting a job in the white man’s world or squeezing in. I got 
into the Naval Shipyard and I squeezed in there just barely. They put me in the 
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apprenticeship there. I went through their apprenticeship and I was machinist 
there for 20 to 25 years. [During] World War II there was such a massive effort 
to build all the stuff. So they hired anybody and everybody. There was a level of 
prejudice but because they needed all this work done they hired Indians anyway.”  

Tribal members noted that legislative acts caused many pre-contact traditions not to be 

passed on. An 85 year old elder describes the disruptions in transmission of culture.  

“We didn’t have the community type thing that we have now, the canoe journeys, 
the powwows. [Traditional gatherings were] forbidden when I was young.” My 
grandmother who raised me believed what the law told her not to speak the 
language. She spoke our language at our home. My great-grandmother was alive 
and that’s all they did. [Our] great-grandma didn’t speak English. I lived with my 
grandmother at the time and our great-grandmother spoke our native language 
all the time. My grandmother never tried to teach me the language. I picked up a 
few words because they used it in the home like seplel was bread things. She 
never tried to teach me anything about our culture. She went out gathering. She 
never tried to explain what she was doing. We were just there to help her. She 
never tried to say it in our language. She never told us any of that stuff. I regret 
that she took it to heart when they said don’t teach your people your culture.” 

Maintenance and revitalization of culture and economics within Suquamish has been 

positively influenced by policy changes that have occurred in the recent past including Boldt 

federal court decision, Self Determination Act, and the 1978 American Indian Religious 

Freedom Act. According Suquamish Tribal Attorney “The historic 1974 Boldt decision had an 

immediate and lasting impact on sovereignty, economic prosperity and environmental 

responsibility for the Tribes affected.” The 1974 ruling in U.S. v. Washington (the Boldt 

Decision) re-affirmed the rights reserved by the tribes in the original treaties and established the 

tribes as co-managers of the salmon resource with the state. Subsequent federal court rulings 

have upheld tribal shellfish harvest rights and the tribal environmental right to protection and 

restoration of salmon habitat (Washington, n.d.).n  

In 1855-56, Territorial Gov. Isaac Stevens negotiated the Point Elliot treaty with the 

Suquamish. The Point Elliot Treaty is a legally binding contract and is the supreme law of the 
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land under the United States Constitution. With the treaty, the federal government recognized the 

Suquamish Tribe as sovereign nation and the rightful owner of all its traditional territory. The 

Suquamish Tribe agreed to give up the land but reserved certain rights to ensure the Suquamish 

culture would survive. Among the rights retained were the rights to fish, hunt and gather 

shellfish. Those rights were forgotten in the years that followed as the state of Washington took 

control of salmon harvests and systematically denied the Suquamish and other tribes the ability 

to exercise their treaty rights. Only after years of protests and civil disobedience by all Northwest 

Indian treaty tribes were their treaty rights acknowledged by federal courts (Washington, n.d.).  

The Self-Determination Act entitles tribes and intertribal consortia to take over 

administration of federal programs for the benefit of their members (Keohane, 2006). Since the 

enactment of the Indian Self Determination Act in 1975, the Suquamish Tribe, like other tribes 

(Keohane, 2006), has made economic gains with the similar contributing factors. Like other 

tribes from the 1990s to present, tribal government and enterprise have become a substantial 

economic force (ECONorthwest, 2006).n The Port Madison Enterprise the economic arm of the 

Suquamish Tribe, is fast becoming one of the largest employers in Kitsap County with more than 

750 people working in retail, hospitality and entertainment. The company includes a 

casino/resort, golf course, historic lodge for meetings and weddings, three convenience stores 

with gas stations, and a substantial construction company that specializes in site development. 

Port Madison Enterprise also includes a newly-developed property management firm with 

several commercial and residential properties in North Kitsap. Suquamish Tribal government and 

its tribal enterprise develop community resources while promoting the economic and social 

welfare of the Suquamish Tribe (ECONorthwest, 2006; Keohane, 2006).n Federal investments 
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have not increased in real terms (Keohane, 2006), Suquamish economic growth is attributed to 

sustained tribal investments and tribal partnerships with intergovernmental and private agencies. 

The 1978 American Indian Freedom of Religion Act, has allowed for a Suquamish 

cultural resurgence. The law made possible annual inter-tribal canoe journey with its gathering of 

tribes for Native songs, dance and ritual. These Native songs, dance, and rituals were illegal until 

the passage of the law (Irwin, 1997). 

Despite Suquamish Tribes economic growth, tribal members note that “we have a lot of 

people at the poverty level here on the reservation.”  “The reality of it is we often have a lot of 

family members in one house. That’s always tricky not a lot of personal space.” Housing can be 

inadequate in other ways such as individuals and families living in small uninsulated travel 

trailers year around. Some do not have running water, electricity, and adequate sewage and waste 

disposal. Many tribal members are dependent on nutrition assistance program such as 

Supplemental Nutrition Assistance Program (SNAP), commodities, Women Infant Child (WIC), 

and food banks and vouchers to feed their families (Participant observation). 

Historical federal policies have created lasting legacies that challenge the Suquamish 

Tribe’s economic development and governmental sovereignty. Federal government allotment of 

Suquamish land created a checkerboard of land ownership and jurisdictions within the Port 

Madison Reservation. With the Point Elliot treaty, the federal government “allotted” the Port 

Madison Reservation, distributing 160-320 acre parcels to individuals. The allotment policy 

failed to fulfill its express purpose of accelerating the assimilation of the Suquamish people but 

succeeded in weakening the Suquamish government and wrestled away two thirds of its lands, in 

the very heart of the reservation along with much of its scenic and valuable waterfront. Land 

transfers were mostly accomplished through coercion or through laws that allowed “power of 
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attorney” to Bureau of Indian Affairs to sell on behalf of many elders”(Personal communication: 

Leonard Forsman, Chairman of the Suquamish Tribe). Today, due to intestate succession, the 

remaining tribal member allotments often are owned by multiple descendants of the original 

owners. Because 100% agreement is required for land use for any purpose other than forestry, it 

is exceedingly difficult to develop allotted lands (Irwin, 1997; Keohane, 2006). 

Tribal member described vastly networked lives with other Suquamish tribal members. 

Besides most sharing connections through their extended families, Suquamish members share 

many of the same tribal services and facilities. Common services and facilities are housing, Early 

Learning Center, tribal high school, Youth Center, the community house, gym, tribal government 

and enterprise employment and multiple community and cultural events.  

Participant Characteristics 

Thirteen individuals participated in this study, 12 were Suquamish Tribal members. The 

sample consisted of seven Suquamish Tribal members exposed to the Healthy and Whole 

therapy, four Suquamish Tribal members who are identified as knowledgeable regarding tribal 

tradition and two clinicians who developed and/or implemented Healthy and Whole. One of the 

clinicians was a Suquamish tribal member. Suquamish Tribal members exposed to the Healthy 

and Whole therapy included three subsets: two study participants who graduated from Healthy 

and Whole, two study participants who declined the Healthy and Whole or dropped out before 

completion, and three study participants who had regular contact either at home, work, or play 

with Healthy and Whole graduates. This group was all family members of a Healthy and Whole 

graduate.  
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Of the 12 Suquamish tribal member study participants, five were male and seven female. 

All but one of the Suquamish tribal member study participants currently reside on the 

reservation. Eight of the tribal members reside in one of the four tribal housing developments.  

The Suquamish Tribal Council identified individuals knowledgeable in tribal tradition as 

Suquamish eldest elders. The tribe designated tribal members age 55 and up as elders. Two of 

these eldest elders were women and two were men. Their ages were 85, 83, 79, and 76. Tribal 

council also requested that I be mindful that I interview individuals who represented families 

who traditionally resided in various locations within the Port Madison Indian Reservation or 

Kitsap County. Families from different geographical roots may vary in experiences and beliefs. I 

interviewed elders whose families had roots in four different geographical areas. I found that 

stories did vary based on location, all of these participants shared the same cultural symbols, and 

folk theory related to of living a life worthwhile. All tribal member study participants other than 

the eldest elders were less than 55 years old. The average age of the non-elder group was 43 with 

the median age of 45 and ages ranged from 30-51 years. The tribal members, who were not the 

eldest elders, all had a direct role in child care for their biological children or children of other 

family members. Education levels ranged from a General Educational Development (GED) 

certificate obtained at the age of 65 to a master’s degree. All but one study participant had taken 

some college classes; one had a two year associate degree, one had a bachelor’s degree, and one 

had a master’s degree. No structured income or housing data was collected. 

All of the eldest elders were retired and three of them did traditional cedar weaving. The 

two male eldest elders did traditional cedar carving as well. Experience among other participants 

varied but all mentioned having some experience with the annual canoe journey, either being on 

the ground crew or pulling (paddling) in the canoe. Occupations included tribal geoduck diver, 
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student, tribal government employee, Lushootseed teacher, carver, and tribal council member. 

One study participant was on disability. 

The two clinicians were both women with master’s degrees in social work. Their ages 

were 38 and 60. One clinician is Caucasian who has worked for the tribe for over 20 years. Other 

than her work life her social network with Suquamish tribal members is more limited than the 

rest of the study participants. The other clinician is a tribal member who has worked for the tribe 

all of her work career. Her social network with other tribal members is similar to other tribal 

member study participants.  

Secondary Data Sources 

Tribal Critical Race Theory framed ethnography identifies larger political, social, and 

economic issues of oppression, conflict, struggle, and power that are often subtle and covert. 

Historical and policy documents, budgets, and legal imperatives were used to explore deeper 

dimensions of societal roots of events (Brayboy, 2005). The series of community pictures used as 

the ice breaker became exceedingly valuable secondary documents illustrating what participants’ 

concepts of living lives worthwhile and documented current historical events at the tribe. The 

Suquamish Beliefs and Ten Rules of the Canoe were documents repeatedly used to further 

confirm emerging cultural themes identified in the transcripts. The Suquamish Beliefs were 

developed by a focus group of tribal members. The focus group devised the list of beliefs when 

they adapted the Healing of the Canoe: Holding Up Our Youth curriculum. The Suquamish 

Beliefs is also part of the Healthy and Whole curriculum. The Ten Rules of the Canoe was 

developed by the Quileute Canoe Contingent for a Northwest Experimental Conference in 1990. 

The Ten Rules of the Canoe has been used since that time to provide direct guidance for 

Suquamish conduct in preparation for and during its annual canoe journey and as metaphoric 
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guidance for Suquamish living lives worthwhile. I used a binder of 2008 Healthy and Whole 

course materials to compare emerging Suquamish cultural themes about living a life worthwhile 

with Healthy and Whole tenets.  

Because I was concerned that participants’ voices could be weak in the face of power 

differentials between clinicians and community member, I gathered and analyzed the Suquamish 

participants’ data first. Using the Healthy and Whole course materials proved to be exceedingly 

helpful because Suquamish participants infrequently used direct language from Healthy and 

Whole curriculum but frequently told detailed rich accounts that closely matched Healthy and 

Whole tenets. Before I interviewed clinicians, I compared the Aim 1 analysis to the DBT and 

Healthy and Whole curriculum. I was able to extract these emerging themes from the data 

without the data being filtered through a Healthy and Whole clinicians. I was able to address 

Aim 2. ‘Describe the compatibility between a tribal modified DBT and the Native American 

cultural beliefs, values, norms, and context” giving equal attention to the Suquamish voice. 

Sources for other historical and policy documents, budgets, and legal imperatives are sited 

throughout this chapter. 

Domain Analysis 

Domain analysis was used to identify large units of Suquamish cultural knowledge 

related to living lives worthwhile. A search of the verbatim transcripts for nine semantic 

relationships recommended by Spradley (1979): strict inclusion, spatial, cause-effect, rationale, 

location for action, function, means-end, sequence and attribution was conducted. All of the nine 

semantic domains identified folk terms or phrases related to living lives worthwhile. The means-

end domain contained many lengthy descriptions of living lives worthwhile and not living lives 

worthwhile. The rich descriptions within the means-end domain allowed for the identification of 
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the most prominent cover terms (terms participants use in the same way) in the cause-effect, 

attribution and sequence domains.  

Attribution and sequence categories of living lives worthwhile had the most cover terms 

related to living lives worthwhile and not living lives worthwhile. For example in response to the 

question ‘what does living a life worthwhile look like between the Suquamish tribal community 

and communities outside of Suquamish?’ one participant answered the following. 

“I know Suquamish historically [and] the native cultures in this region their 
society was designed to redistribute to the lower levels through the forms of give-
a-ways and potlatches and ceremony. If all society were designed that way and 
celebrate at the same time, I think more people would be willing to give away. 
That wealthy person would be celebrated for what he has and he still more 
inclined to give it away.” 

Celebrating differences was a characteristic of living a life worthwhile. Celebrating 

differences was further described by participants as a Suquamish traditional value of being non-

judgment. This 76 year old elder: explains. 

“ In our Native ways and I’m not just speaking about Suquamish. I’m speaking of 
Native people. It wasn’t that way [being judgmental]. If we had a child [that was] 
like that today they’d say doesn’t fit into society. We actually treated those 
children extra special. We didn’t look down on them. They weren’t put down. 
They were with the community to feel as anybody else.” 

The domain analysis produced the following cover terms. Maintaining or revitalizing 

Suquamish traditional values was a means of living more lives worthwhile. Relational trauma and 

maladaptive behaviors were causes of not living lives worthwhile. Relational trauma caused fear 

and distress. Fear and distress were characteristics of not living lives worthwhile. Additionally, 

maladaptive behaviors characteristics of not living live worthwhile and were result of relational 

trauma. Adults who engaged in relational trauma were poor role models for children and were 

characteristics of not living lives worthwhile. Relational trauma as a child disrupted learning 
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positive life skills and developing personal identity was a step in not living lives worthwhile. 

Developing positive life skills was a step in creating lives worthwhile and healing from relational 

trauma. 

Taxonomic Analysis 

A taxonomic analysis looked at the relationship between items within identified domains. 

The taxonomic analysis defined domain terms and proposed relationship between terms (Figure 

5).  

I. Maintaining or revitalizing Suquamish traditional values means to living a life worthwhile 
A. Maintaining & cherishing connections 
B. Celebrate differences 
C. Commit to common good 
D. Protect most vulnerable 
E. Focus on children 
F. Nature is reciprocal: all have a responsibility to be thankful & give back 

II. Intergenerational Cycle of Relational Trauma cause of not living a life worthwhile 
A. Causes fear and distress 

1. Leads to maladaptive behaviors & causes relational trauma 
a. Substance abuse 
b. Hoarding 
c. Greed   
d. Impulsive reactions 
e. Withdrawal 
f. Eating disorders 

B. Poor role modeling to children disrupts  
1. Learning positive life skills  
2. Identity formation 

C. Characteristics 
1. Not meeting needs despite having means 
2. Denying person’s reality, voice, feelings, and worth 
3. Inflicting personal harm  

D. Levels 
1. Interpersonal 

a. Belittling & berating differences/prejudice 
b. Uneven treatment/discrimination 
c. Physical and sexual abuse 

2. Intrapersonal 
a. Internalized racism, sexism, classism 
b. Self-neglect & harming behaviors 

3. Structural: Governmental policies of cultural genocide with systematic relational trauma of Native Americans: 
especially of children 
a. Taking children out away from parents 

1) Taking child away from families to institutions 
2) Targeted for foster care & adoption outside tribal community 

b. Language, religion, & cultural practices outlawed & physically punished & demeaned 
c. Land and rights taken away 

 
(FIGURE 5 – Continued on next page)
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III. Development of life skills a step 
A. Mindfulness 

1. What skills 
2. How skills 

B. Distress tolerance  
1. Distraction 
2. Radical acceptance 
3. Relaxation, and self-soothing skills 
4. Knowing and acting on one's values 

C. Emotional regulation 
1. Recognizing your emotion 
2. Overcoming the barriers to healthy emotion 
3. Reducing physical vulnerability 
4. Reducing cognitive vulnerability 
5.  Being mindful of emotions without judgment 
6.  Increasing positive emotions 
7.  Doing the opposite of emotional urges 
8. Emotional exposure 
9. Problem solving 

D. Interpersonal Effectiveness 
1. Mindful-attention 
2. Assertiveness 
3. Negotiation during conflict 

E. Meaning making 
1. Understanding effect of relational trauma 

a. One's role in the family 
b. Response to anger 

2. Creating new meaning by building self-esteem 
a. Living one's values 
b. Mastery 
c. Mentorship 
d. Civic engagement 

FIGURE 5. Taxonomic Analysis - Living More Worthwhile Lives: A Tribal Community Healing 
from Relational Trauma 

Aim 1 

To describe the Suquamish cultural influences on defining living a life worthwhile, the 

taxonomic analysis looked for relationships between items within the domains of traditional 

Suquamish values, relational trauma, and developing life skills. However because most study 

participants gave rich diverse, detailed descriptions of developing life skills rather than use DBT 

specific terms, a taxonomic analysis of developing life skills domain also answers Aim 2.  

Traditional Suquamish values. All Suquamish tribal members including the Suquamish 

clinician were unified in their views regarding traditional Suquamish values. Cherishing and 

nurturing connections was a primary theme that emerged from a taxonomic analysis of 
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traditional Suquamish values. Connections included between tribal relatives, traditions, other 

communities, and nature. 

Participants defined connection with family very broadly. In referring to how a state 

agency defines family with a nuclear family model, one participant said “It’s not that linear [in 

Suquamish, family is] defined by relationships. It’s defined by alliances. It’s defined by 

friendships. It’s defined by mentorships and mentees.” One participant gave an example of 

cherishing and nurturing connections with tribal relatives when the community responds to a 

tragedy. “We come together when somebody’s down. We try to put ourselves around them, take 

on some of their burdens for them. We feel the same pain they do. It makes things so much easier 

for you and for all the person’s loved ones. It’s just you have strength in numbers.”  

Speaking of his relationship to his great-grandmother who had been raised in ‘Old Man 

House’ (the Suquamish traditional long house that the federal government burnt down in 1870) 

an elder said: 

“She was so good. I wanted to actually work and help her. She would send me 
down on the beach with big gunny sacks. I would pick up the pieces of bark for 
the fire wood. I was constantly carrying up bags full of bark getting that for her. 
But I enjoyed doing that for her. I’m doing this for grandma. I’m helping 
grandma. I’m hunting ducks. I’m digging up the garden outside and planting a 
garden. I’m out working odd jobs around town $.50 bringing the money home and 
giving it to grandma.” 

An 85 year old elder said this about the importance of nurturing and maintaining 

connections,  

“Traditions are a way of living. An old way of doing things that benefits the 
community. It’s beneficial to them and the community both in many ways not just 
physically and spiritually. So it’s really important for the people.”  

Another participant linked learning tradition with nurturing and maintaining relationships with 

other communities. 
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“If we’d all been taught from our old societal rules then that would be a good 
thing. Suquamish would be elevated because we’d be giving so much away to 
other folks to other tribes. Let’s say some tribe in Canada in Vancouver was hit 
by a tsunami. We have all this wealth. We’d be able to take care of that entire 
tribe. There’d be all these legends and stories.”  

All tribal members talked about nurturing and maintaining connections to nature. This 

sentiment was best captured by this participant.  

“If we take care of things and keep things as nature has it right now. It will still 
benefit us because nature will do what it’s been doing for centuries and millions 
of years. [Nature] has an effect on us and we have an effect on it. If we use it the 
right way, the best we can. It will provide for us.” 

From the fundamental value of cherishing and nurturing connections, Suquamish 

members identified other values that logically follow which include a commitment to common 

good, protecting the most vulnerable; focusing on children; and because of the belief that nature 

is reciprocal, all have a responsibility to be thankful and give back. 

Celebrating differences Suquamish tribal participants identified as traditional value that 

nurtures and maintains connections as the previously mentioned quotes indicate. The Ten Rules 

of the Canoe captures the same sentiment.  

“The gift of each enriches all. Every story is important. The bow, the stern, the 
skipper, the power puller in the middle -- everyone is part of the movement. The 
Elder sits in her cedar at the front, singing her paddle song, praying for all of us. 
The weary paddler resting is still ballast. And there is always that time when the 
crew needs some joke, some remark, some silence to keep going, and the least 
likely person provides.”  

Celebrating differences or being non-judgmental was an important social mechanism that 

allowed individuals and communities flexibility and an increased ability to adapt to life’s 

challenges as the above rule indicates. 

Because tribal members valued maintaining and nurturing connections, commitment to 

common good was a traditional value. The previous participant quote also links commitment to 
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common good to celebrating the difference in affluence. Commitment to the common good is a 

characteristic that is still deeply embedded in Suquamish culture. A participant thought to 

support lives worthwhile. “We would gather as one. Learn from each other. Give to each other, 

give back, and combine efforts to help others.” Another participant put it this way, “I think that 

those with more need to share, especially in our small community. I’m a diver and I try to share 

with the people I love.” Another participant described it as “We do a good job coming together. I 

have personally worked at a lot of funerals. The whole community is there preparing the food, 

getting the services taken care of.” The taxonomic contrast of commitment to common good that 

of being self-centered and selfish; one participant said “could destroy lives and [harmony]. I 

would probably be up there fighting all the time.” The Suquamish Beliefs echoed this value with 

“ Importance of giving and generosity versus wealth acquisition.” 

The traditional value of protecting the most vulnerable reflects the values of maintaining 

and nourishing connections, celebrating differences, and commitment of the common good. One 

can see this value in previous quotes linked to the other values. The most vulnerable were 

described as children, individuals with special needs, families who just lost loved ones, a 

community hit by natural disaster, and loved ones in need. Tribal participants identified other 

groups as vulnerable and needing protection. These included elders, and those with mental 

illness or recovering from drugs and alcohol.  

Focusing on children is naturally linked to protecting the most vulnerable because of 

children’s dependency and size make them vulnerable. However, tribal members also noted it 

was important to focus on children because children were the tribe’s future and an important 

investment today for the tribe’s and its member future welfare. As one participant said  
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“We hear it all the time growing up that our children are the future and they are 
everything. I think that people forget that they really truly are [our future]. 
Because the lessons that you teach them. The love that you give them, they are 
going to grow up with. They’re going to be better people.”  

Another participant shared her view about children and the tribe’s future.  

“I tell these kids. Your generation can be the one be in charge of this tribe 
someday. Put the house over every head, food in every refrigerator. Healthcare 
for everybody with everything they need. Show the world something fantastic.”  

And echoed by another participant “We always have to keep our youth in mind and put 

that as priority. They’re the next generation. That’s going to be leading us.” 

The Suquamish Beliefs “Honor nature, respect nature, respect the balance, take care of 

nature, don’t waste, be grateful and thankful for nature and what it provides and thank the 

creator” reflect tribal members’ traditional view that nature is reciprocal. Reciprocity requires 

all to be thankful and give back. Tribal participants reaffirmed this value with this comment 

about wealth. “The first thing I’ll start doing is giving it away, helping people out. I think that 

wealth is a gift in life and you need to use it rightly for the good of others.” Another participant 

put it this way “Anywhere you can give is a spiritual experience. Anywhere you can give back 

and participate to me is the spiritual experience.” 

Suquamish tribal members also placed the emphasis on traditional values rather than on 

traditional practices. They noted that there are incidences where tribal members are engaged in 

traditional activities while also engaging in relational trauma. Living traditional values would 

prohibit the infliction of relational trauma.  

“In the smokehouse people said these things. Then they turned around and hurt 
children or they were mean to children or they would yell at them or they would 
mistreat their wives or women would mistreat their children and it didn’t seem 
like it was adding up.” 
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Another participant gave this example that happened on the annual canoe journey. “They were 

there as workers. It was incredibly sad to see the kids were being taught how to talk about 

someone somebody else and how to not accept someone’s behavior.” 

Relational trauma. The Healthy and Whole clinician defined the acts of abuse and 

neglect as ‘relational trauma.’ She used relational trauma as a culturally appropriate term because 

“ the kind of trauma they were exposed to it was relational.”  A taxonomic analysis defined 

relational trauma: not meeting needs despite having means, denying person’s reality, voice, 

feelings, and worth, or deliberately inflicting personal harm. Study participants describe 

relational trauma occurring at different levels: interpersonal, intrapersonal, and structural. 

Interpersonal abuse included prejudice with belittling and berating differences, discrimination, 

uneven treatment based on an arbitrary attribute, and physical and sexual abuse. Intrapersonal 

abuse included internalized racism, sexism, and classism, and self-neglect and self-harming 

behaviors. 

A participant gave this example of relational trauma from not meeting the needs despite 

having the means. “My kids’ dad was not supportive of me going on a walk unless I took both of 

the kids regardless of what he was doing even if he was at home just to be at home.” Other 

examples participants gave included young tribal members struggling with mental health issues 

being denied access to the tribal government gym when tribal employees, and elders were 

allowed access, the granting of tribal services to some and denying services to others when all 

other factors appeared to be equal. 

This participant described her experience with her parent’s denying her reality when she 

tried to tell them of abuse she experienced. “I kept trying to tell them. I got in trouble and then 
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they didn’t believe me.” This participant gave an example of silencing one’s voice that had 

structural and historical roots. 

“I think trauma is ultimate barrier because when the boarding schools came and 
the whole goal was to kill the Indian and save the man in order to assimilate. We 
were traumatized and then our relatives, our grandparents weren’t allowed to say 
how they felt about it. They weren’t even allowed to speak. They grew up with that 
silence. They taught that silence to their kids. Bad things are gonna happen. 
You’re not going to talk about it.” 

The above quote also speaks to the denial of worth of Indian’s as human beings. Other 

tribal members reported similar experience. “You can pretty much understand that’s why the 

word Savage came in. They [meaning Native people] don’t know anything. They’re just Savage.” 

Tribal members gave many examples of deliberately inflicting personal harm both historical and 

contemporary. “My grandfather who had an Indian name who knew the language it [the 

Suquamish culture] was beaten out of him [in boarding school]. Another participant told a 

similar story of abuse when Indian children were sent to boarding school. . “It was horrible 

because they would smack their hands with rulers and they didn’t dare speak their language. 

They were punished for that.” Participants described contemporary cases of physical and sexual 

abuse. To protect study participant confidentiality quoted text will not be provided. 

Study participants gave multiple examples of belittling or berating differences. Race was 

illustrated in previous examples. One participant reported she felt belittled because of her mental 

illness. “Our leaders know about us [our history of mental illness] [Our issues] may not be taken 

seriously the first go around.” Another participant felt berated because her artwork was different 

from what another judged to be traditional. “This woman told me that she’s not going to teach me 

to carve because it is not native art. It’s not traditional. This is traditional to me.” Other 

examples tribal member gave included belittling gender, sexual orientation, clothing style, and 
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status. Status was reported to be both economic and education level. The historical status of a 

tribal family and family ties to those in tribal government that had the power to grant various 

services or funding were also given as examples of being belittled. 

Uneven treatment was rated as a significant cause to not living a life worthwhile. 

“unequal treatment made me feel terrible -I’m nothing I’m nothing and that’s 
what happens and I finally said something a year later and people are mad 
because it took me so long to say it and like what are you holding onto yeah 
unequal treatment is devastating to a person’s sense of self.”  

Another participant described the experience as “I’d be terrified to go over and ask 

because I feel like they make you feel small.” 

For example, participants gave multiple examples of uneven treatment in a variety of 

settings due to some type of perceived difference. These perceived differences related to status, 

race, gender, sexual preference, etc. Status could be economic or education level but it also could 

be historical status of a tribal family or family ties to those in tribal government that had the 

power to grant various services or funding. 

The following is an example of internalized racism and classism one study participant 

gave.  

“My mom struggled a lot with her identity as a Native American. [She grew up] 
in Indianola which was predominantly white summer homes. Rich people coming 
in. [She saw] that. ‘This is what I have to do to get my money to get my school 
clothes. I live here.’ My grandfather [was] part black. There was a lot of racial. 
She was very dark and she didn’t want to identify as being native. I think that in a 
lot of ways it hurt. How do you learn to love who you are if you don’t like who 
you are? How do you show your kids the same thing? My mom talked a lot in the 
third person growing up when she talked about Indians. [For example], ‘Indians 
are so stupid, all Indians are drunks, I hate working with the tribe or any other 
Indian run agency, and Indians rip each other off.” 

Study participants reported the origin of wide spread relational trauma began with 

colonization. Suquamish members elaborated on the mechanisms that perpetuate the 
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intergenerational cycle of relational trauma. Abuse and neglect that leads to fear and distress was 

one mechanism. 

“My grandfather who had an Indian name who knew the language it [the 
Suquamish culture] was beaten out of him [in boarding school]. He was so scared 
he married a non-Indian. He told all his kids don’t marry an Indian get this out of 
us. It’s just horrible.”  

Study participants also believed that if one generation did not heal from relational trauma 

they would pass that trauma to the next generation. As one participant comments: “historical 

trauma is the pain that our ancestors had to go through, then our grandparents and our parents. 

If they didn’t heal from that, it just gets passed on to the next generation.” Another participant 

describes how an intergenerational cycle of relational trauma occurs.  

“It starts from something that has happened to you that’s traumatic. Maybe you 
didn’t deal with it the right way or found a way to get over it. Whatever it was you 
have to heal it. You can’t really go forward. You’re gonna be depressed, angry or 
emotionally drained. All of that stuff can lead to chemical dependency, domestic 
violence, child abuse to keep the cycle going.” 

The first participant added other social problems with the same origin, in her own words, 

“gambling, over eating, not eating, spending, hording, gathering things that you don’t need. I’ve 

definitely seen that hold back a community member”. Another participant adds 

“ I think the behaviors they are avoidance tactics. Drug use and alcoholism, those 
things people close themselves off a lot. I think they close themselves off to others 
so they have strong walls up. Even with the people they love the most and that 
comes from the fear.”  

This participant also describes dissociation “When the trauma happened, I went 

somewhere else in my mind. It was safe. My mind made it safe.” This participant later described 

experiencing intense distress as she let down those walls and began to recall her earlier traumas. 

Study participants reported episodes of suicidal thoughts and behaviors due to their intense 

distress. 
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Study participants reported that historical relational trauma also role modeled poor care 

giving and disrupted learning positive life skills and identity.  

“ It was horrible because they would smack their hands with rulers and they didn’t 
dare speak their language. They were punished for that. Is that the way we act? Is 
that the way we’re taught? I don’t think so, degrading the human. You can pretty 
much understand that’s why the word Savage came in. ‘They [meaning Native 
people] don’t know anything. They’re just Savage.’ It’s right here [pointing to her 
heart] and you carry that hurt inside… children that marks them. It really marks 
them. It wasn’t so in our native ways and years back.”   

As reported earlier, Federal policy structurally inflicted relational trauma of cultural 

genocide by outlawing the use of Native language and practice of Native religion and culture. 

Governmental policies also structurally demeaned and physically abused Native Americans. The 

quote of one participant “kill the Indian and save the man” referred to the philosophy behind the 

boarding school movement. It is a quote from Captain Richard Pratt, the superintendent of the 

first boarding school (King, 2008)  

After the boarding schools were no longer mandatory, a federal policy was adopted that 

targeted Native American children for foster care and adoption outside tribal communities. 

Native Americans were structurally demeaned as parents. President Johnson depicted Native 

American parents as incapable to taking care of their children and offering them a better life 

(Palmiste, 2011). The Association of Indian Affairs in 1974 reported that in one review only 1% 

of Native American children removed from their home were for physical abuse. The others were 

for a vague standards including deprivation, neglect, taken because their homes thought to be too 

poverty stricken to support their children (Trope, 1999-2014). The Suquamish clinician 

identified that “children being taken out of the home” was a cause of not learning positive life 

skills. Through participant observation in the community, I have observed a large number of 

middle age to elder members who were removed from their homes to non-tribal foster care or 
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adoption. Evidence presented to Congress before the Indian Child Welfare Act was implemented 

in 1978 reported that 25-30% of Native American children were removed from their families and 

placed in foster care or adopted (Trope, 1999-2014). Personal observations indicate Suquamish 

tribal members experience followed this national trend. Tribal members who were placed in non-

tribal foster care or adoption report that they missed the extended family support that they would 

have normally received. These tribal members also report that they grieve not having the 

opportunity to learn their culture growing up. Many report foster and adoptive families were 

demeaning and abusive because of their Native American heritage. 

Aim 2: Developing Life Skills 

Study participants identified that development of specific positive life skills was a step 

necessary for living more worthwhile lives and healing from relational trauma. To answer 

research question 2, the analysis compares Suquamish members’ description of living lives 

worthwhile with the culturally modified DBT premises and practices specifically as it relates to 

the positive life skills taught. To illustrate positive life skills that match life skills taught in DBT 

the analysis will compare skills taught in the DBT curriculum with skills participant identified as 

positive life skills. DBT skills include mindfulness, distress tolerance, emotional regulation, and 

interpersonal effectiveness. The analysis will provide a definition of each term from the DBT 

curriculum and then provide participant examples that match the DBT skill. Tribal members 

described four settings where these DBT like skills are learned: from loving and attentive care 

givers, encouraged and role modeled by other community members, in individual and group 

counseling, and in Healthy and Whole. As the Suquamish clinician describes. 

“Those [skills] draw on values of the community and really exemplifies them. Yes, 
we value those things. But we don’t necessarily say them. We don’t necessarily 
teach them. We expect people to pick them up from just kind of knowing them or 
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from their families. But sometimes that doesn’t happen because of trauma that 
has happened in that family violence. That’s kids being taken out of the home [or] 
substance abuse. Whatever those things are, it wasn’t being passed down. Healthy 
and Whole was a way of helping those things be passed down, a much more 
intentional way, one of a very mindful approach, which is part of DBT.”  

Mindfulness. According to DBT, mindfulness has two main components the ‘what’ and 

the ‘how’ skills. The ‘what’ skills include learning to actively step back from events while 

observing one’s own response to the events both emotional and behavioral. Then, one needs to 

be able to describe the response to the event. The description is needed to test the association of 

thoughts and behaviors with their corresponding events. One needs to participate in events 

without separating oneself from ongoing events and interactions. The ‘how’ skills are how one 

needs to observe, describe, and participate. They include taking a non-judgmental stance, doing 

one thing in the moment, and being effective.  

Tribal members gave multiple examples of how using mindfulness helped maintain and 

nurture connections. A Healthy and Whole graduate gave this example, 

“A parent is accepting; don’t react internally to an external event with the child. 
For example, the kids spelt milk. [The external event] it’s an accident. If you react 
with an explosion, using the history of things that you bring to that moment it’s an 
internal event. Kids spill milk all the time.” 

Later this participant explains the process of developing mindfulness skills.  

“You work at it every day, every moment. [You] start to learning to breathe and 
being aware of your air going in and out and do that as much as you can. Being 
aware of the body and watching yourself react to the spilt milk, ask yourself when 
it’s all done, and examine what you did. I just went off the hook on that spilt milk. 
I wonder why because really the spilt milk meant nothing. So, maybe next time 
you’ll catch yourself in the middle of going off and stop in the middle. The time 
after, you might catch yourself just before you go off and not go off. And the next 
time after that, you might catch yourself as the milk spilt. Hum, milk spilt. It’s all 
progressing and growing. I guess it’s examining yourself over and over and over 
in everything you do. Realize as you are doing that, you’re doing it that moment. 
Realize right now, I’m in the moment because I’m examining myself and my 
reactions and get used to that feeling of being in the moment. Try to stay there is 
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much as you can. When you go away from it, try to come back to it over and over. 
Sometimes a breath leads you back to the moment. Examining the world around 
you can put you in the moment.” 

A member who dropped out of Healthy and Whole described the experience of 

developing mindfulness skills.  

“To me it’s finding the joy like waking up. I used to wake up in the morning and 
my first thought was wow, even my first thoughts in the morning are stupid. I was 
always sad. I think this life I have now is worthwhile because I see the joy in 
things. I watered the plants. I think about my grandma. Now, I know she did this 
this morning and it makes me like really happy. I look at a picture of my nieces 
and nephews. I just feel really happy. I talked to my girlfriend and she tells me 
about her dreams or her day. I’m really interested and not thinking about my 
troubles and not thinking about myself. I’m thinking about the words that are 
coming out of her mouth. I don’t think that happens enough. I think that’s the 
most important ingredient to life worth living is truly being present and grateful 
and loving what you can while you can.” 

A 79-year-old elder agreed with the value of living in the moment. “Yeah, it was just 

living day to day. Don’t worry; don’t even think about what happened in the past. It happened 

and there’s nothing you could do about it. Why even think about it?” Referring to how to be 

effective, the elder noted “to think about the past in order to learn from it and pass on wisdom 

from lessons learned.” During the interview, a quality of individuals who practiced living in the 

moment was describing their experiences vividly. As the interviewer, I had the sense they could 

relive the moment and recall it with all their senses. One 83 year old elder discussed food that 

she had eaten in the past in her youth and in the last month. As she described the food, her face 

lit up. She made motions of picking up the fruit. She described in detail who gave her the food, 

where she sat, what the day was like. Another 79 year old elder described fishing for a fish. I as 

the interviewer felt like I could see the fish knew the location where he was fishing. I could hear 

the sound the fish made. These tribal members described in detail of moments that were sad and 

painful as well. Living in the moment, they described in detail their response to grief of losing a 
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loved one and how they engaged with family. They could recall both the bitter and the sweet 

moments that surrounded the experience of loss. 

Distress tolerance skills. According to DBT, distress tolerance skills include distraction, 

radical acceptance, relaxation, and self-soothing skills and knowing and acting on one’s values 

(McKay, Wood, & Brantley, 2007). Distraction skill can temporarily distract people from their 

distress and allow time to find an appropriate coping response. One’s intent differs with 

distraction versus avoidance. The intent with distraction is to let the emotion cool down so they 

do not act impulsively. Then, one addresses the cause of their distress. With avoidance, one’s 

intent is to avoid distressing emotions altogether. Radical acceptance is an attitudinal change 

toward distress. Instead of experiencing an emotion like guilt when experiencing a distressing 

emotion for example anger, with radical acceptance one accepts that their anger happened and 

then problem solves what to do about it. Relaxation and self-soothing are very important skills to 

prevent individuals from being in a constant state of arousal where they feel they need to be 

prepared for either fight or flight even when no imminent threat is present. Relaxation and self-

soothing skills allow the individual to view problems not as continual existential threats rather as 

most events as problems in need of solutions (M. Linehan, 1993b).n Remembering one’s values 

help in a stressful situation. Setting one’s eye toward the goal rather than a particular distressful 

situation can help one tolerate their distress. The following will illustrate how study participants 

use distress tolerance skills to relieve their emotional distress. 

Participants used enjoyable activities as distraction from emotional distress. Enjoyable 

activities included being out in nature, sports, cultural and community events, gardening, 

interaction with their loved ones, arts and crafts, and learning or teaching a new skill. One 

Healthy and Whole graduate suggested this distraction “If they are struggling then, we could take 
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the kids camping and get them back in touch with nature.”  A family member of a Healthy and 

Whole graduate said this about sports as a form of distraction. “It keeps our kids busy. Idle hands, 

you know what they say about idle hands. Just keep them busy.” Another family member of a 

Healthy and Whole graduate telling how she coped with grief from loss said “My grandson, he 

keeps me busy. He fills a lot of time and a lot of emotion. If I feel bad, I just sometimes grab him 

and give him a little hug. He gives a surge of baby love, yes.” 

A family member of a Healthy and Whole graduate provided this example of radical 

acceptance in regards to the anger she felt due to the loss of her mother.  

“I think I just have to go through this. Let it all go. It will be better after even 
though I hated right now.” Referring to knowing about the various emotional 
responses to grief she said. “I think if you know that. Then, it’s worthwhile going 
through that process.”  

Emotional regulations. According to DBT, emotional regulation is not about controlling 

how one feels. Emotional regulation is about controlling how one reacts to their feelings. 

Emotional regulations skills build on mindfulness and distress tolerance skills. There are nine 

emotional regulation skills including: 1) recognizing your emotions, 2) overcoming the barriers 

to healthy emotions, 3) reducing physical vulnerability, 4) reducing cognitive vulnerability, 5) 

increasing positive emotions, 6) being mindful of emotions without judgment, 7) doing the 

opposite of emotional urges, 8) emotional exposure, and 9) problem solving. Most often 

participants did not describe their emotional regulations skills in discrete steps. The following 

will illustrate study participants use and views of emotional regulation skills. 

The participant who gave the example of an emotional response to split milk provided 

clear examples of recognizing emotions. She recognized that in her example there were two 

different emotional reactions going on in response to the spilt milk. One was an emotion in the 
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moment to the split milk, the primary emotion according to DBT. The other was an emotion 

about her emotion, a secondary emotion. This participant did not name the emotions in her 

example. A Healthy and Whole drop-out described similar events in her family. “That stunt I 

did. That is embarrassing (primary emotion), but it’s not worth hanging on to and denying. 

Being miserable person over and hurting people with that misery.” In this example, the 

participant earlier named her primary emotion as anger. The secondary emotion she named later 

as shame over her response to her anger. This participants also demonstrated how radical 

acceptance supports emotional regulation. 

The above example of the daughter (Healthy and Whole family member) experiencing 

loss more fully brings together someone naming her emotions both positive and negative. It also 

highlights the positive impact of naming emotions, and doing the opposite of emotional urges. 

The daughter named her response to loss of her mother as anger. She also named her positive 

emotional response to her grandson’s kisses as love. She described how her naming her emotions 

both distressful and joyful during her time of loss helped her. Saying the distressful emotion out 

loud decreased her urge to act in a destructive way and alerted others to her emotional 

sensitivity. Saying her joyful emotion out loud allowed her to attend to it more. She described the 

ebb and flow of emotions.  

The above example also illustrated overcoming barriers to healthy emotions. According 

to DBT, overcoming barriers to emotions often requires one to understand how emotions 

influence thoughts and behaviors and how thoughts and behaviors influence emotions. The 

daughter was angry from the grief. She thought “Anything can happen. I could get so angry. [I 

could go out] and wreck my car”. Instead of acting on the urge to respond to her distressing 



 
 105

emotion, she gave herself an affirmation. “I just have to go through this.” She then sought out a 

hug from her grandchild. She felt better.  

Tribal members provided many examples of identifying and living their values. The most 

common description was giving an extraordinary effort to help a loved one. The members gave 

examples of working hard to support a family member. A language teacher described 

extraordinary effort to grow the tribe’s language. When her efforts were acknowledged, her reply 

was “That’s the way it starts. You got a live how you believe. You are just making yourself 

miserable, if you don’t.” 

Interpersonal effectiveness. Study participants provided many how examples of 

interpersonal skills that match skills taught in DBT help tribal members to nurture and maintain 

interpersonal connections. Participants described all the interpersonal skills included in the DBT 

curriculum including mindful-attention, assertiveness, and negotiation during conflict.  

According to DBT, mindful-attention, like other mindfulness skills, is paying attention to 

the here and now but in relationships. DBT advises to pay attention to the other person’s verbal 

and physical behavior. DBT warns against thinking what one is going to say next, or focusing on 

a memory. DBT advises being present to what one hears, feels, and sense emotionally about the 

other person as well as oneself. Having mindful-attention skills in a relationship, one is able to 

notice trouble coming before it is overwhelming. Mindful-attention gains time to ask clarifying 

questions and correct misperceptions (McKay et al., 2007). In a previous example, a Healthy and 

Whole drop-out provided an example of mindful-attention in a relation with the description of 

paying attention to what the girlfriend said about the words coming out of the girlfriend’s mouth. 

This participant described how she could better use mindful-attention skills to resolve a conflict. 
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“I need to focus on the fact that if they’re saying things, there’s something else. 
They’re expressing their frustration. So, okay they’re just expressing frustration. 
They’re frustrated because possibly of this or this. Just focusing on that helped me 
keep my cool.”  

The mindful-attention allowed her to be curious rather than reactively act in anger. 

Looking at the situation from the other person’s point of view decreased the emotional intensity 

of the moment. 

In following example, a Healthy and Whole drop-out took a non-judgmental stance, 

doing only one thing in the moment, and gave an effective option for nurturing and maintaining 

this relationship. 

“You know I don’t know where I would be if it weren’t for [them]. So many 
horrible things have happened to me. They did so much good for me [too]. That’s 
why I did not want to publicly shame them or write an article in the New York 
Times. Which I could’ve had done so. That would’ve been huge. I wasn’t gonna 
do that.”  

Mindful-attention allowed for picking up vital cues about the other people’s needs and 

reactions. She did not project her fears and feeling on the other people. She noted her own 

emotional reaction. Mindful-attention allowed her not to be blindsided by a negative responses 

and avoided either running away or blowing up. Foregoing aggression for assertive skills helped 

her preserve valuable long-term relationships. She was able to live her traditional value of 

nurturing and maintaining connections. Qualities of mindful-attention were themes that emerged 

as traditional values that of taking a non-judgmental stance and the power of acknowledgment 

and a welcoming attitude. 

According to DBT, assertive communication and negotiation to resolve conflict involves 

knowing and saying what one desires, noticing and finding out what the other person desires, 

negotiating and compromising so one can get at least some of what one wants, and giving what 
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one can of what the other person wants. Every relationship requires a delicate balance between 

seeking what one wants to do and doing what one thinks one should do for the good of the 

relationship (McKay et al., 2007). This Healthy and Whole family member described a 

negotiation she made with her mother around childcare.  

“I had [my daughter] at a young age. [My mother] was a full-time grandma at 
home. She was a homemaker. We all went to work. She stayed home and did the 
majority of the things around the house that needed to be done. My son put it 
‘she’s the one that goes shopping, to the store and does the gardens and cooks.”  

This negotiated resolution assumed that each person’s needs were valid and 

understandable. The mother needed to not work outside the home due to health concerns.  

“When I was young that was her trade-off with me and my trade-off with her. It 
allowed me to play a lot of basketball and go to the gym. I had to go to work. I 
could go to the gym and go to basketball tournaments. I didn’t have to drag my 
daughter around although I wanted to. My mother said no you just leave her 
home. We’re going to yard sales. I said okay. Yeah it helped a lot which was good 
because then you have a way to vent or release any energy that doesn’t need to be 
there. I would clean house and it was just a trade-off of who was doing what and 
when and whose mowing the lawn. So, it worked out good.” 

An elder added that finding middle ground was important in looking for solutions to 

resolving conflict. “I get to know my renters. If there are any problems, they tell me. We talk 

about it and try to figure out a solution.” This participant noted that negotiating conflict and 

finding out what the other person needs, fears, hopes without projecting one’s own fear, needs, 

and feeling increases flexibility. One is able to find more creative solutions and make the most of 

each person’s strengths. Speaking of negotiating work hours, 

“They wanted me there at eight in the morning. I’m [always] up until 2 o’clock in 
the morning. I’ve never been able to change it. [They said] were not going to 
close until six [in the evening]. I’m the late person right away. I’ll take 
Wednesday nights. I’ll work till eight. I’m okay with that”.  
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This Healthy and Whole family member noted that negotiating around learning styles 

would be validating and may produce surprising positive results. “A person like me who only has 

a high school education doesn’t mean that they’re not qualified to do something, learns hands 

on. I will surprise the heck out of you.” 

Participants described assertiveness skills: the need to say no in a way that protects the 

relationship and validates the other person’s needs and desires while setting firm boundaries 

around what one will and won’t do (McKay et al., 2007). For example one elder said  

“I had the privilege going through the books in the library and even our textbooks 
for the classroom. [I pointed out] the things that were very harmful to our people, 
demeaning all Indian people. [Communicating] in a polite not a barking way, soft 
and congenial.” 

In this example the participant followed what DBT recommends. She focused on facts. 

Her understanding of what was going on. She did not include judgment or assumptions about the 

educational system or her co-worker’s motives. She asked for specific behavioral changes i.e. 

changing textbook content. She did not ask for attitudinal change because beliefs and feeling 

which are not under voluntary control. She asked for one change at a time. She did not ask for a 

laundry list that overwhelmed people and made them feel pressured. She asked for something 

that could be changed immediately so that her concerns were not forgotten. 

The previously mentioned landlord described how he was specific and concrete. He 

presented a self-care solution to his renter what he would do to care for himself if the renter 

didn’t comply. He was not threatening or punishing. He actively listened and was fully 

committed to really understand what the renter thought and felt about the problem. He was 

prepared to give the renter some of what the renter wanted as long as the renter in turn received 
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some of what he wanted. In the end however, the landlord had to take care of himself and evicted 

the renter.  

Meaning making. Healthy and Whole clinicians proposed an additional skill of meaning 

making was also necessary. To illustrate positive life skills that match meaning making life skills 

taught in Healthy and Whole, the analysis will compare meaning making skills taught in the 

Healthy and Whole curriculum with skills participant identified as positive life skills. The 

taxonomic analysis confirmed that meaning making in terms of the effect relational trauma plays 

in how one reacts to various circumstances in life and creating new meanings. Life circumstance 

includes one’s role in the family, why one’s family interacts the way they do, and one’s response 

to anger. Participants created new meanings by building self-esteem through living ones value, 

mastery, mentorship and civic engagement.  

In Healthy and Whole, the meaning making curriculum content was developed using 

concepts from Dan Siegel, Claudia Black, and Nathaniel Brandon work. The Healthy and Whole 

clinicians propose that along with developing DBT type skills individuals need to develop skills 

that make sense of childhood relational trauma in their life story.  

The following is the Healthy and Whole developer perspective on the need for tribal 

member to create a coherent story of their lives.  

“I believe Healthy and Whole is the story. The story begins with an awareness of 
the person’s life that might not be functioning in a way that the person wants. 
There is awareness in the Healthy and Whole group there are other people 
experiencing the same difficulties. Then, there is an awareness of why those 
symptoms or why those difficulties are present. Then, there’s this exploration of 
what similarities or what patterns cause this person to have these difficulties or 
feel in a particular way or respond to a situation with a great deal of emotion and 
an inability to feel calm after the situation goes away. Once a person is able to 
see that commonality has at its center and exposure to chronic trauma, I find that 
a person buys into a belief that change is possible. These symptoms have 
developed because of something that has happened to them. If they can be taught 
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to learn the skills that they were not able to because their lives were more focused 
on watching for danger, then perhaps they can relearn areas that were deficient. 
In discovering that and because the primary stage of identity could not be well 
attended to. In the process of that they learn to really reflect on who they are, all 
their skills, abilities, their talents, and gifts. In doing that, they then encounter a 
passion for wanting to become who they were always meant to be. They were 
born with these abilities and talents and gifts and skills. They get excited about 
what their life could be if they live in congruence with their uniqueness. In the 
process they learn better skills of how to communicate, how to regulate their 
emotions, how to tolerate the stress, and therefore create relationships that work 
for them. The kind of trauma they were exposed to it was relational usually. 
Therefore it’s in relationships that healing can occur. So that process kind of 
comes full circle, in them going out and continuing their story line living lives of 
purpose and meaning. Story really addresses all areas of the brain and more. It’s 
a spiritual dimension that goes beyond the parts of the brain. The idea of Healthy 
and Whole being a story I believe is also consistent with the way cultural tradition 
information is transmitted.” 

The previously described intergenerational relational trauma cycle cultural theme 

provides an example of tribal members developing a coherent story of the role relational trauma 

played in their life story. The people that helped members feel seen and heard varied from 

attentive family or community members to therapists. The process occurred for some in 

childhood through adolescence and for others in adulthood within the recovery movement, 

within Healthy and Whole and/or individual counseling and is an ongoing process. 

Similarly, to help individuals make sense of one’s role in a family experiencing 

interpersonal trauma, Healthy and Whole clinician use Claudia Black’s work to describe how 

various family roles typically play out. Healthy and Whole description of how alcoholism, drug 

addiction, compulsive disorders, depression, emotional abandonment, physical abandonment and 

family violence leave scars that can last a lifetime matches closely descriptions that members 

talked about when their experience with relational trauma in their families. Tribal members 

described the institutional and family experiences of severe denial, shame, rigidity, and isolation 

and a sense of chronic loss they and their ancestors carried forward.  
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One participant described family interactions that spanned three generations. To ensure 

the family cannot be identified specifics of abuse are not included. The grandfather was taken 

away from his parents and abused as a child by institutional caretakers. The grandfather as a 

young father did not recognize his son’s childhood abuse and did not protect him. The pattern 

continued to the next generation. This participant described the parents’ response to the abuse “I 

kept trying to tell them. I got in trouble and then they didn’t believe me.” When this participant’s 

experience was not supported and denied, she felt unloved and abandoned. A participant also 

described emotional abandonment speaking of a father not being emotionally available for his 

daughter. “Not once has he said he loves me in his entire life.”  This tribal member felt isolated 

from family and began overeating to soothe her emotional pain. 

Tribal members described the role silence and denial play in perpetuating intrapersonal 

trauma. Study participants and tribal members in the recovering community reported the 

importance of being able to tell one’s truth and the importance of that truth being acknowledged. 

Healthy and Whole drop-out put it this way.  

“I think what people need is to feel they are appreciated and respected. They need 
to feel cared about and loved and their voice matters. I think real healthy 
relationships would have such a strong element of truth at any cost. People would 
be able to listen to one another’s truth and share their own.”  

This quote illustrates the point.  

“I think that the most healing thing I’ve heard of is this man’s relatives were 
struggling really hard in life. He came forward and said I molested you. I’m 
sorry. I have a lot of problems and then it was so changing. You know and that’s 
what nonjudgmental looks like. It’s like admitting what you did and your role 
always. I thought that was amazing. That’s what real love is.”  

Overcoming silence has been a theme in many of the speeches I have heard from Healthy 

and Whole graduates during their graduation ceremony and individuals healing from sexual 
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assault (participant observation). Overcoming silence is a key premise in 

Alcohol/Narcotic/Gambling Anonymous which many tribal members in the recovering 

community adhere to (participant observation). 

Participants described extreme rigidity of rules, shame, and isolation that caused 

interpersonal trauma. For example, a daughter said her mother set rigid rules about her children 

food intake and then shamed them when they did not follow the rules. “My mother pointed out 

all the flaws in our body if we ate too much. That never felt like love.” Another participant 

described how isolation and rigid rules lead to her extreme discomfort asking for assistance of 

any kind. 

“I think it was about growing up. Never in my life was I allowed to go to sleep 
outs or slumber parties. We played in our yard even when we were teenagers. We 
were never allowed to go out of our yard. We could have kids in the neighborhood 
come to our yard. But, we were never allowed to go to their yard or their houses. 
I know now that it was a protection.”  

The parents implement strict rules because they were afraid that non-Indian neighbors 

would hurt their children due to prejudice and discrimination. This elder linked her father’s rigid 

rulemaking to his fear and distrust of non-Native people developed in boarding school. A 

survival skill he learned as a child that became limiting as a parent. 

According to tribal members building of self-esteem was a key element in living a life 

worthwhile. Attributes of positive self-esteem described by Branden in Healthy and Whole 

curriculum: rationality, realism, intuitiveness, creativity, independence, flexibility, ability to 

manage change, willingness to admit (and correct) mistakes, benevolence, and cooperativeness 

match closely to participant description of behaviors that facilitate living lives worthwhile. While 

attributes of poor self-esteem: irrationality, blindness to reality, rigidity, fear of the new and 

unfamiliar, inappropriate conformity or inappropriate rebelliousness, defensiveness, over-



 
 113

compliant or over-controlling behavior, and fear of or hostility toward others matches participant 

description of barriers to living lives worthwhile. 

According to Healthy and Whole curriculum six intrapersonal practices are required to 

build self-esteem: living consciously, self-responsibility, self-assertiveness, living purposely, and 

personal integrity. Healthy and Whole curriculum uses the term to live consciously which 

matches earlier discussions of being mindful. To live consciously or mindfully is to be present to 

what one is doing and being aware both of the world external and also internal reality. The 

practice of self-acceptance is owning and experiencing without denial or disowning, the reality 

of one’s thoughts, emotions and actions; being respectful and compassionate toward one’s self 

even when one does not admire or enjoy some of one’s feelings or decisions; and refusing to be 

in an adversarial or rejecting relationship to one’s self. Self-acceptance matches closely to 

mindfulness, observing non-judgmentally, and radical acceptance previously discussed. Self-

acceptance was developed when tribal members could make sense of how they came to be the 

adults they are. A Healthy and Whole premise that facilitates self-acceptance is developing an 

understanding that: “We are not responsible for how we came to be who we are as adults.” 

Tribal members developed this understanding with their understanding of relational trauma. 

Also, tribal members developed an understanding of one’s role in a family experiencing 

interpersonal trauma and identified skills they did not learn in childhood because of the need to 

be on alert for danger was too consuming. The earlier description of the man that acknowledged 

his molestation of his relatives is an example of self-acceptance. Self-acceptance is important 

because one cannot change what one does not acknowledge. 

Another premise of Healthy and Whole that facilitates self-responsibility is developing an 

understanding that as an adult, we are now responsible for whom we have become and for 
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everything we do and say. Each individual is the author of their choices and actions. Ultimately, 

each person needs to be the source of their own fulfillment. No one is coming to make their life 

right for them, or make them happy, or give them self-esteem. The above description of the man 

who acknowledged his molestation also illustrated the practice of self-responsibility. The man 

acknowledged his responsibility to make amends as necessary. Live by choice not by chance is a 

component of self-responsibility. A Healthy and Whole family member put it this way. “Take a 

look at yourself right now. What do you like or dislike? How can I make things better? If there’s 

something I dislike, you know, I just try to make a change.” The Suquamish Beliefs support the 

premise of self-responsibility with “Watch and listen, improve yourself, teach yourself to 

improve yourself.” 

According to Healthy and Whole curriculum, the practice of self-assertiveness is to honor 

ones wants and needs and look for their appropriate forms of expression in reality; to live ones 

values in the world; to be willing to be who one is and allow others to see it; to stand up for one’s 

convictions, values, and feelings. Despite tribal members’ traditional value of cherishing and 

nurturing connections, tribal members and Ten Rules of the Canoe and Suquamish Beliefs 

guidance identified the importance of self-assertiveness as well. The Suquamish Beliefs 

instructs: “Listen with your heart and speak with your heart and it is okay to respectfully 

disagree.” The Ten rules of the Canoe express it this way: 

“Be flexible. The adaptable animal survives. If you get tired, ship your paddle and 
rest. If you get hungry, put in on the beach and eat a few oysters. If you can’t 
figure one way to make it, do something new. When the wind confronts you, 
sometimes you’re supposed to go the other way and always nourish yourself. The 
bitter person, thinking that sacrifice means self-destruction, shares mostly anger. 
A paddler who doesn’t eat at the feast doesn’t have enough strength in the 
morning. Take the sandwich they throw to you at 2 AM! The gift of who you are 
only enters the world when you are strong enough to own it.” 
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According to Healthy and Whole curriculum, the practice of living purposefully is taking 

responsibility for identifying one’s goals; performing the actions that allow one to achieve them; 

keeping on track and moving toward their fulfillment. A Healthy and Whole family member 

gave this example.  

“I think goal setting is very important because if you’re not setting goals, you’re 
just taking what life gives you. You grow and set goals. Even, if there are small 
goals. This is where I want to be at three months from now. You know that 
something achievable and by doing that you’re going to build self-esteem and 
challenge yourself a little bit.”  

A 78-year-old elder agreed with the notion of doing something that is slightly hard all the 

time develops a sense of mastery. Mastery is having the conviction that one is capable and 

competent of producing a desired result and the ability to make appropriate choices. This elder 

said that mastery was taught traditionally at a young age. He gave the example of the growth of 

his self-reliance in gathering and hunting often doing complicated skills on his own in nature as a 

young child. He said that the self-reliance he learned as a child translated in later life having the 

self-confidence and motivation to build his own house and take care of his own needs. The 

theme of living purposefully is reiterated in the Ten Rules of the Canoe with “Every stroke we 

take is one less we have to make.” 

According to Healthy and Whole curriculum, the practice of personal integrity is having 

principles of behavior to which one remains loyal in action, keeping one’s promises, honor one’s 

commitments and to deal with others fairly, justly, compassionately, and benevolently. A 

participant illustrated the practice of personal integrity when sharing her artwork with another 

tribal member. 

“This woman told me that she’s not going to teach me to carve because it is not 
native art. It’s not traditional. This is traditional to me. It’s my tradition. This is 
what I do. I spend hours a day working on the things. She told me that it doesn’t 
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look like anything we do so it’s not Suquamish. I don’t think that’s right. I think 
we need to let our culture be modified. That’s what life’s about. It’s about change. 
Death and change are the only two things we can count on.”  

This participant did not forfeit her right to self-acceptance of her own talents and 

abilities. She remained loyal to herself and her own promise. She dealt fairly, justly, 

compassionately, and benevolently with a conflicting point of view and stayed true to her own 

point of view that Suquamish culture is ever evolving. Here is another story of integrity from a 

Healthy and Whole participant. 

“I went on the canoe journey as part of the ground crew. There was no clear 
understanding of what we were doing there. Why we were there. There was no 
beginning that made us all pull together work together. We knew we had to get 
things done but we were just doing those things to get them done. I kept thinking 
of the spiritual aspect of it and the sacredness of it. I didn’t feel safe or well 
enough to say it out loud but it was definitely the feelings I was having. It 
probably could have changed everything just to know why we were there and 
what we were doing and what our role was. It was really difficult to work with 
others who didn’t represent the sacredness about it. They weren’t modeling that 
to the kids. That was what their job was to model that to the kids. They were there 
as workers. I was incredibly sad to see the kids were being taught how to talk 
about someone somebody else, how to not accept someone’s behavior. We all 
need nurturing and guidance. We need a leader that can teach us that together. In 
the morning to be reminded to say a morning prayer to get a centered, grounded 
and then start our day would’ve been nice and helpful keep us on track. Like on 
the water they have to pull together. They eventually have to get it together to get 
their strokes in and everybody you know working together. To me they were the 
luckiest of all because they were out there doing it together really bonding and 
growing with each other. It was really difficult. I was standing alone when I 
finally took a stand. That was difficult but it needed to be done. Don’t get me 
wrong we had some really joyous moments and forgiveness for sure.” 

Because of the widely held value of cherishing and nurturing connections mentoring and 

civic engagement were skills study participants identified they needed to give meaning to their 

lives. One mother and Healthy and Whole graduate said “I would like to see mentors for that the 

fishermen are the gentleman that are our tribal members that can show the kids that there are 

other avenues to go.” The Suquamish clinician said “we had this discussion about mentors and 
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honoring mentors and recognizing yourself as a mentor. [Discussions about] a healthy mentor 

and unhealthy mentor because it doesn’t matter someone is always looking up at you.” The 

Suquamish Beliefs echoed this sentiment with “You are always being watched – you are always 

a role model for others.” 

Many of the previous examples include how civic engagement added positive meaning to 

Tribal members’ lives. The following examples illustrate how DBT and Healthy and Whole 

skills, mentorship, and civic engagement combine to promote living lives worthwhile.  

“I’ve seen people help people get jobs who haven’t had a job. They been clean 
and sober for a while but they had not gotten into the workplace. Because of 
relationships they made there, they were able to help them. There’s not a dry eye 
in the house when people are telling these amazing stories and the mentors who 
didn’t realize they were mentors to somebody. They didn’t realize the impact that 
that had on them. I think that’s an important aspect of the giving back project 
because when you give back then people remember that moment. People enjoy 
helping like the guy that helped carry people’s groceries because that helped him 
feel better. I think that was part of that inspiration for the giving back project. 
Each group does the giving back project for the community. I’ve seen a lot of 
raffles. They get things donated and they sell raffle tickets. Then they use the 
money or give somebody the money or buy them the things that they need. I’ve 
seen them help people clean their house. I think they’re learning to speak up for 
themselves. I think it does make them more likely to do something in the political 
arena either come to Council meetings and speak up be on the policy board. I 
think that’s how political mandates grow from these grassroots efforts. These 
people say we have these similarities. What more can we do? I think that’s part of 
why we have a sexual assault treatment program is because we have a program 
like Healthy and Whole that help people get strong enough to feel that they’ve 
healed from that. They can help others heal from it in a nonjudgmental way. Now, 
we have this incredible program that I’ll think we wouldn’t have had if it hadn’t 
been for program like Healthy and Whole. 

Theme Analysis 

Theme analysis looked for cognitive principles that appeared again and again throughout 

the Suquamish culture and connected subsystems of Suquamish culture together. A folk theory 

Living More Worthwhile Lives: A Tribal Community Healing from Relational Trauma Theory, 
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(Figure 4) emerged when participants answered the following three questions. What would a 

community that supports lives worth living look like? What would it take for people in this 

community to live more worthwhile lives? What changes would be needed in the community for 

people to be able to change and live more worthwhile lives?  

Participants identified an intergenerational cycle of relational trauma that was initiated by 

historical trauma (structural cultural genocide with systematic abuse and neglect of Native 

Americans, especially children). Relational trauma caused fear and distress that lead to maladaptive 

behaviors including substance abuse, hoarding, greed, impulsive reactions, eating disorders, and 

withdrawal. Relational trauma of abuse and neglect is the source of variety of maladaptive behaviors. 

These maladaptive behaviors lead to relational trauma in the next generation. Relational trauma is 

poor role modeling to children. Poor role modeling disrupts learning positive life and identity 

formation. Refer to Figure 6. 

 

FIGURE 6. Intergenerational Relational Trauma Cycle 
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A dual process of maintaining and revitalizing Suquamish cultural values coupled with skills 

that matched skills taught in DBT and Healthy and Whole help Suquamish members live more 

worthwhile lives and recover from relational trauma. 

 

FIGURE 7. Squamish People Living More Worthwhile Lives Recovering from Relational Trauma 

Relational trauma that causes fear and emotional distress matches DBT’s premise that 

dealing with emotional distress in previous unhealthy ways only tends to make their problems 

worse. Unhealthy strategies tend to provide temporary relief and cause more suffering in the 

future. DBT premise focuses on individual suffering. Study participants identified that in an 

intergenerational cycle of relational trauma, the individual unhealthy behaviors are like a pebble 

dropped in a pond. The individual is at the center of the event. The ripples go out from the events 

and effect families, the community, and future generations. 
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DBT and Healthy and Whole skills are skills needed to nourish and maintain connections. 

DBT focuses on the individual client. Because of the highly networked lives of Suquamish 

members with each other and the widely held traditional value of cherishing and nurturing 

connections, participants and clinicians reported healing from relational trauma requires more 

than an individual focus. Healing requires focusing on and involving the community. Only two 

tribal study participants had graduated from Healthy and Whole, however, study participants 

repeatedly described skills needed to heal from relational trauma that match DBT and Healthy 

and Whole skills. Healthy and Whole is a community based program that includes the individual, 

family as defined by the community, and the community.  

Summary 

This chapter presented analysis of data from demographic questionnaires, participant 

observation, field notes, and in-depth interviews with participants. It provided a comprehensive 

description of the domain and taxonomic categories, and subcategories and major themes derived 

from the data. These themes were then abstracted through further analysis to develop an 

overarching cultural theme to express how participants understand and describe their 

understanding of the socio-political and cultural context of Suquamish members living 

worthwhile lives. Living More Worthwhile Lives: A Tribal Community Healing from Relational 

Trauma Theory is the overarching cultural theme derived from these data. Cultural theme is tacit 

knowledge implied within a culture to interpret experiences, behaviors, and meaning in a cultural 

context (Spradley, 1979). Living More Worthwhile Lives: A Tribal Community Healing from 

Relational Trauma unifies the prominent cultural themes derived from the domain analysis: 

intergenerational cycle of relational trauma cause of not living lives worthwhile, maintaining and 

revitalizing Suquamish traditional values a means to live lives worthwhile, and developing 
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specific DBT and meaning making life skills is a step in living lives worthwhile. The taxonomic 

analysis defined these folk terms in participants own voice and defined relationships between 

terms to provide a detailed folk theory with the following assertions. An intergenerational cycle of 

relational trauma was initiated by historical trauma (structural cultural genocide with systematic 

abuse and neglect of Native Americans, especially children). Relational trauma of abuse and neglect 

is the source of variety of maladaptive behaviors. Maladaptive behaviors including substance abuse, 

hoarding/greed, impulsive reactions, withdrawal/isolation, and eating disorders lead to relational 

trauma in the next generation. A dual process of maintaining and revitalizing Suquamish cultural 

values coupled with skills that matched skills taught in DBT and Healthy and Whole help Suquamish 

members live more worthwhile lives and recover from relational trauma. Living More Worthwhile 

Lives: A Tribal Community Healing from Relational Trauma Theory provides a vehicle for 

Suquamish Tribal understanding and interpreting of relational trauma and healing experiences, 

behaviors and meanings (Spradley, 1979). 
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CHAPTER V: DISCUSSION 

The purpose of this study was to describe the compatibility between a culturally modified 

Dialectical Behavior Therapy (DBT) and a Native American community’s culture and context. 

Chapter V discusses the interpretation and implications of the results for nursing practice, 

knowledge, and science of this critical ethnography. Analysis focused on answering the 

following research questions. 1) How do Suquamish Tribal members describe living a life 

worthwhile? 2) How congruent is a tribally modified DBT, Healthy and Whole, with the 

Suquamish Tribal cultural beliefs, values, norms, and context? Research question 1, living a life 

worthwhile was developed because a basic tenet of DBT is to help clients live more worthwhile 

lives. Additionally, little is known about Native American point of view regarding living a life 

worthwhile. Research question 2 was developed to respond to a gap in our knowledge of how 

Native American concepts of living a life worthwhile relate to the experience of DBT and mental 

health in their communities.  

Answering research question 1, the domain, taxonomic, and theme analyses resulted in 

the development of Living More Worthwhile Lives: A Tribal Community Healing from 

Relational Trauma Theory folk theory. This folk theory explains how a tribal community, the 

Suquamish, interpret the experiences, behaviors, and meaning of relational trauma and mechanisms 

needed for individuals and the community to heal and live more worthwhile lives. Living More 

Worthwhile Lives: A Tribal Community Healing from Relational Trauma Theory asserts an 

intergenerational cycle of relational trauma was initiated by historical trauma (structural cultural 

genocide with systematic abuse and neglect of Native Americans, especially children). Relational 

trauma of abuse and neglect is the source of variety of maladaptive behaviors. Maladaptive behaviors 

including substance abuse, hoarding/greed, impulsive reactions, withdrawal/isolation, and eating 
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disorders lead to relational trauma in the next generation. A dual process of maintaining and 

revitalizing Suquamish cultural values coupled with learning positive skills that match skills taught in 

DBT and Healthy and Whole helped Suquamish members live more worthwhile lives and recover 

from relational trauma.  

To answer research question 2, the analysis then compared Suquamish members’ 

description of living lives worthwhile with DBT premises and practices. The results of that 

analysis determined that positive life skills needed to heal from relational trauma matched skills 

that were taught in DBT. An additional skill of meaning making emerged from the analysis. This 

discussion will examine the philosophical, theoretical, and scientific implications of the study 

findings with their implications for nursing knowledge development, research, and practice. 

Then it will address the study strengths and limitations. 

Philosophical Implications 

In Chapter IV, a Tribal Critical Race Theory framework was used as a lens to understand 

and describe the compatibility between a culturally modified Dialectical Behavior Therapy 

(DBT) and a Native American community’s culture and context. Tribal Critical Race Theory will 

be used to unmask, expose, and confront continued colonization and oppression within the 

Suquamish tribal community and larger society. This Tribal Critical Race Theory-framed study 

demonstrated its appreciation of Native American unique historical, legal, political, social, and 

racial status. The study explored the ongoing legacy of colonization, imperial ideology, and 

racism on Native American population health. These concepts guided this study from its 

inception. 

Because issues of race, gender, class and political status are difficult to unpack, Chapter 

V will describe some of the decision points that took this study from strictly an interpretive 
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analysis based on Critical Theory perspective to a Tribal Critical Race Theory-based analysis. It 

expands on the initial analyses presented in Chapter IV and discusses more subtle subthemes that 

emerged as interpreted from the findings.  

Scientific rigor within a Tribal Critical Race Theory framework gives equal voice to all 

worldviews as related to the Native American voice in the data collection and analysis. Theory is 

used to illuminate areas where European American thought are dominating Native American 

knowledge and power structures, and any beliefs about inherent White European traits and 

capacities and racial differences being superior to Native Americans.  

White European superiority came up several times in the data. Participants internalized 

beliefs from the dominant culture. For example, a participant said “so our elders grew up like my 

grandfather who had an Indian name who knew the language [xelSucid (Lushootseed)]. It was 

beaten out of him and he was so scared he married a non-Indian. He told all his kids don’t marry 

an Indian get this out of us. It’s just horrible.” Early in the interview, the participant dismissed 

the Suquamish story because the dominant discourse implies Suquamish had a choice about 

retaining culture. “We focus so much on the past because they don’t understand. Because we 

gave it up willingly. Okay, we will be whatever you want us to be. So we lost it.” This is an 

example of colonization and racism being engrained in society and its social structures’ 

consciousness that it is often invisible. Another example is when one participant said “we need to 

start standing up because we’re dwindling in our numbers and our blood quantum. Okay this is 

the last push we need to get out there”. She internalized her identity as it relates to blood 

quantum, tribal identity, and prevention of cultural genocide.  

Prior to European arrival, Suquamish established kinship through lineal descent as a 

means of cherishing and nurturing relationships between the Suquamish community and 
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communities outside of Suquamish and promoting a dynamic cultural identity. One 85 year old 

elder described “In the old days a lot of our relatives were married out of our own tribe. [It] 

promotes togetherness, friendliness, the gathering of information…. they live somewhere else. 

You got to go visit them and form new friendships wherever they lived.” With European arrival, 

issues of identity shifted from a Native American social-cultural-territorial-based definition to 

legal and frequently raced-based definitions arbitrarily articulated in congressional laws, 

administrative regulations and court cases (Schmidt, 2012).  

Native American blood quantum was initially used as a way to limit Native American 

civil and property rights. Later, the government used blood quantum to limit eligibility to treaty 

promised health and educational benefits. Although by law, tribes are not required to use blood 

quantum to define tribal enrollment or membership. Governmental structures strongly guided 

tribes to use blood quantum. Today, many including the Suquamish Tribe do so (Schmidt, 2012). 

Blood quantum was a historically imposed classification that represents a form of cultural 

genocide. The genocide may continue by the internalization of Suquamish identity as blood 

quantum. This participant also has a deeper and more diverse view of Suquamish identity that is 

reflective of a more traditional view of celebrating difference and the formation of a dynamic 

cultural identity. “Suquamish has so many different cultures. It’s not about one culture. We have 

so many cultures and if we can bring all those traditions together and say this is who I am. This 

is Suquamish.” Themes about the formation and continuation of tribal identity may provide a 

liberating voice for member consideration. 

Use of a Tribal Critical Race Theory framework allowed the revealing of the more 

contemporary issue of Suquamish children being placed in non-Native foster care or adoptive 

homes and its significance. The interview data only had a brief reference to the subject. The use 
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of historical and policy documents and participant observation showed the impact of this 

contemporary structural relational trauma on community life. 

A Tribal Critical Race Theory perspective on the study results revealed that some 

discourse was minimized. For example, one view minimized was tribal members’ traditional 

belief that nature is reciprocal. Reciprocity requires all to be thankful and give back was 

highlighted. Another example was found in Suquamish members’ reports that that they felt a 

need to instruct non-Natives about Suquamish values to counter the main stream discourse that 

Native Americans are not healthy, less capable, and abuse their access to natural resources. One 

participant reflected: 

“We try to share and get involved in with communities directly associated with us. 
We want them to know our opinions. We want them to know how we feel about 
certain things as far as environment, as far as our culture. There was a time there 
was a misperception that Suquamish people were not healthy. We don’t represent 
things well. To have everyone around us understand were not just your harvesting 
clams and wiping things out. We’re here to make things better. That’s a message 
we’re trying to send”.  

Another participant shared an example of her need to counter the dominate discourse that 

demeans Native Americans. 

I believe with all the education we have there’s still that unknown factor about 
Native American people. They put us in a box. They use the word dumb. Referring 
to the TV, the old movies have those messages. Even in the cartoons they really 
make fun of us. They always have the feathers and (make guttural noises). Those 
really need to be corrected. They really do and it all takes time. When I was 
involved in [education], I have to say I saw progress in that but it still far away 
from being corrected. 

Tribal Critical Race Theory was useful in unmasking, exposing, and confronting 

continued colonization and oppression within the Suquamish tribal community and larger 

society. Nurse researchers should consider adopting a Tribal Critical Race Theory philosophical 

framework when performing research in Native American communities. 
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Theoretical Implications for Practice 

The results regarding the folk theory, Living More Worthwhile Lives: A Tribal 

Community Healing from Relational Trauma provides empirical support for revising the 

Breaking the Native American Distress Cycle theoretical framework presented in chapters I and 

II. An implication of this study is for the reformulation of the Breaking the Native American 

Distress Cycle Theory presented in Chapter I based on the Suquamish experiences of healing 

from relational trauma.  

Breaking the Native American Distress Theory proposed that high levels of psychological 

distress and other health disparities Native Americans experience is a result of historical trauma, 

violent crimes/assaults, traumatic life events, child abuse and neglect, discrimination, and 

unresolved grief and morning. It proposed that cultural buffers and DBT skills decrease the 

health consequences of trauma. Cultural buffers include Native American families and 

communities, spiritual coping, traditional health practices, identity attitudes, and enculturation. 

Based on a literature review of Historical Trauma Theory research presented in Chapter II, the 

Breaking the Native American Distress Cycle was modified to add the perception of survivorship 

and resilience from historical trauma as a cultural protective factor (Denham, 2008; Myhra, 

2011). The Suquamish findings in this study support that modification. The findings are rich in 

description of efforts to eradicate Suquamish culture. At the same time, the unanimity of tribal 

member identification of traditional Suquamish values indicate that transmission of traditional 

Suquamish values was an act of resistance to cultural genocide and a story of cultural resilience. 

The Suquamish experience of historical trauma, prejudice and discrimination mirrors that 

of other Indigenist people (Balsam, Huang, Fieland, Simoni, & Walters, 2004; M. Y. H. Brave 

Heart, 2003; Brave Heart & DeBruyn, 1998; Kessler et al., 2002; Sotero, 2006; Walters, 2011). 
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Suquamish tribal members proposed that relational trauma should be differentiated from 

naturally occurring trauma especially if there is an attune adult that can help the individual create 

a coherent life story regarding trauma. Suquamish tribal members also placed the emphasis on 

traditional values rather than on traditional healing practices. They noted that there are 

incidences where tribal members are engaged in traditional activities while also engaging in 

relational trauma. Living traditional values would prohibit the infliction of relational trauma. 

Tribal members would add to the Breaking the Native American Distress Cycle Theory 

additional skills of meaning making in terms of one’s role in a family experiencing relational 

trauma and the development of self-esteem, mentoring and civic engagement. 

Suquamish Tribal members identified that DBT as traditionally conceptualized and 

implemented within a medical model framework is not entirely appropriate for the Suquamish 

community. Biosocial Theory based on the medical model (Regier, 2011) lost some of DBT’s 

coherence for the Suquamish community because a diagnosis was not required for tribal 

members to participate in Healthy and Whole.  

Also, a significant feature of Healthy and Whole was the involvement of Healthy and 

Whole participants in the community and the community’s involvement with Healthy and Whole 

participants. Suquamish participants preferred that the concepts and practices embedded in 

Healthy and Whole be widely diffused throughout Suquamish. The Suquamish professional 

clinical providers are Healthy and Whole facilitators and present the psycho education. Neither 

clinician viewed their role as authoritative. Both clinicians believed that interpersonal 

relationship with Healthy and Whole participants was a high priority. It was important that each 

participant felt heard and seen by the facilitator. The clinician participants reported that the 
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community learning and healing together was an essential element to Healthy and Whole’s 

appropriateness for the Suquamish community. The Suquamish clinician expressed it this way. 

“There was a real reliance on the group to support one another which is another 
part of our Suquamish culture is to depend on a group and seeking wisdom from 
others. Recognizing you’re an expert on yourself and other people are expert on 
themselves. As a group we have a lot of different expertise that we can rely on.”  

Thus, study participants valued the Healthy and Whole emphasis on incorporating culture 

and history along with DBT and meaning making skills provided increased its compatibility with 

the Suquamish tribal community.  

Two Healthy and Whole graduates recommended that all tribal members and especially 

voting members and leaders take Healthy and Whole therapy. Other suggestions included 

teaching the curriculum in the school system from the Early Learning Center on up and at the 

Youth Center. From the literature review, it was expected that some study participants think 

there was stigma associated with attending Healthy and Whole at Wellness (Brave Heart & 

DeBruyn, 1998; Gone, 2009, 2010), the Suquamish Behavioral Health Program. Surprisingly, 

the findings did not reveal that attitude.  

Suquamish had limited resources to implement DBT. As a result, features of DBT were 

modified. No proactive weekly phone calls were incorporated. Individual counseling was 

provided on an as needed basis. Some Healthy and Whole participants do not have the additional 

time or need. To provide wide access to Healthy and Whole to as many tribal members as 

possible, Wellness did not bill for the group. Even though Suquamish is a relatively small 

community geographically, Wellness identified that transportation to group was a barrier for 

some tribal members. Suquamish choose to add additional resources to the Wellness program to 

provide needed transportation. 
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Other resources Healthy and Whole uses that is not part of DBT include providing a 

shared meal, a graduation ceremony, and honoring necklaces for Healthy and Whole graduate to 

give their mentors during graduation. All of these elements are based on Suquamish tradition and 

were noted by study participants as valuable. These elements supported the traditional 

Suquamish value of nourishing and maintain connection between the heart-mind, body, and spirit 

and acting as one, as this xelSucid (Lushootseed) prayer indicates (Zahir, n.d.). (Figure 8). 

φεσϑεδιιδεΞ ϖεδ δΞφαλ τι σλεζι(λ) 

I am thankful for this day 

φεσϑεδιιδεΞ ϖεδ δΞφαλ τι σλιϕε; 

I am thankful for this life 

φεσϑεδιιδεΞ ϖεδ δΞφαλ τι δσηελιφ 

I am thankful for my life 

φεσΚεδιιδεΞ ϖεδ δΞφαλ τι βεϑ σταβ 

I am thankful for all things 

Αιβιδ τι δζεϖ 

Fix my heart-mind 

Αιβιδ τι δΧυΥΑεβ 

Fix my body 

Αιβιδ τι δσελι 

Fix my spirit 

ηυψυδ ϖεΞ ;(υ)ασ:υβιλεΞ φαλ τι σλιϕε; 

And all will be well in this life 

:υµ φεσφιστεφ 

So be it 

FIGURE 8. Squamish xelSucid (Lushootseed) Prayer 
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Theoretical Implications for Future Research 

Reformulation of the Breaking the Native American Distress Cycle Theory has 

implications for nursing knowledge development, research, and practice. While this study is 

exploratory and limited to a small geographical area, results support and extend both the 

Biosocial Theory (M. Linehan, 1993a) and the Indigenist Stress – Coping Model (Walters & 

Simoni, 2002) on which the Breaking the Native American Distress Cycle Theory was based. 

Indigenist communities may consider implementing a community-based DBT intervention with a 

Healthy and Whole approach to reduce the level of psychological distress and increase 

community member quality of life. Because a Healthy and Whole approach to DBT is an 

adaption versus an adoption of the standard DBT intervention (Linda A. Dimeff & Koerner, 

2007), one cannot assume a modified DBT intervention will be effective. Therefore, the 

reformulated Breaking the Native American Distress Cycle Theory should be the basis for 

longitudinal and experimental researching a Healthy and Whole approach to DBT intervention in 

indigenous communities. Because a Healthy and Whole approach to DBT intervention is a 

community-based approach thought to have community wide impact, community level measures 

will also need to be developed. The reformulated Breaking the Native American Distress Cycle 

Theory is also useful for the Suquamish community to plan on further ways to disseminate the 

concepts and practices embedded in Healthy and Whole more fully throughout the community. 

Scientific Implications 

This discussion will make the argument that the folk theory, Living More Worthwhile 

Lives: A Tribal Community Healing from Relational Trauma has empirical validity and can be 

generalized to other indigenous populations (transferability)n by examining empirical evidence 

related ton each of its five assertions.  
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Living More Worthwhile Lives: A Tribal Community Healing from Relational Trauma 

Theory asserts an intergenerational cycle of relational trauma was initiated by historical trauma 

(structural cultural genocide with systematic abuse and neglect of Native Americans, especially 

children). Mohatt, Thompson, Thai, and Tebes (2014) propose that empirically one cannot verify 

the validity of claims of historical trauma because history is a collective memory. Like memory, 

history is a highly malleable reconstructive process. Rather than determining the truth of the 

allegations that an intergenerational cycle of relational trauma was initiated by historical trauma, 

the Suquamish history provides a public narrative context within which contemporary 

Suquamish social issues can be interpreted. Study participants identified that the dominant 

culture often silenced and diminished the value of Suquamish’s group narratives. As Mohatt and 

colleagues (2014) suggest a narrative conceptualization does not deny the veracity of past 

traumatic events, but rather redirects focus on how those events are represented and linked to 

health outcomes today. 

A related assertion within the intergenerational cycle of relational trauma is that relational 

trauma role modeled poor care giving and disrupted the learning of positive life skills. This is in 

keeping with Evan-Campbell (2008) literature review and evidence presented that a family-level 

impact of historical trauma is a disruption of family communication and family rearing practices. 

Another assertion of the Living More Worthwhile Lives: A Tribal Community Healing 

from Relational Trauma folk theory is that relational trauma of abuse and neglect is the source of 

variety of maladaptive behaviors. Maladaptive behaviors including substance abuse, 

hoarding/greed, impulsive reactions, withdrawal/isolation, and eating disorders lead to relational 

trauma in the next generation). This assertion is in keeping with from Marsha Linehan’s 
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Biosocial Theory and a review of historical trauma evidence supports this assertion (Evans-

Campbell, 2008; Whitbeck et al., 2004) .  

The Living More Worthwhile Lives: A Tribal Community Healing from Relational 

Trauma folk theory asserts a dual process of maintaining and revitalizing Suquamish cultural 

values, coupled with learning positive life skills that match skills taught in DBT and Healthy and 

Whole, helped Suquamish members live more worthwhile lives and recover from relational 

trauma. Biosocial Theory (M. Linehan, 1993a) presented in Chapter 1 and evidence presented in 

Chapter 2 (Kliem et al., 2010) indicate that maladaptive behaviors identified by the folk theory 

closely match Biosocial Theory and symptoms effectively treated by DBT. The evidence 

connected with concepts of ethnic identity, self-esteem, and well-being, meaning-making, 

culturally adapted interventions will be examined to determine the empirical evidence available 

to support the other assertions within the folk theory.  

The united view of traditional Suquamish values among Suquamish participants suggests 

that Suquamish members share a strong ethnic identity. A meta-analysis and another study of 

ethnic identity and personal well-being of people of color, including Native Americans found 

that strong ethnic identity is positively correlated with positive self-esteem and well-being 

(Smith & Silva, 2011; Usborne & Taylor, 2010). Additionally, a review of Hill’s (2006) 

literature review of a sense of belonging as connectedness, an American Indian worldview, and 

mental health affirm that Suquamish worldview and values is shared by other Native American 

peoples. 

Research indicates that reflecting on the past events in a way to make meaning of them, 

incorporating them coherently into one’s life story with a resolved story line, increases a sense of 

wellbeing (Pals, 2006; Pals & McAdams, 2004). Research also supports that adult children of 
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alcoholics have subtypes that explain their functioning based on their childhood experience. 

Sharing the information with Healthy and Whole participants helped participants to develop a 

coherent life story of how they came to be who they are as adults.  

A study of 68 Native American (57%) and non-Native American (43) counselors working 

with urban Native Americans proposed the following best practices for culturally adapting 

therapy when working with Native American clients that match the premise and practice of 

Healthy and Whole (Thomason, 2011).  

1. Clients should be welcomed warmly and offered refreshments. Counselors should be 

sure to address the role culture in client’s life. From a Living More Worthwhile Lives: A Tribal 

Community Healing from Relational Trauma folk theory perspective, counselors should address 

the role client’s traditional cultural values plays more than traditional cultural practices. 

2. Counselors should remove barriers to participation. Healthy and Whole does so by 

providing transportation, not requiring a diagnosis or individual counseling, and not charging for 

participation in group.  

3. Counselors should build relationships with the local Native communities. Healthy and 

Whole strength is the program builds a strong relationship with the Suquamish tribal community 

through years of continuous service, community giving-back project, identifying and recognizing 

community mentors, and inviting the community to celebrate Healthy and Whole graduation. 

Strengths and Limitations of the Study 

There are several strengths that impact this study’s findings. I have a long standing 

relationship with the community and am myself a member of the Suquamish Tribe. I had a prior 

professional and social relationship with all participants. Participants trusted me and 

enthusiastically consented to participate. Study participants reflect diverse life experiences 
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within the Suquamish tribal community. My life experiences have been very similar to study 

participants. I interact with Healthy and Whole clinicians on a regular basis. I have a reputation 

for being both relatable and professional. Similarities in culture and primary language reduced 

the potential for a power imbalance that creates ethical and methodological issues (Karnieli-

Miller, Strier, & Pessach, 2009). These strengths provided for community connection and 

knowledge that facilitated the depth of information obtained through participant interviews and 

observation and secondary data sources. Participant openness, willingness and perspectives 

provided rich data from their Native American perspective. They also provided meaningful and 

significant suggestions for living lives worthwhile.  

A major strength was the taxonomic data regarding traditional Suquamish values and 

relational trauma; data were rich and consistent between participants. Also, study participant 

interview conclusions were supported by secondary data sources. 

Study limitations are based on Payne and William article critiquing generalization in 

qualitative research (2005). The location of the study was very limited geographically. The 

sample was also small and limited to Suquamish Tribal members and clinicians implementing 

Healthy and Whole curriculum. Suquamish tribal members share cultural, historical, political, 

and geographical features with other tribal peoples, however, any claim that the Suquamish 

experience can be generalized to the wider universe of other indigenous peoples is speculative. 

Another study limitation was the taxonomic data on positive life skills needed to live lives 

worthwhile. Participant reports matched DBT and Healthy and Whole curriculum but the data 

were not as united and consistent as the other domains. The various participants having varying 

levels of knowledge and skills themselves may have contributed to a lack of consistency in the 

positive life skills domain. 
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Summary 

The Living More Worthwhile Lives: A Tribal Community Healing from Relational 

Trauma folk theory explains how a tribal community, the Suquamish, interpret the experiences, 

behaviors, and meaning of relational trauma and mechanisms needed for individuals and the 

community to heal and live more worthwhile lives. Because Suquamish cultural values are 

collectivist and many indigenous peoples share similar values and histories of historical trauma, 

a Healthy and Whole approach to DBT may help other indigenous people live more worthwhile 

lives and recover from trauma and break the cycle of distress. A Healthy and Whole adaptation 

to DBT requires further research to provide evidence of its effectiveness. Tribal Critical Race 

Theory was useful in unmasking, exposing, and confronting continued colonization and 

oppression within the indigenous communities and larger society. Nurse researchers should 

consider adopting a Tribal Critical Race Theory philosophical framework when performing 

research in Native American communities. 
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Application for Human Research 
 
• Only electronic submissions will be accepted (see directions for electronic submission at 

the end of this form) 
UACCESS EDOC NUMBER (FOR PROJECTS REQUIRING 

AN IRB  FEE) 
 

PROJECT 

TITLE : 
Critical Ethnography of the Compatibility of Dialectical Behavior Therapy  

 With Native American Culture and Context 

 

INVESTIGATOR  

Principal Investigator Name, 
Degree(s): 

Kathleen Kinsey, RN, MSN, MPH, MPA 

Status/Rank: Doctoral candidate 

Department/Center/Section:  

College: Nursing 

Contact phone:  (907) 738-9416 Fax: (360) 394-8535 

Official University Email: kkinsey@email.arizona.edu 

Mailing address: 
(Campus PO Box/Mailstop) 

PO Box 1142 Suquamish, WA 98392 

 

ADVISOR CONTACT INFORMATION (REQUIRED FOR ALL STUDENTS AND RESIDENTS ) 

Name, Degree(s): Pamela G. Reed, PhD, RN, FAAN 

Contact phone:  (520) 626-4131 Fax:  

Official University Email: preed@email.arizona.edu 

Mailing address: 
(Campus PO Box/Mailstop) 

Campus PO Box 210203 

 

ALTERNATE /COORDINATOR  CONTACT INFORMATION  

Name: Marylyn Morris McEwen PhD, PHCNS-BC, FAAN 

Contact phone:  (520) 626-6926 Fax: (520) 626-7891 

Official University Email: marylynm@email.arizona.edu 

Mailing address: 
(Campus PO Box/Mailstop) 

Campus PO Box 201203 
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SECTION 1: REQUIRED SIGNATURES 

1. PRINCIPAL INVESTIGATOR  
I will conduct my research according to the University of Arizona HSPP Investigator Manual. 
  11/5/2012  Kathleen Kinsey 

  
Signature  Date  Print Name 
 
2. SCIENTIFIC /SCHOLARLY REVIEW  
I have examined the proposal cited above, and find that the information contained therein is complete and that the 
scientific or scholarly validity of the project appears appropriate.  
     

  
Signature  Date  Print Name 
   

Official University Email  Phone number   
 
3. DEPARTMENT /CENTER/SECTION REVIEW  
I have reviewed this application and determined that all departmental requirements are met and that the investigator 
has adequate resources to conduct the Human Research. 
     

  
Signature  Date  Print Name 
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SECTION 1b: SIGNATURES REQUIRED IF APPLICABLE 

 
THIS PAGE MAY BE DELETED IF NOT APPLICABLE. 
 
4. ADVISOR (FOR ALL STUDENTS AND RESIDENTS ACTING AS THE PI ) 
I will oversee the student researcher according to the University of Arizona HSPP Investigator Manual. 
     

  
Signature  Date  Department 
 
5. RESPONSIBLE PHYSICIAN (PROJECTS INVOLVING MEDICAL PROCEDURES W HICH THE PI IS 

NOT AUTHORIZED TO CONDUCT ) 
I am a physician licensed by the State of Arizona (or US license for the SAVAHCS). I will be responsible for 
ensuring that all procedures that are part of this project and that require the attendance of a licensed physician will 
have a suitable physician present during the procedures. If at any time this is not possible, I will inform the IRB 
before any procedures are conducted. 
     

  
Signature  Date  Print Name 
 
6. NATIVE AMERICAN OR INTERNATIONAL INDIGENOUS POPULATIONS REVIEW  –  
Signature needed only if research takes place in Indian Country or among international Indigenous populations, 
actively recruits Native Americans or international Indigenous populations for enrollment, and/or requires 
stratification of Native Americans or international Indigenous populations as one of the statistical analyses or study 
aims.  

 
 Social and Behavioral Projects: American Indian Studies 

Harvill 218, PO Box 210076, 1103 E. 2nd St., Tucson AZ 85721, (520)621-7108 
 Biomedical Procedures: Office of Outreach and Multicultural Affairs 

Bldg #1, Room 1360, Phoenix Biomedical Campus, 550 E. Van Buren St., Phoenix, AZ 85004 (602)827-
2327, Fax (602)827-2074 

 
I have examined the proposal cited above and advise that further appropriate tribal/Indigenous approval [ ]is [ ]is not 
necessary. 
     

  
Signature  Date  Print Name 
 
7. SAVAHCS AUTHORIZATION (PROJECTS RECRUITING OR CONDUCTING RESEARCH AT THE 

VA)  
The undersigned certifies that this research may be conducted at the VA.  
     

  
Signature  Date  Print Name 
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SECTION 2: GENERAL INFORMATION 

1. How many Human Research studies is the PI involved in as key 
personnel? 

0 

2. How many active subjects are there in the PI’s currently open 
Human Research study/ies? 

0 

3. How many investigators are involved on the PI’s currently open 
Human Research studies? 

0 

4. How many research coordinators are involved on the PI’s currently 
open Human Research studies? 

0 

5. What is the expected length of this 
project? 

9 months 

6. Where will the original signed consent and PHI 
Authorization documents be stored (building and 
room)? 

College of Nursing Room 410A 

7. Where will research data be stored during the study 
(building and room)? 

Suquamish Tribe 
Human Services Building 
Community Health Nurse’s office, 
Suquamish, WA 

8. Is there or will there be a Certificate of 
Confidentiality? 

  Yes 
 No 

9. Is this an emergency research study as defined by 21 CFR §50.24?  Yes  No 

10. Is this an Investigator-initiated clinical study?  Yes  No 

11. Is this a multi-center study?  Yes  No 

12. Are you the lead investigator of the multi-center study?  Yes  No 

13. If the Human Research project is funded, identify 
all sponsoring entity/ies): 

 

14. Do any sponsoring entities belong to a Common Rule Agency  
(click here for a list of Common Rule agencies) 

 Yes 
 No 

15. If funding support is from a federal agency (such as 
a training grant, infrastructure grant, salary support, 
project grant, etc.), list federal agency and grant 
number 

 

16. Who is administering local funds? 
 

N/A 
 

UA 
 BRFSA 

(VA) 
 UMC 

17. Total funding amount OR per subject amount:  

18. The Principal Investigator hereby affirms that ALL UA employees, students and 
trainees responsible for design, conduct, analysis, reporting or approval of this 
research (“Covered Individuals”) have submitted the appropriate form to the 
Conflict of Interest Office. 

 N/A – UA is not engaged in this research (e.g. research is at the SAVAHCS 
only) 

 Yes 
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19. Please also select the appropriate statement below: 
 No Covered Individual has reported a financial interest related to this research; 
OR 

 One or more Covered Individuals have reported financial interest(s) related to this 
research. 

OR 
 The UA is not engaged in this research (e.g. research is at the SAVAHCS only). 

20. Are you aware of any UA ownership or licensing rights in any company, 
intellectual property, technology or material relevant to this project? 
If Yes, submit documentation of Institutional Conflict Of Interest 
resolution. 

 Yes 

 
No 

21. Are either a or b below true?  Yes 
 

No 
a. the local PI is the sponsor of the clinical trial (including NIH-funded clinical trials where 

the local PI is the funding recipient OR IND holder);  
OR 

b. The PI has been designated by a sponsor, contractor, grantee, or awardee to register the 
clinical trial to ClinicalTrials.gov, is the Responsible Party (responsible for conducting 
the trial, and has sufficient data rights). 
 
If Yes, Public Law 110-85 (FDA Amendments Act) requires registration of clinical trials. 
Indicate which of the following is true: 

 ClincialTrials.gov “NCT” number for this trial (define): 
 Registration pending 
 Clinical trial does not require registration (click above to see what studies qualify) 
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SECTION 3. PROJECT NARRATIVE 

1) Project Title 
A Critical Ethnography of the Compatibility of Dial ectical Behavior Therapy with Native American Culture 
and Context 
 
2) Investigator 
Kathleen Kinsey 
 
3) Background 
Native Americans experience serious psychological distress and substance abuse at higher rates 
than other racial groups. Suicide, the most severe form of distress, is the second leading cause of 
death for Native Americans between the ages of 10 and 34. The Native American adolescent 
suicide rate is two to five times higher than White adolescents. Dialectical Behavior Therapy 
(DBT) is a promising therapy. It is a therapeutic approach that combines acceptance and 
mindfulness practice with cognitive behavioral therapy. Six randomized controlled trials and 
three quasi-experimental studies of DBT in Borderline Personality clients with and without co-
morbidities found a significant decrease in parasuicidal risk and behavior and substance abuse. 
Study settings included 14 academic research centers. In academic centers, 11 studies were 
conducted by Marsha Linehan, the developer of the therapy, and three were independent of her 
work. Other settings included two at community mental health clinics, one within the Veteran 
Administration medical system and in four different countries, United States, Germany, 
Netherlands, and Australia. Of these, 14 were outpatient and two were inpatient programs. 
However, none of these studies were conducted with Native American communities.  

Other significant outcomes across DBT studies included reductions in anxiety, 
dissociations, borderline symptoms, hopelessness, depression, anger, interpersonal problems 
(Bohus et al., 2004; McMain et al., 2009)(Bohus et al., 2004; McMain et al., 2009)(Bohus et al., 
2004; McMain et al., 2009) and global functioning. These results indicate that DBT relieves 
psychological distress, decreases suicide and substance abuse, and increases quality-of-life and 
wellbeing. 

DBT can offer an alternative to the limitations of the biomedical model. However, DBT 
currently operationalizes Biosocial Theory using the medical model to diagnose and manage 
psychiatric disorders. For example, therapists determine appropriateness of the program for 
participants based on identified psychopathology, predominantly that of Borderline Personality 
Disorder. DBT focuses on intrapersonal processes and individual motivation rather than 
community-oriented social causes of illness. The operation model of DBT is centralized in 
outpatient mental health facilities because therapy requires university trained specialists. 

Many Native American leaders and critical theory and post-colonial scholars propose that 
medical model approach to mental health problems is counterproductive. The power differentials 
and organizational structure of the psychological-medical model disempower Native American 
clients and communities. Many Native Americans are suspicious of conventional mental health 
services and believe going to a mental health clinic is stigmatizing. Scant empirical evidence 
exists that demonstrate any mental health evidence based intervention is efficacious for Native 
Americans. 
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Culturally adapted mental health interventions are four times more effective than 
interventions delivered to groups with individuals from a variety of backgrounds. Yet, little is 
known about how compatible DBT is with Native American cultural beliefs, values, norms, 
and context. This knowledge is needed to determine if DBT is appropriate, available, and 
acceptable to Native Americans. DBT needs to be appropriate, available, and acceptable before 
nurses and other helping professions can advocate for its usefulness in relieving Native 
American psychological distress and reducing the prevalence of substance abuse and suicidal 
behavior. Therefore the purpose of this study is to describe the compatibility of DBT to a Native 
American community’s culture and context. 
 
The two aims are as follow: 
 
1. Describe the Native American cultural influences on defining living a life worthwhile. 
2. Describe the congruence between a tribal modified DBT and the Native American cultural 

beliefs, values, norms, and context. 

4) Lay Summary (approximately 400 words) 
The purpose of this study is to describe the compatibility or “fit” of Dialectical Behavior 
Therapy, also called DBT, to our Native American community and culture. 

In the United States, it has been found that Native American communities suffer serious 
psychological distress and turn to substance abuse at higher rates than other racial groups. 
Suicide, the most severe form of distress, is the second leading cause of death for Native 
Americans between the ages of 10 and 34. The Native American adolescent suicide rate is two to 
five times higher than White adolescents. DBT suggests that substance abuse and suicide are 
inappropriate and unhealthy strategies used by a person to relieve distress. 

Native American communities need effective therapies to reduce distress through more 
healthy and meaningful ways to reduce these health problems. While DBT looks promising, 
research has not demonstrated that it is successful for Native Americans. Furthermore, this 
project does not assume that all disorders and ways to address those disorders are universal. But, 
it is unknown if DBT is an effective and culturally sensitive therapy for Native Americans. To 
develop successful and effective therapy for Native Americans, it is important to consider 
individual and community characteristics, culture, and the ways we like to go about living our 
lives. The therapy needs to culturally fit with the community’s unique strengths, needs, language, 
context, and culture and the way we express ourselves. This is because mental health programs 
that address our cultural beliefs and values, are four times more effective than programs 
delivered to groups with individuals from a variety of backgrounds. Yet, little is known about 
how compatible DBT is with Native American cultural beliefs, values, norms, and context. 
This knowledge is needed to know if DBT is appropriate and available for and acceptable to 
Native Americans. DBT needs to be appropriate, available, and acceptable before nurses and 
other helping professions can advocate for its usefulness in relieving Native American 
psychological distress and reducing the amount of substance abuse and suicidal behavior.  

Thus, the focus of this proposed study is to examine the cultural compatibility of DBT in 
the treatment and prevention of psychological distress, substance abuse and suicide among 
Native Americans in one Native American tribal community – the Suquamish. 
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5) Setting of the Human Research 
The following describes this study’s setting including the study location, a geographic 
description, tribal governance; services provided by the tribe, tribal demographics, and rationale 
for the philosophical framework that drives the methodology choices within this setting and for 
seeking tribal council approval for conducting the study and dissemination of study results. 

Study Location and Geographic Location 

Suquamish Tribe, Port Madison Indian Reservation is the site for this proposed study. 
The Suquamish Tribe is a federally recognized tribe in the Puget Sound area of Washington 
State. The Port Madison Indian Reservation is geographically small located within a larger 
county. The address for tribal government offices is 18490 Suquamish Way, Suquamish WA 
98392. The tribal government offices are centrally located and convenient for most tribal 
members.  

Tribal Governance 

The Suquamish Tribe is a sovereign entity governed by a tribal council. Per the 
Suquamish Tribe’s constitution and by-laws, the tribal council is an elected body who direct 
tribal administration and departments to perform the duties necessary to insure the sovereignty of 
the tribe as well as meet the needs of its tribal members.  

Tribal Services 

The tribe offers outpatient mental health and substance abuse treatment through a 
behavioral health program, Wellness; social workers, elder’s care, housing, welfare, and literacy 
assistance; mentoring, and tutoring, and educational support. Additionally, other tribal services 
include an employment assistance program; Head Start and Early Head Start services, Women 
Infant and Child services to prenatal women, infants, toddlers and preschoolers; a youth program 
that provides an array of cultural, sports, and entertainment activities. The tribe also operates its 
own police department and courts system. 

Tribal Demographics 

The Tribal Enrollment Department reports the tribal enrollment is over 1,000, with 
approximately half of tribal members living on the reservation. Per the 2011 Suquamish 
Community Needs and Assets Assessment, the Community Health Service indirect service 
contacts are about 6,000, and include non-tribal Native Americans as well as individuals from 
other races. Per the 2010 U.S. Census Bureau information, the reservation contains a diverse 
ethnic population. Within the reservation, Native Americans represent 10% of the population 
which is higher than the U.S. population as a whole where Native Americans are between 1-2%. 
Overall, the reservation contains 7, 640 individuals, of whom 50% are male and 25% are under 
the age of 19. My personal observations reveal that English is the primary language and is 
spoken fluently in the community. Only one elder currently speaks his native xelSucid 

language fluently. Social and cultural ties among enrolled members are likely more common 
than other community members. This is true even among other Native Americans because of 
extended family connections that persist over many generations and tribal activities and 
governance that support members sharing cultural, spiritual, and family beliefs in a relatively 
small geographic area. The tribal community is not homogeneous, however. Members differ in 
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socio-economic status, education level, cultural and social connectedness to the tribe and their 
tribal heritage. Native Americans who live on or near the reservation are often active in the tribal 
community and may not be enrolled members of the tribe. Non-Native members of Native 
American households are considered part of the Native American community and are frequently 
invited to give their input in the community’s decision making process.  

No direct publically accessible record exists of traumas experienced by tribal members. A 
2004 Substance Abuse and Mental Health Service Administration grant the tribe submitted 
reports that substance abuse is very problematic. Of the clients who participate in the tribe’s 
behavioral health program 64% involve substance abuse. Of arrests of tribal members 90% 
involve substance abuse. Of all Indian Child Welfare cases 100% pending and current involve 
substance abuse. If these statistics reflect community patterns over time then tribal members are 
at high risk for having experienced repetitive interpersonal trauma and abuse as a child. 

Rationale 

Tribal Critical Race Theory philosophically frames this study. The framework seeks to 
actively identify European American thought, knowledge, and power structures that may 
suppress Native American point of view. Because from the beginning of colonization the Native 
American worldview has been demeaned and suppressed, this study prioritizes the Native 
American perspective. Examples of how the methodology reflects prioritization of Native 
American perspective include using a Community-based Participatory Research approach and 
conducting ethnographic interviews to collect data in Suquamish Tribal members’ own voice. 
Because of working with a sovereign tribal government, I will obtain Suquamish Tribal Council 
approval to conduct this study and before disseminating any findings outside the tribe. 
Attachment 1. “Permission to Conduct a Critical Ethnography of the Compatibility of Dialectical 
Behavior Therapy with Native American Culture and Context” is a memo I will send to Tribal 
Council. I will ask to be scheduled on the Tribal Council agenda and also make an oral 
presentation of the same request. I will answer Tribal Council’s questions regarding the request. 

Resources available to conduct the Human Research  

The study will use tribal meeting rooms to conduct interviews unless another setting is more 
convenient and comfortable for a participant. Using tribal meeting rooms facilitates tribal elder 
and employee participation and makes the process visible and transparent to tribal members. I 
will base the study out of my office which I lock when I am not in the office. I will use my work 
personal computer which has secure password protection to access my files. Critical files can be 
backed up on a secure network. I have use of a fax and copy machine. The Suquamish Wellness 
Program has agreed to recruit potential participants and provide clinicians work time for 
interviewing. Similarly, for tribal employees who participate, I will request Tribal Council and 
employer approval to conduct interviews on employee work time.  

6) Study Population 
The target audience is the Suquamish tribal community that currently has an ongoing DBT -
modified intervention, Healthy and Whole. The study will target individuals exposed to Healthy 
and Whole. Individuals targeted include DBT participants, clinicians, and community members.  



 
 

 

147

Sample Description  

The sample will consist of three groups: 1) Suquamish Tribal members exposed to the Healthy 
and Whole therapy; 2) Suquamish Tribal members who are identified as knowledgeable 
regarding tribal tradition; and 3) Clinicians who developed and/or implemented Healthy and 
Whole. The Group 1 Suquamish Tribal members exposed to the Healthy and Whole therapy will 
include three subsets, those who: a) graduated from Healthy and Whole, b) declined the Healthy 
and Whole or dropped out before completion, and c) have regular contact with Healthy and 
Whole graduates either at home, work, or play.  

Rationale for sampling the three groups: 

Groups 1 and 2 members. Tribal Critical Race Theory-framed ethnography considers 
concepts of privilege and power in clinical mental health. Clinical mental health is based on the 
medical model which has a Western white-dominate origin. In the medical model, clinicians 
have a power position over clients. Even Native American clinicians are likely to be heavily 
influenced by this professional model. Therefore, the process needs equal input from the Native 
American community perspective because relying on only a clinician’s perspective likely 
suppresses the Native American voice.  

Native American Healthy and Whole graduates can provide important information about 
the acceptability of the intervention and its implementation within the community. Because the 
power differentials and organizational structure of the mental health clinic may influence DBT 
participants’ perspectives, it is important to sample Native American community members who 
have a close relationship with Healthy and Whole graduates at home, work, or play. This sample 
will provide important information about the acceptability of intervention to the target population 
that is freer of suppression. 

Sampling Suquamish Tribal members who declined to participate in Healthy and Whole 
or dropped out after the intervention began offers another important perspective. These key 
informants should tend to be critical of the organization and may potentially provide a contrary 
perspective to those who completed Healthy and Whole. Individuals who declined to participate 
in Healthy and Whole or dropped out after the intervention began perceptions are useful because 
they tend to be more observant and reflective of their environment. Suquamish Tribal members 
who are identified as knowledgeable regarding tribal tradition provide valuable cultural 
perspectives as they are potentially the most enculturated sample. These are opinion leaders 
regarding cultural relevance and are aware of the community priorities and potential. 

Group 3 members. It is important to recruit clinicians because they will have clinical 
expertise essential for understanding DBT implementation. Clinicians brought DBT into the 
community and modified the DBT intervention. Clinicians will be selected to describe the 
conceptual development of Healthy and Whole and identify the influence that Native American 
cultural values and norms had on the development and adaptation of this tailored intervention for 
the Native American population.  

Inclusion Criteria. Study inclusion criteria are as follows: English speaking enrolled 
Suquamish members exposed to the therapy as defined above, over 18 years of age who have 
been identified by the tribal council, the tribe’s Cultural Coop Committee, and the Mental Health 
Supervisors. Clinician inclusion criteria are as follow: mental health clinicians (Native and non-
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Native) employed by the tribe’s behavioral health program that have at least two year clinical 
experience with Healthy and Whole.  

Sample Size 

An adequate ethnographic sample size is achieved when most perceptions are uncovered. 
Saturation occurs when no new decoded cultural symbols, relationships among cultural symbols, 
or folk theories related to of living a life worthwhile are discovered and when participants begin 
to repeat ones previously discovered. The sample size for this study is 30 participants or until 
saturation is achieved. Saturation occurs when no new decoded cultural symbols, relationships 
among cultural symbols, or folk theories related to of living a life worthwhile are discovered and 
when participants begin to repeat ones previously discovered. A minimum of four and a 
maximum of six participants are needed for each group. Based on an analysis of 560 PhD studies 
using qualitative approaches, 30 interviews will be needed to reach saturation for the following 
three reasons: 1) This study is describing living a life worthwhile in a specific tribal group; 2) 
Study participants are being selected that have expertise with DBT and or the Suquamish Tribe’s 
tradition; and 3) Participant observation and artifacts and document review will be used as 
additional data sources.  

7) Vulnerable populations 
Not applicable to this study. 

8) Recruitment Methods 
To avoid exclusion that may alienate segments of the community and ensure direct feedback 
from enrolled tribal members, I will ask the tribal council, the tribe’s Cultural Coop Committee, 
and the Mental Health Supervisor to determine the process for identifying community members 
who meet inclusion criteria to be interviewed. Persons will be interviewed by invitation only. 
Tribal elders have expressly made this request in the past.  

I will contact potential participants by phone or in person using a recruitment script. 
Refer to Attachment 2. Community Member Telephone Call Script and Attachment 3.Clinician 
Telephone Call Script. Each telephone script will include an introduction, an invitation to 
participate, an explanation of purpose, and descriptions of risk and benefits. The following are 
purpose statements for the community member and clinician. 

Community member: I am a doctoral student at the University of Arizona, School of 
Nursing. This interview is part of the project the Suquamish Tribe and University of Arizona, 
School of Nursing are conducting to better understand Suquamish’s beliefs, values, and culture 
relating to leading lives worthwhile as expressed in their own words. The goal is to form a 
picture of what leading lives worthwhile looks like in Suquamish and to gain greater insight into 
Suquamish explanations about what promotes community members leading lives worthwhile and 
what is needed for more community members to live lives worthwhile. 

Clinician:  I am a doctoral student at the University of Arizona, School of Nursing. The 
interview is part of the project that the Suquamish Tribe and The University of Arizona College 
of Nursing are conducting to better understand Suquamish’s beliefs, values, and culture relating 
to leading lives worthwhile as expressed in their own words. The goal is to form a picture of 
what leading lives worthwhile looks like in Suquamish and to gain greater insight into 
Suquamish explanations about what promotes community members leading lives worthwhile and 
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what is needed for more community members to live lives worthwhile. Additionally, the study 
will examine how Suquamish explanations about what promotes community members leading 
lives worthwhile and what is needed for more community members to live lives worthwhile and 
how this relates to the premise and practice of DBT and Healthy and Whole. 

If the individual is interested in participating in the study, I will schedule an appointment 
for an in-person review of the study and to obtain their consent to participate. We will select a 
location that is convenient and comfortable for them. Options at the tribe include their office or 
my office or a reserved conference room. 

9) Consent/Permission/Assent process  
During the schedule appointment the consent form will be reviewed - the purpose of the study 
will be explained, what is being asked of them and the amount of time required and an 
explanation of risks and benefits. Refer to attachment 5. University of Arizona Consent to 
Participate in Human Research. The potential participant will be asked if they have any questions 
about the study and what is being asked of them. Once the PI is assured that the potential 
participant can articulate the purpose of the study and what is being asked of them, they will be 
invited to sign the consent form. Should the potential participant require additional time to 
review the study and discuss with their family members, they will be allowed to leave with the 
consent form and the PI will telephone them within 48 hours to determine if they are interested 
in participating in the study. If they are interested in participating in the study, another scheduled 
meeting will be made to sign the consent form and the audio-recorded interview will be 
conducted. Should the potential participant decline participation in the study they will be thanked 
for their time and consideration of the study.  

After obtaining informed consent, I will audio- record the formal interviews.  

10) Procedures involved in the Human Research  
I will collect data using conduct semi-structured interview guides. Refer to Attachment 6. 
Community Interview Guide and Attachment 7. Clinician’s Interview Guide. This is a critical 
ethnography designed to promote participants’ voice and reveal the community’s folk theories. 
During the iterative process of data collection and analysis additional probing questions may be 
generated to examine emerging themes. New questions may be generated. 

To further provide insight about the diversity of participant perspectives, demographic 
data will be collected on the Interview Guides before the interview. Data will include age, 
gender, and educational level (up to 8th grade, some high school, high school diploma or GED, 
some college, and college graduate).  

My data collection strategy is to continue with community immersion throughout the 
study, participate in activities in the community as a whole and with community members and 
clinicians who meet inclusion criteria. I will also use participant observations to collect data. I 
will de-identify, record, and keep in a reflective journal pertinent observations and casual 
conversations. Refer to Attachment 4 for Contact Summary Form. The Contact Summary Form 
is subject to revision as folk terms are identified and themes emerge.  

Because I want to describe Suquamish culture in Suquamish Tribal members own words, 
I will encourage participants to talk as they would with other community members who they are 
comfortable with. Reflexive interviews will employ conversation and interviewer disclosure with 
particular attention given to the emergent meanings arising from the interview process. Reflexive 
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interviewing provides a means to learn about participants' actual experiences and interpretations. 
Professional and personal relationships and interview technique will be designed to fully engage 
the participants in semi-structured interviews, probe their ideas, and help elicit their stories.  

The following community questions are intended to address aim 1. ‘Describe the Native 
American cultural influences on defining living a life worthwhile.’ The process will anchor 
community interview with “grand tour questions” asking participants to describe what leading 
lives worthwhile looks and feels like. An early question will be a direct-language question ‘what 
would you call leading lives worthwhile?’ to solicit its folk term. To uncover semantic 
relationship between different folk terms, ethnographic interviews use structural questions. The 
following structural questions solicit semantic relationship. The questions ‘What does leading 
lives worthwhile include?’ ‘What is necessary to create a life worth living?’ and ‘What resources 
are needed to live a life worthwhile?’ solicit the semantic relation of X is a part of leading lives. 
The question ‘what are some things that keep people from living worthwhile lives?’ solicits 
different kinds of lives to identify the boundary of the semantic relation. The questions ‘What 
would it take for people in this community to live more worthwhile lives?’ and ‘If you could 
change just one or two things in our community to support members living more worthwhile 
lives what would they be?’ solicit X is a reason for leading lives worthwhile. Probes help to 
express cultural ignorance and elicit detailed folk responses. Refer to Attachment 6. Community 
Interview Guide. 

To provide participants feedback that they are providing requested information, I will 
take every opportunity to express verbal and non-verbal interest. As soon as possible, I will 
move from questions that use my words to ones that incorporate folk terms. I will restate and 
incorporate folk terms. To do this, I may create a hypothetical situation and ask participants to 
describe the scene in their own words. I might ask participants to give example of cases using 
their folk terms. The interview differs from usual conversation because there will be an 
imbalance of turn taking. I will ask almost all the questions and participants will talk about their 
experiences. I will regularly ask participants to expand on their answers and not assume that I 
know what they are describing. 

The following questions asked of the mental health clinicians are intended to address aim 
2. ‘Describe the congruence between a tribal modified DBT and the Native American cultural 
beliefs, values, norms, and context.’ Clinician questions are intended to solicit a description of 
tribal modified DBT, Healthy and Whole. The process will anchor the clinician interviews with 
primary questions about community context that led to DBT adoption, the process of 
implementation, and modifications necessary to meet the tribe’s needs. Refer to Attachment 7. 
Clinician’s Interview Guide. 

The interviews will be conducted on employee’s work time (with Tribal Council and 
employer approval) in their office or conference room. Anticipated length of each interview is 45 
to 90 minutes. I will conduct a second follow up interview lasting up to 45 minutes. The second 
interview is needed to confirm that my analysis accurately represents participants’ perspectives 
about what promotes community members leading lives worthwhile and what is needed for more 
community members to live lives worthwhile and how these explanations relate to the Healthy 
and Whole program. Total interview time will take between 90 to 135 minutes. I will record key 
points, notable quotes and my own reflective overview during and/or immediately after the 
interview. I will offer participants coffee, tea, water, and a light snack. A $25 gift card will be 
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given as a token of appreciation for participants’ time after the interviews are completed. Tribal 
staff and researchers made these accommodations in the past and they worked well. 

I will offer reimbursement for mileage ($.51 per mile) required to get to the interview and 
coordinate with the Early Learning Center to provide childcare as necessary. I will review 
Summary Forms as the data collection process proceeds because they may inform new lines of 
inquiry for interviews and other data collection. Two audio-recorders will be available to ensure 
data is not lost due to mechanical malfunction.  

The following probes to explore with all are intended to address aim 2: 1) how social 
class interacts with treatment and its effect; 2) how client’s culture relates to the culture of DBT 
therapy; 3) how shame and stigma related to diagnoses and treatment influence treatment; 4) how 
different forms of Native healing align with Healthy and Whole; and 5) how does Healthy and 
Whole integrate Native American cultural strengths. 

11) Risks to subjects 
There should not be any risk for those who will participate in interview but individuals are free 
to stop the interview at any time and ask to speak with a counselor if the conversation makes 
them uncomfortable or stressed.  

12) Potential benefits to subjects  
There are no potential benefits to participants from participating in the study.  

13) Provisions to protect the privacy of subjects  
Several strategies will be used to maintain participant privacy. Consent and interviews will be 
conducted in an office, conference room, or another location convenient for the individual where 
the conversation cannot be overheard by others. Time and place will be chosen so that the 
interview can be audio recorded without extraneous noise and interruptions by others. 
Anonymity of participants will be maintained by not using direct identifiers of participants 
during data collection and analysis. 

Provisions to maintain the confidentiality of data  
Personal identification of participants will not be included in the data collection process. 

Should a person self-disclose their identity during interviews, that information will not be 
transcribed. Once transcribed and accuracy is confirmed and study is complete, I will destroy 
each audio-recording by erasing or deleting the files. All textual files will kept in a lock file in 
my office which I lock when I am not in the office. I will use my work personal computer which 
has secure password protection to access my files. Data files will be backed up on a secure 
network. 

I will use Atlas ti software throughout the study to manage the data sources. Data sources 
will include transcripts, contact and artifact summary forms, and memos. Memos include 
personal reflective about my feelings regarding my relationship with participants, my second 
thoughts on the what participants were really trying to relate, any doubts about the quality of the 
data, observations about interview or observation procedures, new hypothesis that explain 
observations, mental notes to pursue in future encounters or investigations, any elaborations or 
clarification needed. Atlas will allow me to create a cultural inventory of all the data collected 
during this investigation. 
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After the conclusion of the project, signed consents will be submitted and stored 
in the Office of Nursing Research (Room 410) for a period of no less than six years. 

14) Cost to subjects  
The only cost to participants is their time. Each participant will participate in one 45-90 minute 
interview and 30 minute debriefing. The total time will be between 75 to 120 minutes. Upon 
obtaining institutional review board (IRB) approval, the study will not be longer than 12 months. 

15) Subject compensation 
Upon completion of the interview, each participant will be provided a thank you card and $25.00 
Wal-Mart gift card. 

16) Withdrawal of subjects 
The informed consent will provide an explanation of study purpose, procedures, risks, benefits, 
permission to audio record the interviews, confidentiality, the right to withdraw from the study, 
contact information and describe the amount of time required to participate in the study. 

The informed consent form will include an opportunity for the participant to withdraw 
from the study at any time. Participants will also be informed that their decision to participate, 
not participate, or withdraw from this study will in no way negatively influence the usual 
benefits they receive from the Suquamish Tribe or the Community Health Program. Their 
decision will not affect their future relationship with The University of Arizona.  

17) Sharing of results with subjects  
Sharing the findings with the community is an important final step in CBPR. This investigator 
will use several mechanisms to disseminate information to the community such as the following: 
provide monthly verbal updates to the tribal steering committee; during these meetings ask for 
input. For the final results, this investigator will hold a community meeting where dinner is 
shared. Families will be welcomed to bring their children and the setting will be handicap 
accessible so elder are also accommodated. The meeting will be scheduled with consideration of 
the community calendar and canceled if weather or community crisis dictate. This investigator 
will prepare digital stories of findings using community pictures and voices to convey the rich 
description of the findings. The tribe’s community health department presented previous study 
findings in this manner. The presentations engaged the audience and built on the tribe’s story 
telling tradition. The presentations are posted on the tribal web and Face Book sites and are used 
for ongoing discussion and education. 

This investigator will also develop and distribute a one-page flyer with the results of the 
study to be distributed to every adult tribal member. Mailings to adult tribal members are a 
regular practice to disseminate information. The professional dissemination is meant to go to a 
national audience. This author will seek to disseminate findings through peer-reviewed 
professional journals and conferences. Dissemination of research results will need to be 
approved by the tribal council.  

18) Information management  
Following each interview, digital audio recordings of the interview will be transferred from 
recording device to a computer. The audio recordings will be transcribed verbatim into a word 
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document, and then will be entered into a qualitative software program, Atlas.ti version 6. The 
software program will be used to assist with data storage and management of data files, as this 
software facilitates search and retrieval of data including development of data files and code 
books. Using Atlas.ti, I will import individual transcripts as word documents in rich text format, 
create a code book of domains and taxonomies, track codes and text by transcript. Using Atlas.ti, 
I will create a cultural inventory of data which will be important when performing a broad theme 
analysis. Another strategy to identify cultural themes is to visualize relationships among 
domains. To visualize domain relationships, I will use Inspiration, a data software program, 
because it has the advantage of being able to display all the domains outlines in a single 
document. Toggling between outline formats and graphical display creates a computer generated 
conceptual map for visualization of the whole. Inspiration allows investigators to move back and 
forth between their continually fluctuating conceptual map and evidence seeking clarification of 
interpretations between conflicting sources identifying similarities, antagonism, and speculating 
on causality. Other investigators can track the decision process viewing the detail and its rich 
descriptions so they can make their own interpretations (creditability). The process is iterative 
until there is a congruence of the data with the conceptual map and participants believe that the 
interpretation reflects their reality (confirmability). To avoid reductionism, the analysis needs to 
contain rich description so the interpretations still captures the wholeness of the research topic. 
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Submission List for F200: Application for Human Research 
 
Required items: 

• VOTF – F107: Verification of Training Form 
• Current PI/Co-PI CVs or biosketch, if not included with copy of grant application 
• Conflict of Interest Review documentation (if one or more Covered Individuals have reported 

financial interest(s) related to this research) 

Other Approvals that may be required before submission: 

• Scientific Review Committee letter (for cancer related projects – AZCC SRC; other units as 
applicable if the unit has a scientific review committee) 

• Biosafety Review letter (for UA - Institutional Biosafety Committee) 
• Compressed Gases Review letter (for UA – Research Instrumentation) 
• Export Control Review 
• Radiation Safety Review letter 
• UMC Site Review Authority letter 
• UAMC South Campus Site Authorization 
• Other Approval letters (e.g., school districts, Tribal, other IRB approvals, any other access to 

external sites for research purposes and/or access to administrative records/samples) 

Other Items as applicable: 

• Informed Consent/Permission/Assent Form(s) – including study specific release of 
information documents, DHHS approved sample consent forms. If consent will not be 
documented in writing, a script of information to be provided orally to subjects 

• PHI Authorization Form(s) 
• Recruitment Materials – telephone scripts, flyers, brochures, websites, email texts, 

radio/television spots, newspaper advertisements, press releases, etc. 
• Participant Materials  – All written materials to be provided to or meant to be seen or heard by 

subjects (e.g. study newsletter, physician to participant letter, wallet cards, incentive items, 
holiday/birthday cards, certificates, instructional videos/written guides, calendars, certification of 
achievement, etc.) 

• Data Collection Tools – surveys, questionnaires, diaries not included in the protocol, data 
abstraction form for records review 

• Protocol – including all amendments/revisions, sub- or extension-studies 
• Contract – complete or draft copy of contract including budget 

o Not required for VA projects 
• Grant Application(s)  – complete copy of grant, regardless of home institution or funding 

agency, and a copy of the Notice of Grant Award 
• Drug/Device information – Investigator’s Brochure, drug product sheet, device manual, user’s 

manual, instructions for use, package insert, IND/IDE documentation, FDA 1572 form, 510k 
indication, FDA exemption, sponsor determination of device risk, etc. 

• Data monitoring Charter and Plan  
• Use of retrospective research samples and/or data – IRB approval letter, original consent 

under which samples/data were collected, letter allowing access to samples 
• Certificate of Confidentiality  
• Site Authorizations 
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• Supplemental site information (for sites engaged in research where the UA is the IRB of 
record)  

o CV and medical license (if applicable) of site PI 
o Site-specific VOTF 
o Copy of the site’s human subjects training policy 
o Copy of any approvals granted from that site 

• Supplemental site information (for sites engaged in research where the UA is the IRB of record 
but the site has its own IRB)  

o Current site IRB approval letter 

For VA projects ONLY: 

• Data security checklist 
• SAVAHCS Conflict of Interest Statement 
• PHI Authorization form on 10-1086 (stamped by VA Privacy Officer) 
• VA Consent Forms on 10-1086 
• Form 10-1223 
• Form 10-9012 (for drug studies) 

Submitting documents to the IRB 

The required method of submission is electronic. Maintain electronic copies of all information 
submitted to the HSPP office in case revisions are required. Guidelines have been established 
and must be followed to make the electronic submission and triaging work smoothly. 

1. Documents must be submitted to the VPR-IRB@email.arizona.edu account and not to 
individual staff email accounts. After contact by a staff member future correspondence 
may be communicated directly to the staff member. 

2. If acknowledgement of receipt is needed, please request a “Read Receipt” through your 
email server. If you use Microsoft Outlook 2007, this is accomplished by clicking 
“Options” and choosing the “Request a Read Receipt” checkbox in a new email. 

3. One submission request per email (e.g. one continuing review plus attachments).  

4. All submissions must have signatures. An email acknowledgement in place of a signature 
will not be acceptable. 

5. Word documents are preferable for items that may be modified or revised by the IRB 
(e.g. consents, applications, and protocols). PDFs may be submitted for documents that 
typically are not revised by the IRB (e.g. Investigator Brochures).  

6. Email subject line must include: PI Last Name, Department, IRB # (if assigned one), and 
type of submission (Modification, New Project, etc.). 

7. The email must provide a list of the documents submitted for review. While the 
documents attached do not have to adhere to a specific naming scheme, it is requested 
that each document be named to clearly reflect what is inside.  

8. Submissions not following these guidelines will be returned without review. 
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APPENDIX B: PERMISSION LETTERS 
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Attachment 1. Permission to conduct a critical ethnography of the compatibility of 
Dialectical Behavior Therapy with Native American culture and context 
Date: December 28, 2012 
To: Suquamish Tribal Council 
 P.O. Box 498 
 Suquamish, WA 98392 
From: Kathleen Marie Kinsey 
 PO Box 1142 
 Suquamish, WA 98392 
 Telephone: Home (360) 598-4566; Cell phones 738-9416 
 E-mail: kkinsey@suquamish.nsn.us 
Subj: Permission to conduct a critical ethnography of the compatibility of Dialectical Behavior 

Therapy with Native American culture and context 
 
 I am asking Tribal Council to approve my research study proposal. The purpose of this 
study is to describe the compatibility or “fit” of Dialectical Behavior Therapy, also called DBT, 
to our Native American community and culture. Studying DBT’s compatibility here is important 
because our Healthy and Whole that Lori Glover developed is based on DBT.  

In the United States, it has been found that Native American communities suffer serious 
psychological distress and turn to substance abuse at higher rates than other racial groups. 
Suicide, the most severe form of distress, is the second leading cause of death for Native 
Americans between the ages of 10 and 34. The Native American adolescent suicide rate is two to 
five times higher than White adolescents. DBT suggests that substance abuse and suicide are 
inappropriate and unhealthy strategies used by a person to relieve distress. 

Native American communities need effective therapies to reduce distress through more 
healthy and meaningful ways to reduce these health problems. While DBT looks promising, 
research has not demonstrated that it is successful for Native Americans. Furthermore, this 
project does not assume that all disorders and ways to address those disorders are universal. But, 
it is unknown if DBT is an effective and culturally sensitive therapy for Native Americans. To 
develop successful and effective therapy for Native Americans, it is important to consider 
individual and community characteristics, culture, and the ways we like to go about living our 
lives. The therapy needs to culturally fit with the community’s unique strengths, needs, language, 
context, and culture and the way we express ourselves. This is because mental health programs 
that address our cultural beliefs and values are four times more effective than programs delivered 
to groups with individuals from a variety of backgrounds. Yet, little is known about how 
compatible DBT is with Native American cultural beliefs, values, norms, and context. This 
knowledge is needed to know if DBT is appropriate and available for and acceptable to Native 
Americans. DBT needs to be appropriate, available, and acceptable before nurses and other 
helping professions can advocate for its usefulness in relieving Native American psychological 
distress and reducing the amount of substance abuse and suicidal behavior.  

The study will target up to a total of 30 individuals exposed to Healthy and Whole. 
Individuals targeted include DBT participants, clinicians, and community members. The sample 
will consist of three groups: 1. Suquamish Tribal members exposed to the Healthy and Whole 
therapy, 2. Suquamish Tribal members who are identified as knowledgeable regarding tribal 
tradition and 3. clinicians who developed and/or implemented Healthy and Whole. The Group 1 
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Suquamish Tribal members exposed to the Healthy and Whole therapy will include three subsets: 
Those who a) graduated from Healthy and Whole, b) declined the Healthy and Whole or dropped 
out before completion, and c) have regular contact with Healthy and Whole graduates either at 
home, work, or play.  

I ask the tribal council, the tribe’s Cultural Coop Committee, and the Mental Health 
Supervisor to determine the process for identifying community members who meet inclusion 
criteria to be interviewed. 

I plan to conduct initial interviews that would last between 45 minutes to 90 minutes. I 
will conduct a second follow up interview lasting up to 45 minutes. The second interview is 
needed to confirm that my analysis accurately represents participants’ perspectives about what 
promotes community members leading lives worthwhile and what is needed for more community 
members to live lives worthwhile and how these explanations relate to the Healthy and Whole 
Program. 

 Attached is a copy of my entire University of Arizona Application for Human Research 
that explains the intended study. I ask Tribal Council review the following critical attachments 
within this University of Arizona Application for Human Research. These attachments are at the 
back of the document. 

• Attachment 2. Community Member Telephone Call Script 
• Attachment 3.Clinician Telephone Call Script.  
• Attachment 5. University of Arizona Consent to Participate in Human Research, 

Attachment 6. Community Interview Guide  
• Attachment 7. Clinician’s Interview Guide. 

I ask after Tribal Council reviews the study that you approve my application to proceed.



 
 

 

159

APPENDIX C: COMMUNITY MEMBER TELEPHONE CALL SCRIPT 
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Attachment 2. Community Member Telephone Call Script 
 
Date of Interview: January to March 2013 
 

Hello, my name is Kathy Kinsey: I am a doctoral student at the University of Arizona, 
College of Nursing. I am calling to invite you to participate in study to describe Suquamish 
Tribal members’ experiences of living lives worthwhile. I would like to interview you. This 
interview is part of a study the Suquamish Tribe and University of Arizona, College of Nursing 
are conducting to better understand Suquamish’s beliefs, values, and culture relating to leading 
lives worthwhile in their own words. The study aims to form a picture of what leading living 
lives worthwhile looks like in Suquamish. I hope to gain greater insight into Suquamish view 
about what promotes community members leading lives worthwhile and what is needed for more 
community members to live lives worthwhile. I will be the principle investigator for this study. 

The initial interview would last between 45 minutes to 90 minutes. I will conduct a 
second follow up interview lasting up to 45 minutes. The second interview is needed to confirm 
that my analysis accurately represents your perspective about what promotes community 
members leading lives worthwhile and what is needed for more community members to live 
lives worthwhile and how these explanations relate to the Healthy and Whole program. It will be 
audio recorded and then transcribed so it can be used to identify major concerns or suggestions 
offered by study participants. No names or identifying information will be transcribed from the 
audio-recoding. Results compiled across all participants will be reported to Tribal Council. I will 
also share these combined results with my University of Arizona, College of Nursing Research 
committee. The Tribal Council must give their approval to share results further. 
There should not be any risk for those who will participate in interview but individuals are free 
to stop the interview at any time and ask to speak with a counselor if the conversation makes 
them uncomfortable or stressed.  

You may also choose not to participate and this decision will not affect your employment 
or the services you are receiving from the tribe or any tribal program. If you decide to participate 
in the interview, there are no personal benefits but the information you share during the 
discussion will help guide the direction of the tribe’s programs overall and specifically Healthy 
and Whole.  
 

Can we set a time for an in-person review of the study and for you to consider whether 
you want to participate in the study? We can select a location that is convenient and comfortable 
for you. An option is to meet here at my tribal office or a reserved conference room. 
 
Do you have any questions?
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APPENDIX D: CLINICIAN TELEPHONE CALL SCRIPT 
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Attachment 3. Clinician Telephone Call Script 
 
Dialectical Behavior Therapy’s Relevance to Native American Communities Study  
 
Date of Interview: January to March 2013 
 

Hello, my name is Kathy Kinsey: I am a doctoral student at the University of Arizona, 
School of Nursing. I am calling to invite you to participate in a study to describe the similarity 
and differences between the Healthy and Whole Program and the Suquamish Tribal cultural 
beliefs and values. I would like to interview you. This interview is part of a study the Suquamish 
Tribe and University of Arizona, College of Nursing are conducting to better understand 
Suquamish’s own views on their beliefs, values, and culture relating to leading lives worthwhile. 
The study’s aims are to 1) form a picture of what leading lives worthwhile looks like in 
Suquamish and 2) describe how explanations about leading lives worthwhile relate to the 
purpose and practice of Dialectical Behavior Therapy and Healthy and Whole. I will be the 
principle investigator for this study. 

The initial interview would be between 45 minutes to 90 minutes. I will conduct a second 
follow up interview lasting up to 45 minutes. The second interview is needed to confirm that my 
analysis accurately represents your perspective about what promotes community members 
leading lives worthwhile and what is needed for more community members to live lives 
worthwhile and how these explanations relate to the Healthy and Whole program. It will be 
audio recorded and then transcribed so it can be used to identify major concerns or suggestions 
offered by study participants. No names or identifying information will be transcribed from the 
audio-recoding. Results combined across all participants will be reported to Tribal Council. I will 
also share these combined results with my University of Arizona, College of Nursing Research 
committee. The Tribal Council must give their approval to share results further. 
There should not be any risk for those who will participate in interview but individuals are free 
to stop the interview at any time and ask to speak with a counselor if the conversation makes 
them uncomfortable or stressed.  

You may also choose not to participate and this decision will not affect your employment 
or the services you are receiving from the tribe or any tribal program. If you decide to participate 
in the interview, there are no personal benefits but the information you share during the 
discussion will help guide the direction of the tribe’s programs overall and specifically Healthy 
and Whole.  
 

Can we set a time for an in-person review of the study and for you to consider whether 
you want to participate in the study? We can select a location that is convenient and comfortable 
for you. Options are here in my tribal office or a reserved conference room. 
 
Do you have any questions? 
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APPENDIX E: CONTACT SUMMARY FORM 
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Attachment 4 Contact Summary Form 
Contact Date _________ Time __________ Entry Date _________ 
 
Type of 
contact 

In-person ___ Phone ___ E-mail ___ 

Contact 
description  

Clinician 
Healthy and Whole Graduate 
Community member with close contact to Healthy and Whole graduate 
Community member who dropped out of or refused Healthy and Whole 
Community member knowledgeable about tribal traditions 
Other___________________________________________ 
 

Contact 
attributes 
If known or 
volunteered 

Age Gender 
1. M 
2. F 

Educational Level: 
1. Up to 8th grade 
2. Number of years of high school_____ 
3. High school diploma or GED 
4. Years of college _____  
5. College degrees____ 
 

Contact 
main issues 
& themes 

 
 
 

Summary 
of the 
information 
I got or 
failed to get 
on target 
questions 

Question concerning 
lives worthwhile:  

Information 

Ideal community  
 

Barriers  
 

Resources  
 

Change required  
 

Prioritized change  
 

Conceptual origin of 
Health & Whole 

Other salient, illuminating, or 
important information 

 
 

New or remaining target questions for 
next contact 
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APPENDIX F: THE UNIVERSITY OF ARIZONA CONSENT TO PARTICIPATE IN 

HUMAN RESEARCH 
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Attachment 5 

The University of Arizona Consent to Participate in Human 
Research 

 

Study Title: 
Compatibility of Dialectical Behavior Therapy With Native 
American Culture and Context 

Principal Investigator: Kathy Kinsey 

Sponsor:  Suquamish Tribe 

 
This is a consent form for research participation. It contains important information about this 
study and what to expect if you decide to participate. Please consider the information carefully. 
Feel free to discuss the study with your friends and family and to ask questions before making 
your decision whether or not to participate. 

You may or may not benefit as a result of participating in this study. Also, as explained 
below, your participation may result in unintended or harmful effects for you that may be minor 
or may be serious, depending on the nature of the research. 

1. Why is this study being done? 

This study is being done to describe the similarity and differences between Healthy and Whole 
and the Suquamish Tribal cultural beliefs, values, norms, and culture. The Suquamish Tribe and 
University of Arizona, School of Nursing are conducting the study to better understand 
Suquamish’s beliefs, values, and culture relating to leading lives worthwhile in their own words. 
The study’s aims are to 1) form a picture of what leading lives worthwhile looks like in 
Suquamish and 2) describe how explanations about leading lives worthwhile relate to the 
premise and practice of Healthy and Whole.  

2. How many people will take part in this study? 

30 Tribal members and Suquamish Wellness clinicians will participate in the study.  

3. What will happen if I take part in this study? 

If you agree to participate in the study, Kathy Kinsey will interview you in a setting you are 
comfortable with such as Kathy Kinsey’s office, a tribal meeting room, or another place of your 
choice. You will be asked to describe Suquamish culture in your own words. Kathy Kinsey will 
ask you to talk as you would with others in the community. The discussion will be audio taped so 
it can be used to identify major concerns or suggestions. The audio recording will be transcribed 
but it will not have any personal information or names of the participants or community 
members. This tape, once transcribed, will be destroyed. Kathy Kinsey will conduct a second 
follow up interview to confirm that her analysis accurately represents your perspective.  
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4. How long will I be in the study? 

You will be in the study for two months. The first interview will last between 45-90 minutes A 
second interview of no more than 45 minutes will be scheduled within two weeks of the initial 
interview so Kathy Kinsey can confirm that her analysis accurately represents your perspective 
about what promotes community members leading lives worthwhile and what is needed for more 
community members to live lives worthwhile and how these explanations relate to the Healthy 
and Whole program.  

5. Can I stop being in the study? 

Your participation is voluntary. You may refuse to participate in this study. If you decide to 
take part in the study, you may leave the study at any time. No matter what decision you make, 
there will be no penalty to you and you will not lose any of your usual benefits you are receiving 
from the Suquamish Tribe or the Community Health Program. Your decision will not affect your 
future relationship with The University of Arizona. 

6. What risks, side effects or discomforts can I expect from being in the study? 

We do not anticipate there will be any risk for those who will be participating in the interview 
but should the discussion start to make you feel uncomfortable or emotionally stressed, you are 
free to leave the room and ask to speak with a counselor. 

7. What benefits can I expect from being in the study? 

You will not benefit directly by participating in the study.  

8. What other choices do I have if I do not take part in the study? 

You may choose not to participate without penalty or loss of benefits to which you are otherwise 
entitled. 

9. Will my study-related information be kept confidential? 

Efforts will be made to keep your study-related information confidential. However, there may be 
circumstances where this information must be released. For example, personal information 
regarding your participation in this study may be disclosed if required by state law. 
 

Also, your records may be reviewed by the following groups (as applicable to the research): 

• Office for Human Research Protections or other federal, state, or international regulatory 
agencies 

• The University of Arizona Institutional Review Board or Office of Responsible Research 
Practices 

• The sponsor supporting the study, their agents or study monitors 

10. What are the costs of taking part in this study? 

There are no costs for participating in the study other than your time. The total time for both 
interviews will be between 90-135 minutes. 
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11. Will I be paid for taking part in this study? 

No, by law, payments to subjects may be considered taxable income. You will receive a $25 gift 
card for your participation in each interview, gas mileage reimbursement and child care will be 
provided if needed. 

12. What happens if I am injured because I took part in this study? 

If you suffer an injury from participating in this study, you should seek treatment. The University 
of Arizona has no funds set aside for the payment of treatment expenses for this study.  

13. What are my rights if I take part in this study? 

If you choose to participate in the study, you may discontinue participation at any time without 
penalty or loss of benefits. By signing this form, you do not give up any personal legal rights you 
may have as a participant in this study. 

You will be provided with any new information that develops during the course of the research 
that may affect your decision whether or not to continue participation in the study. 

You may refuse to participate in this study without penalty or loss of benefits to which you are 
otherwise entitled. 

An Institutional Review Board responsible for human subjects research at The University of 
Arizona reviewed this research project and found it to be acceptable, according to applicable 
state and federal regulations and University policies designed to protect the rights and welfare of 
participants in research. 

14. Who can answer my questions about the study? 

For questions, concerns, or complaints about the study you may contact  

Kathy Kinsey at (907)738-9416. 
 
For questions about your rights as a participant in this study or to discuss other study related 
concerns or complaints with someone who is not part of the research team, you may contact the 
Human Subjects Protection Program at 520-626-6721 or online at http://orcr.vpr.arizona.edu/irb. 
 
If you are injured as a result of participating in this study or for questions about a study-related 
injury, you may contact Kathy Kinsey at (907)738-9416. 
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Signing the consent form 

I have read (or someone has read to me) this form, and I am aware that I am being asked to 
participate in a research study. I have had the opportunity to ask questions and have had them 
answered to my satisfaction. I voluntarily agree to participate in this study.  
 
I am not giving up any legal rights by signing this form. I will be given a copy of this form. 
 
 
 

  

Printed name of subject  Signature of subject 
   

 
 
AM/PM 

  Date and time  
    
 
 

  

Printed name of person authorized to consent for subject (when 
applicable) 

 Signature of person authorized to consent for subject  
(when applicable) 

   
 

 
AM/PM 

Relationship to the subject  Date and time  

 
Investigator/Research Staff 
 
I have explained the research to the participant or the participant’s representative before 
requesting the signature(s) above. There are no blanks in this document. A copy of this form has 
been given to the participant or to the participant’s representative. 
 
 
 

  

Printed name of person obtaining consent  Signature of person obtaining consent 
   

 
 
AM/PM 

  Date and time  
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APPENDIX G: COMMUNITY INTERVIEW GUIDE 
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Attachment 6. Community Interview Guide 

Interviewee 
description  

Healthy and Whole Graduate 
Community member with close contact to Healthy and Whole graduate 
Community member who dropped out of or refused Healthy and Whole 
Community member knowledgeable about tribal traditions 
 

Interviewee 
Contact 
attributes 
 

Age Gender 
1. M 
2. F 

Educational Level: 
1. Up to 8th grade 
2. Number of years of 
high school_____ 
3. High school diploma 
or GED 
4. Years of college 
_____  
5. College degrees____ 
 

Introductions 

Opening Question 

On the table there are series of pictures taken at community events, choose one picture and, 
in about 30 seconds, tell me how it relates to a life worth living in this community. In your 
own word, describe living a life worth living. 

 
Key Questions 

1. Take a minute and think about what a community that supports lives worth living look 
like. What would that community include, or not include? 
 

Key Points Notable quotes 
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Probes: 
• What kind of relationships would exist in communities that promote lives worthwhile? 

o For children? 
o Adults? 
o Elders? 
o Spiritual? 
o With the environment? 
o Between the Suquamish community and others outside Suquamish? 
o Between people of different income and education levels? 

 
• What would those relationships look like?  

o Parent/child 
o Family member 
o Spouse 
o Friends 
o Community members at large 
o Between the Suquamish community and others outside Suquamish? 
o Between people of different income and education levels? 

 
• What would it look like living a life worthwhile? 

o When doing normal daily activities? 
o Making life changes? 
o When needing to solve problems? 
o When setting goals? 
o When faced with challenges? 
o During loss? 
o Economically? 
o When receiving services? 

 
• What would it feel like living a life worthwhile? 

o When doing normal daily activities? 
o When needing to solve problems? 
o When setting goals? 
o Making life changes? 
o When faced with challenges? 
o During loss? 
o Economically? 
o When receiving services? 

 
• What kind of services would be available? 
• What would tribal programs look like? 
• What would it include as far as traditions? 
• What else would you see in a community that supports lives worth living? 
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2. In Suquamish tribal community, what are some things that keep people from living 
worthwhile lives? 

 
Key Points Notable quotes 

 
 
 
 
 
 
 
 
 
 
 

 

Probes: 
• What relationships issues? 
• What emotional issues? 
• What behavioral issues? 
• What historical issues? 
• What economic? 
• What cultural? 
• Political? 
• What educational? 
• What structural issues such as access to services? 
• Are there enough options available in Suquamish to support living worthwhile lives? 
 

3. What would it take for people in this community to live more worthwhile lives? 
 

Key Points Notable quotes 
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Probes: 
• What changes would be needed in the community for people to be able change and live more 

worthwhile lives? [Probe for policy and environmental changes.] 
o Are there things you would like to see changed in community organizations? 
o Changes in parenting supports? 
o In Indian Child Welfare program? 
o Are there things that you would like to see changed in the tribal schools and youth 

programs (ELC, youth center, tribal school?) 
o Are there things you would like see changed in Wellness? 
o Are there things you would like to see changed in Tribal Courts? 
o Are there things you would like to see changed in Human Services? 
o Are there things you would like to see changed in Tribal government? 
o Are there things you would like to see changed in the physical environment? 
o Are there things you would like to see changed in the media? 
o Are there things you would like to see changed in interactions outside of the community? 
o Are there things you would like to see changed in intergovernmental interactions? 
o Would it help to make traditional activities more accessible? If yes, how would we do 

that? 
o How motivated do you think people in the Suquamish tribal community live more 

worthwhile lives? What would help motivate them to live more worthwhile lives? 
 
Closing Questions 

1. If you could change just one or two things in the Suquamish tribal community to support 
members living more worthwhile lives what would they be? 

 
Key Points Notable quotes 

 
 
 
 
 
 
 
 
 
 
 

 

 
Stop recording 
Gift cards 
 



 
 

 

175

APPENDIX H: CLINICIAN INTERVIEW GUIDE 
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Attachment 7. Clinician Interview Guide 
 
Interviewee 
Contact 
attributes 
 

Age Gender 
1. M 
2. F 

Educational Level: 
1. Years of college _____  
2. College degrees____ 
 

 
Conceptual Development of Healthy and Whole (the tribe’s Dialectical Behavior Therapy -
informed intervention) Questions 
 
Opening Question 

1. Please give me a brief summary of Healthy and Whole. 
 
Key Questions 

2. What community context existed that lead you to adopt Dialectical Behavior Therapy?  
 

Key Points Notable quotes 
  

 
Probes: 
• What relationships issues? 
• What emotional issues? 
• What behavioral issues? 
• What historical issues? 
• What economic? 
• What cultural? 
• Political? 
• What role did race play? 
• What educational? 
• What structural issues such as access to services? 
• What options were available in Suquamish to support living lives worthwhile? 
 

3. Describe how you implement DBT? 
 

Key Points Notable quotes 
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Probes: 
• What were first steps? 
• What were your challenges? 
• What went easier and smoother than you anticipated? 
• What did you change and why? 
• What role did economics play a role in your decisions? 
• What role did history play in your decisions? 
• What role did cultural play in your decisions? 
• What role did race play? 
• Were there political implications that impacted your decisions? 
• What role did education play in your decisions? 
• What role did structural issues such as access to services play in your decisions? 
 

4. Describe how Healthy and Whole is different from standard DBT? 
 

Key Points Notable quotes 
  

Probes: 
• Philosophy 
• Theory 
• Population 
• Intake 
• Individual counseling 
• Group counseling 
• Telephone consultation 
• Case consultation 
• Skill training 
• Documentation 
• Outcome measures 
• Setting 
• Community involvement 
• Spiritually 
• Resources 
 
5. Describe why Healthy and Whole differences from standard Dialectical Behavior Therapy 

are required in this Native American community? 

 
Stop recording 
Gift cards 
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