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Abstract:

This evaluation explored the benefits of Complementary Alternative Medicine (CAM) within a
reservation-based, State-certified outpatient treatment provider. The three CAM strategies
provided were massage, acupuncture, and chiropractic therapies. The evaluation team worked
with a peer recovery support specialist and tribal evaluation intern to co-create a one-page, eight-
question, fixed-response instrument based on previous work in the community. Surveys were
collected by the peer support specialist post-session with individuals receiving CAM therapies.
Surveys assessed self-reported impacts, reasons for attending CAM sessions, and mental,
physical, spiritual, and emotional health before and after CAM sessions. Paired t-tests were used
to examine significant differences in mean scores before and after CAM sessions. A total of 40
participants completed the survey between March 2021 and March 2022. The evaluation found a
significant increase in the mean scores for all measured self-reported health ratings: physical,
spiritual, emotional, and mental. The greatest increase observed was for physical health (M =
5.32, SD = 2.53) and physical health after (M = 8.38, SD = 1.60) based on self-report data; t(78)
=6.46, p =.0001. CAM sessions positively influenced participants; 83% (n = 33) reported being
more hopeful about their overall health and wellness. The holistic approach demonstrated
promising results and potential benefits of CAM on overall wellness and belonging. Further
research is needed to explore how CAM may be implemented as a culturally centered approach
to managing chronic pain often associated with opioid use disorder.
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Article:

American Indians and Alaska Natives (Al/ANs) experience disparities in drug and opioid
involved overdose mortality rates when compared with other racial and ethnic groups (Centers
for Disease Control and Prevention, 2022; O’Donnell et al., 2019; Mack et al., 2017). Between
1999-2019, opioid-involved overdose mortality rates among AlI/ANs have seen a significant
increase from 5.2 to 33.9 per 100,000 Al/AN persons (Qeadan et al., 2022). One national study
calls attention to the devastating and disproportionate impacts of opioid overdose deaths on tribal
lands; from 2006 to 2014 AlI/ANs were 50% more likely to die of an opioid overdose than non-
Al/ANs (Horwitz et al., 2020). Historical and political factors such as boarding schools, forced
relocation, unresolved trauma, and discrimination contribute to health inequities and increased
mortality among AI/ANs (Gone & Trimble, 2012). Poor working conditions, lack of economic
opportunities, and limited social capital in communities are the primary drivers of opioid misuse
(National Academies of Sciences, 2017). These factors, coupled with unregulated opioid
prescribing practices, systemic issues with health care facilities and health service delivery in
Indian country, and unfair marketing practices targeting AI/AN populations, have resulted in a
significant drug crisis (Whelshula et al., 2021).

Western models of opioid prevention and treatment are often applied to AlI/AN populations in an
effort to address the current epidemic. Medication-assisted treatment (MAT) such as
buprenorphine/naloxone is one intervention approach used in the US general population and in
AIl/AN communities (Lillie et al., 2021). However, AlI/AN populations do not have equitable
access to MAT providers (SAMHSA, 2021), and even when AI/ANs are in specialty treatment
facilities, they do not receive medication for opioid use disorder (OUD) at the same rates as non-
AIl/ANs (Krawczyk et al., 2021). Rurality, previous negative experiences in health care settings,
and differences in beliefs about Western medical models and approaches make it difficult to
utilize MAT in AI/AN communities. Western models have historically pathologized addiction
using stigmatizing terms and labels and punitive approaches. Some treatment models are based
on power, where the clinician is viewed as superior and more knowledgeable about recovery
(Kelley, 2022). Additionally, Western models emphasize the role of the individual in diagnosis,
treatment, and recovery (Moghaddam & Momper, 2011). In contrast, Indigenous models of
healing rely on culture, tradition, kinship systems, and community resources to heal (Kelley et
al., 2015). Healing advocates are calling for opioid prevention and treatment approaches that
integrate cultural beliefs, practices, community, and family to create conditions that support
holistic wellness and connections (West et al., 2021).

Efforts to address OUD in Al/AN populations are somewhat limited. The National Institutes of
Health (NIH) HEAL Initiative, launched in 2019, aims to integrate medication-based treatment
into primary health care and addiction treatment settings using culturally appropriate methods
(NIH, 2022). No outcomes from this research have been published. The Indian Health Service
(IHS), a federal health program for AlI/ANSs, has developed several resources, funding
opportunities, trainings, and recommendations for addressing OUD and pain in AI/AN
populations (IHS, 2022). IHS work has resulted in increased funding to AlI/AN providers and
community health programs, but individual and community-level outcomes have not been
published. The Substance Abuse and Mental Health Services Administration (SAMHSA) has
expanded several opioid-related grants for communities and health centers that fund the
implementation of evidence based treatment and prevention programs (SAMHSA, 2022).
SAMHSA grants have increased access to MAT and increased funding, totaling over $6.6 billion
in 2022.



Complementary Alternative Medicine (CAM) is increasingly being used to promote wellness
and address chronic pain conditions typically treated with opioids (Axon et al., 2019; Jimenez et
al., 2011). CAM (also called complementary health approaches, complementary therapies, or
alternative pain management) approaches can come from the community, do not rely on Western
models of health care and medications, and are more accessible and affordable. Although CAM
strategies have been criticized for their cost, potential side effects, and limited rigorous
evaluations to demonstrate efficacy, they are increasingly being used to promote optimal health
and healing (Staud, 2011; Clarke et al., 2015). One study found that CAM strategies, including
massage, acupuncture, chiropractic treatment, herbs and supplements, and prolotherapy, were
widely used by patients receiving opioids for chronic pain but found limited evidence of whether
this reduced the use of opioids (Fleming et al., 2007). While there are limited studies examining
the effectiveness of CAM strategies, one rural community found that integrating CAM into
primary care pain management helped patients reduce opioid use (Mehl-Madrona, 2016).

While multiple CAM strategies exist, this paper focuses on three: massage, acupuncture, and
chiropractic therapies. Acupuncture is often used to relieve physical withdrawal symptoms, help
with relaxation, and reduce drug and alcohol cravings (SAMHSA, 2015). However, systematic
reviews of acupuncture for the treatment of opioids, alcohol, and cocaine have not provided any
evidence of efficacy (SAMHSA, 2015). Chiropractic treatments may alleviate chronic pain and
improve general health (Mann & Mattox, 2018), and massage promotes relaxation and feelings
of well-being (SAMHSA, 2015). A review of massage therapy for chronic non-malignant pain
found varying levels of evidence for the treatment of chronic pain conditions (Tsao, 2007). The
lack of evidence for CAM in general, and in the AI/AN population, requires formative research
and evaluation to discern how CAM approaches are related to decreased opioid use. The current
evaluation fills a gap in the literature by outlining the process of planning and implementing
CAM sessions over a 12-month period in one rural Al community. Additionally, this work
explores the self-reported impacts of participation in CAM strategies in a rural tribal community.

Community

The Tribe is located in the Rocky Mountain region. With more than 2.2 million acres of
rural land, the reservation is home to 12,500 tribal members. The Healing Center is a State-
certified provider for substance use services as an outpatient treatment provider and provides
integrated treatment services for substance use, mental health, and cultural resilience. Its mission
is to provide community-based, integrated prevention and treatment services that encompass core
cultural values and the Medicine Wheel teachings for individuals, families, and the community.
Medicine Wheel teachings are based on the Wellbriety movement and traditions such as
interconnectedness, service, belonging, spirituality, and honor (White Bison, n.d.). The Healing
Center designed and implemented CAM sessions over a 12-month period. CAM sessions were
funded with an opioid-related treatment grant from SAMSHA and were offered in two locations,
one in a non-reservation border town and the other in a private room located in the reservation-
based Healing Center. Sessions were open to anyone in the community, including non-Al/AN
populations, and individuals without OUD or chronic pain issues. This approach is consistent
with tribal values of inclusivity, kinship systems, and community. Utilizing a multi-pronged
outreach approach, the Healing Center promoted CAM sessions on social media, printed posters,
email communications, and word-of-mouth.



Methods
Designing the Instrument and Collecting Data

The evaluation team and Healing Center utilized principles of community-based participatory
research (CBPR) informed by Indigenous and community knowledge to design and implement
the project (see Table 1). The evaluation team worked in collaboration with the Healing Center
and staff where co-learning, empowerment, and reflection were evident. Dissemination of
findings and knowledge gained occurred at multiple levels (via graphical abstracts, presentations
to staff and tribal leaders, and on social media). Consistent with these principles, the evaluation
team and Healing Center co-created a simple one-page instrument with eight questions based on
previous work in the community and with this population (Kelley et al., 2019; Kelley et al.,
2017; see Appendix for instrument). Most questions were fixed-response, and no identifying
information was collected, including participant status (community member, OUD participant,
substance use disorder [SUD] participant, or professional), age, gender, sexual orientation, or
location. This was important because it honors the tribal values of respect and privacy. It's also
more inclusive and less stigmatizing for individuals who are seeking services for OUD at the
Healing Center. Participants rated their overall health before and after attending the CAM
sessions using a retrospective pre-post method (Skeff, 1992). This method was preferred over a
traditional pre- and post-survey method because of challenges with recruitment, retention, and
data collection capacity (Kelley, 2018, 2022). Pre- and post-health ratings were based on the
Medicine Wheel domains of physical, spiritual, emotional, and mental health. Ratings were
based on a 10-point scale where 1 = was very poor health and 10 = excellent health. The last
question asked participants to write recommendations for improving future sessions (see
Appendix). The Healing Center utilized a trained peer support specialist and a tribal evaluation
intern associate, all members of the tribe. Together they collected surveys post-CAM sessions (at
completion) with individuals receiving massage, chiropractic, and acupuncture services at the
two locations. The tribal evaluation intern entered all data into Excel and sent the electronic data
files to the lead evaluator. The lead evaluator then analyzed the data. The first author (KW) is a
tribal member along with authors five (SP), six (AE), and seven (program staff).

Data Analysis

All quantitative analyses were completed using SPSS (Version 26; IBM Corporation). Basic
frequency counts and descriptive statistics were run first. Then paired t-tests were used to
examine significant differences in mean scores before and after CAM sessions. Open-ended
qualitative data were reviewed by all authors and summarized; no further analysis was conducted
due to the limited number of responses.

Results

Forty participants attended CAM sessions offered by the Healing Center from March 2021 to
March 2022. Participants included clients with OUD receiving services from the Healing Center
and other community members and professionals with wellness needs. Nine participants attended
massage, 12 participants attended acupuncture, and 19 attended chiropractic sessions. Session
attendance varied; the average number of CAM sessions attended by participants was 6.5 (Range
= 1-20, SD = 4.47). More than one-third (37%, n = 15) of participants reported they have been to



a CAM session before, and just 20% (n = 8) responded that they would go to a CAM session on
their own if the Healing Center did not offer these sessions.

Table 1. Indigenous CBPR principles and application in CAM evaluation

Principle Evidence of Principle in CAM Evaluation
Acknowledge historical experience with Limited data collection and invasive questions
research and with health issues and work to due to negative image of data collection,
overcome the negative image of research. research, and surveys.

Recognize tribal sovereignty. Tribal council approved CAM evaluation and

dissemination of findings
Differentiate between tribal and community CAM sessions elevated tribal membership

membership. and access.
Understand tribal diversity and its Recognized in this evaluation, questionnaire,
implications. and use of tribal preferred language and

questions. Realize that some Western data
collection preferences are not welcomed, for
example, health and substance use histories.

Plan for extended timelines. Healing Center directed timelines and data
collection schedules.

Recognize key gatekeepers. Tribal peer recovery support specialist and
tribal evaluation intern acknowledged as
gatekeepers.

Prepare for leadership turnover. Cross training of staff, although no turnover
occurred.

Interpret data within the cultural context. Tribal members (elders and youth) developed

data collection instruments and reviewed data
for cultural relevance.

Utilize Indigenous ways of knowing Integrated into all planning implementation
and reporting of CAM findings.

Note: Principles adapted from LeVeaux & Christopher, 2009; Kelley 2018; Kelley 2020

Reasons for attending CAM sessions varied. The number one reason for attending was better
sleep (75%, n = 30), and the second most frequent reason was muscle pain (70%, n = 28). Other
reasons include diabetes (n = 2), knee pain (n = 1), rheumatoid arthritis (n = 1), inflammation (n
= 1), shoulder pain (n =1), leg pain (n = 1), and vertigo (n = 1). More than 70% of participants (n
= 28) felt the CAM sessions were helpful.

Participants reported improvements in health for all Medicine Wheel domains (see Table 2).
There was a significant increase in the mean scores for all measured self-reported health ratings.
The greatest increase observed was for physical health (M =5.32, SD = 2.53) and physical health
after (M = 8.38, SD = 1.60), based on self-report data; t(78) = 6.46, p = .0001. Self-reported
scores also improved for the following Medicine Wheel domains: spiritual health before (M =
6.32, SD = 2.50) and spiritual health after (M = 8.54, SD =1.36); t(78)=4.93, p =.0001,
emotional health before (M =6.08, SD = 2.27) and emotional health after (M = 8.41, SD = 1.46);
t(78) = 5.45, p =.0001, mental health before (M = 6.32, SD = 2.43) and mental health after (M =
8.39, SD =1.83); t(78) = 4.30, p =.0001.



Table 2. Self-reported health ratings after CAM sessions (n = 40)

Domain Before After Difference Significance*

Physical 5.32 8.38 3.06 .0001

Spirtual 6.32 8.54 2.22 .0001

Emotional 6.08 8.41 2.33 .0001

Mental 6.32 8.39 2.08 .0001
*p<.001

Self-reported CAM Impacts

CAM sessions positively impacted participants. Based on self-report data collected using the
CAM instrument, 25% (n = 10) take fewer prescription medications, 35% (n = 14) feel like they
belong, 40% (n = 16) are more confident in their sobriety, 53% (n = 21) feel like there are more
resources in their community to help them, 70% (n = 28) know more about alternative pain
management strategies, and 83% (n = 33) are more hopeful about their overall health and
wellness. Two other participants wrote in additional responses: CAM sessions helped with my
anxiety, and CAM sessions helped me become aware of physical issues that need further
attention.

Participant Suggestions

Six participants had recommendations for improvement of CAM sessions based on the open
response question, “Do you have any suggestions on how to improve future acupuncture (CAM)
sessions?”. Two recommended longer session times, two asked the program to continue offering
CAM sessions, one requested more flexible times for CAM sessions, and one wrote they would
like beach sounds.

Limitations

The evaluation findings from CAM sessions are subject to a few limitations. First, the relatively
small and heterogeneous sample means that these results are not generalizable to other
populations and communities. Second, social desirability bias may have influenced how
individuals responded to the instrument (Larson, 2019). Third, all data were self-report and based
on perceived changes from sessions. It is possible that individuals perceived the impacts more
favorably than they were. Fourth, due to the small sample size, all CAM session data were
combined into one overall sample for this evaluation. It is possible that the impacts and outcomes
related to massage, chiropractic, and acupuncture are different when viewed as individual groups
and not aggregated. Finally, this was an open study and did not have a comparison group;
therefore, demonstrating the effectiveness of CAM relating to opioid use, pain management, and
overall wellness is not possible. Even with these limitations, the approach demonstrated in this
paper from this community provides a framework and preliminary data demonstrating that CAM
strategies were perceived by participants to help promote holistic wellness, including chronic
pain management and improved physical health. More importantly, it addresses the whole person
and four domains of wellness (mental, physical, spiritual, and emotional), not just SUD/OUD.



Discussion

To address extant health disparities and the opioid overdose crisis in AI/AN communities, CAM
provides a promising and realistic approach. AI/AN communities may not have full access to
specialty treatment providers, inpatient treatment facilities, MAT, or easy access to Western
clinical models of treatment and care, but they may have access to CAM strategies like the ones
outlined in this paper that heal, promote hope, and connect individuals to resources and CAM
providers in the community. The CAM approach is more congruent with AI/AN values and
norms. Offered in the community by members of the community familiar with the culture,
traditions, language, and norms, the Healing Center provided a pathway for wellness.
Participants know where to get resources and where to refer friends and family who may be
unhealed, and most importantly, healing took place over the year of CAM sessions.

The elders remind us that the answers to our challenges are within the community, within the
culture, and inside us. They are not on the outside, and they do not always come from Western
science, colonizing approaches, and deficit-based programs. The CAM evaluation presented here
demonstrates the promising results of CAM on overall wellness and belonging. While many
participants attended CAM sessions to improve sleep and relieve physical pain, the benefits of
CAM sessions extended beyond the physical realms. Notably, the CAM approach implemented
by the Healing Center is prevention and treatment at the same time. The largest impact was that
participants felt more hopeful about their overall health and wellness.

The implications of this evaluation are far-reaching and apply to other communities, contexts,
and settings. First, the community-based approach, designed by the Tribal Healing Center, was
holistic, connecting, and inclusive. This was felt by participants and the Healing Center staff.
Second, offering CAM in two locations improved the recruitment and retention of CAM
participants. Third, data collection or documenting the value of CAM sessions can be difficult
due to COVID-19, scheduling issues, retention, and distrust of evaluation and research (Kelley et
al., 2013). The use of a peer support specialist and a tribal evaluation intern helped address some
of the barriers to data collection.

Further evaluation is needed to explore how CAM may be implemented as a culturally centered
approach to managing chronic pain often associated with OUD. The Healing Center plans to use
these evaluation findings to expand CAM sessions in other settings such as schools, jails, health
care facilities, community centers, and tribal offices. Additional research with a comparison
group, a larger sample size, and health histories is also necessary. The need for research must be
balanced by the level of community readiness and support for data collection, participation in
research, and wellness efforts. CAM sessions are not just for pain. CAM is for healing what is
unhealed and encouraging all relatives to walk in a journey of wellness and hope. This is what
the elders and ancestors would want for our people.
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Appendix

Note: These were the same instrument used with modifications to the type of CAM provided
(acupuncture, massage, and chiropractic treatment).

Participant Feedback

We want to know more about your experience. Please take a minute to complete this form.
Information will be used to improve future alternative pain management and wellness sessions at
HC. Contact the program director at 123-456-7890 for more information.

1. How many acupuncture sessions did you attend at HC?
2. Have you ever received acupuncture, before the sessions at HC? Yes No
3. If HC did not offer acupuncture sessions, would you have gone to an acupuncturist on
your own? Yes  No Not Sure
4. What are the reasons that you attended acupuncture session (s) at HC? (select all that
apply).
o Alternative to taking pain medication
Chronic back or neck pain
Headache relief
Better sleep
Stress relief
Depression and anxiety
Detox
Blood pressure normalization
o Other, please describe:
5. Were the acupuncture sessions helpful? Yes No  Not Sure
6. Using a scale from 1 to 10, please rate your health BEFORE attending HC acupuncture

0 O O O O O O

sessions and AFTER.
1is Very Poor Health and 10 is Very Good Health
Health Before Health After N/A
Example of how to select a score l@}-ﬁﬁ?’ﬂ‘)lﬂ 12345@““
Physical health 12345678910 12345678910
Spiritual health 12345678910 12345678910
Emotional health 12345678910 12345678910




| Mental health (12345678910 [12345678910 |

7. How did participation in the acupuncture session(s) impact you? (select all that apply).
o | take fewer prescription medications

I know more about alternative pain management strategies

I am more hopeful about my overall health and wellness

| feel like there are more resources in my community to help me

| am more confident in my sobriety

| feel like | belong
o Other

8. Do you have any suggestions on how to improve future acupuncture sessions?

O O O O O




