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American Indian and Alaska Native (AI/AN) communities have experienced rising rates of opioid  
overdose death over the past two decades. The opioid overdose death rate involving any opioid 
for the AI/AN population rose from 2.9 per 100,000 people in 1999 to 17.0 in 2019. This number 
surpasses the national rate of 15.2 deaths per 100,000 in 2019 (CDC, 2020). Fatal opioid overdose 
rates are higher in this period among AI/AN populations than rates among Hispanic and Asian  
American populations, and in 2019 data, AI/AN populations are just below both Black/African  
American and non-Hispanic White population death rates (Figure 1) (CDC, 2020). These trends 
may vary in their magnitude across regions. For example, consider the opioid overdose deaths per 
100,000 among AI/AN populations from 2015–2019: Minnesota, 50.6; Arizona, 14.7; and Utah, 
18.7. The Utah opioid overdose death rate for AI/AN populations was well over the state rate of  
14.2 per 100,000 for this five-year period, signaling the need for statewide efforts tailored to  
American Indian communities.

Figure 1. 
Opioid Overdose Deaths by Race/Ethnicity in the United States, 1999–2019 (CDC, 2020)

PAGE 1 

PHOTO CREDIT JANAE DUFFY



Cultural Adaptation vs. Cultural Centering
A process of adapting and reorienting effective 
interventions for opioid use disorders and  
opioid overdose can improve intervention  
dissemination to tribal communities. Methods 
for changing interventions to fit the cultures  
of local communities include “cultural centering”  
and “cultural adaptation,” each of which  
describes steps for altering interventions to 
suit communities. 

Cultural adaptation refers to changes to  
interventions that consider culture and context 
in ways that are compatible with the norms, 
values, and meanings of the intended audience 
(Bernal, Jiménez-Chafey, & Rodríguez, 2009). 
Cultural centering is a related but slightly 
different approach, which focuses on including 
Indigenous People as co-creators of interventions 
(Gittelsohn et al.,2020). Cultural centering focuses 
more explicitly on the value of Indigenous  
knowledge and on reciprocal learning between 
people promoting effective interventions and the 
knowledge and power within tribal communities  
(Belone et al., 2017; Dutta, 2007) (Table1).

Effective Interventions 
Efforts to address opioid use disorders and 
opioid overdose should include syringe 
distribution programs, overdose education 
and naloxone trainings, and treatment using 
medications for opioid use disorder. While 
individuals of any race, ethnicity, and  
geography can benefit from these services, 
interventions that do not meaningfully  
consider the norms, values, and priorities of 
local communities may inadvertently contribute 
to underutilized services and even lead to 
inequities in resources and health outcomes 
(Baumann & Cabassa, 2020; Dickerson et al., 
2020; Rathod et al., 2018).

Table 1 Approaches to Cross-Cultural Collaboration

Cultural adaptationa Cultural centeringb

Adjusting effective interventions:

•	 Language.
•	 Relationship between service  

provider and client/patient/audience.
•	 Metaphors.
•	 Intervention content.
•	 Perception of illness.
•	 Treatment goals.
•	 Delivery methods.
•	 Context.

Leveraging culture as a powerful resource when 
creating interventions:

•	 Hearing community members’ voices.
•	 Recognizing community agency. 
•	 Valuing community knowledge.
•	 Integrating community practices and values 

with the intervention approach.

aBernal & Sáez‐Santiago, 2006; Heim et al., 2019
bBelone et al., 2017; Dutta, 2007
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Cultural Humility
All forms of cross-cultural collaboration require team  
members to embrace “cultural humility.” Cultural humility  
emphasizes engagement in lifelong learning and critical  
self-reflection about actions and thinking. It also emphasizes 
the recognition of power imbalances and requires a  
commitment to changing these imbalances. Finally, it  
requires institutional accountability, where institutions 
like universities and healthcare organizations must also model these principles (Tervalon & Murray-García, 
1998). Institutional accountability may entail a variety of approaches to modeling cultural humility.

For example, including members of Indigenous groups  
in powerful positions as decision-makers within  
organizations and funding community-based participatory 
research in which tribal or other communities are not 
“research subjects” and instead operate as equal partners 
in conducting studies with universities and foundations. 
When working with marginalized populations, it is essential 
for researchers and service providers to remain culturally 
humble in order to assure interventions are altered in ways 
that truly respond to community culture and priorities.

Cultural Humility
Cultural humility encompasses ways  
of thinking and behaving that reimagine 
how people in power approach 
marginalized groups of people. 

Institutional Accountability
Institutions like universities, healthcare 
organizations, and local governments 
must also model the principles of 
cultural humility in order to engage in 
effective cross-cultural collaboration.  
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Table 2. Steps Taken During the Cross-Cultural Collaboration Process

Step Process details

1. Create preliminary 
content.

Academic experts develop initial intervention elements for nonspecific populations:
•	 Review existing research.
•	 Locate or generate relevant statistics.
•	 Write preliminary drafts of materials.

Consultation w
ith tribal com

m
unity‐based TRO

I  
m

em
bers throughout.

2. Present preliminary 
content. 

Trainings and summit delivered to nonspecific populations, with tribal community members 
in attendance.

3. Engage in focus 
groups.

Focus groups and surveys with tribal community members used to adjust nonspecialized 
content to tribal community contexts. 

4. Edit intervention 
intensively. 

Materials altered to target tribal communities:
•	 Include local stories to aid comprehension of intervention messaging.
•	 Use local photographs and art by tribal members.
•	 Adjust discussion length to allow more time for audience/community voices.
•	 Consider differences between tribal communities and between Indigenous people 

residing in rural and urban areas.

5. Deliver revised 
intervention to tribal 
communities. 

Trainings and summit delivered by tribal community members and offered to tribal  
community audiences.

Collaboration in Action
The Utah State University Tribal and Rural Opioid Initiative (TROI) utilized insights from cultural  
adaptation and cultural centering research to create opioid use disorder-related outreach and education 
interventions for Utah’s tribal communities. The TROI team includes members from the Ute Indian Tribe 
living on the Uintah and Ouray Reservation in rural northeastern Utah and non-tribal rural and urban 
collaborators from Utah and other states. Academic experts on the TRIO team initially developed  
interventions for nonspecific audiences and then altered and reoriented each intervention (Table 2).  
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Through this process, the TROI team developed approaches for delivering evidence-based  
resources to address adverse opioid-related health outcomes with and for members of Utah’s tribal 
communities. This cross-cultural collaboration developed naloxone trainings for tribal community 
members that included free naloxone distribution, harm reduction trainings for substance use  
disorder counselors practicing in Indigenous communities, and a four-day annual summit providing 
substance use and general wellness education for tribal communities (the Rural and Tribal Opioid 
Summit). The summit was attended by 99 tribal community members. Additionally, 16 naloxone 
trainings were delivered to tribal community-based groups and community members, including those 
attending the summit and other presentations made to general audiences in tribal communities. A 
total of 374 people attended the naloxone trainings, with representation from 90 tribal communities, 
including five of the eight tribes in Utah. A professional training for substance use treatment  
professionals working with tribal populations is also in its final stages of development and will be 
made available to tribal communities for further use in 2021.

Summary 
Cross-cultural collaboration allows for more effective interventions for opioid use disorder among 
tribal communities. Practicing cultural humility, incorporating Indigenous knowledge, and amplifying 
Indigenous voices are crucial to the cross-cultural collaboration process. This process can ensure that 
interventions that address opioid use disorder meet the needs of tribal communities.

For more information about the Utah State University Tribal and Rural Opioid Initiative Resource 
Center or to request a naloxone training, please contact the TROI Resource Center webpage at 
https://extension.usu.edu/healthwellness/healthequity/troi/about.
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