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[Music plays 00:00 - 00:14]

Nick:
Welcome to Included: The Disability Equity Podcast brought to you by the Johns Hopkins University Disability Health Research Center. This podcast challenges stereotypes of disability by sharing stories, data, and news. Each episode digs deep into topics to offer diverse perspectives and expertise to expand your view of disability. 
Bonnie:
We’re your hosts. I’m Bonnielin Swenor, director of the Johns Hopkins Disability Health Research Center.
Nick:
I’m Nick Reed, assistant professor at Johns Hopkins University Bloomberg School of Public Health. On this episode of Included, we talk with Dr. Autumn Asher BlackDeer about mental health interventions for American Indian and Alaska Native youth. Dr. Autumn Asher BlackDeer is a queer decolonial scholar from the Southern Cheyenne Nation and assistant professor in the Graduate School of Social Work at the University of Denver. 

Her work illuminates the impact of structural violence on American Indian and Alaska Native communities. Dr. BlackDeer centers Indigenous voices throughout her research using quantitative approaches and big data tools for responsible storytelling. Dr. BlackDeer is an advocate for survivors or sexual violence, committed to decolonializing the academy, and achieving Indigenous health equity. 

[Music plays 01:35 - 01:43]
Nick:
Dr. BlackDeer, thank you so much for joining us today.

Dr. BlackDeer:
Thank you so much for having me. 

Nick:
Dr. BlackDeer, we invited you here, and we’re super excited to have you, to talk about your really groundbreaking work on mental health in Indigenous communities, specifically a phenomenal research paper that we encourage our audience to check out, Evidence Mapping: Interventions for American Indian and Alaska Native Youth Mental Health. Could you share some background on the state of research on mental health among American Indian and Alaska Native communities?
Dr. BlackDeer:
Mental health is a huge issue within the Native community. Specifically for our youth, suicide is the second leading cause of death for our Native youth. Additionally, among American Indians, we have some of the highest rates of suicide across all racial and ethnic groups. It’s specifically for our youth, Native youth have the suicide rate which is one and a half times higher than the general population. It’s an emergency. We have to address mental health, specifically among our Native youth.

Bonnie:
Yeah. I think, to me, what has impacted me so much about this paper—and I’ll just share, I read it multiple times now. [Laughter] Every time, I think I just take something different away from it. I just want our audience to understand, and I just have to interject this. To me, it’s so impactful because it’s great research. It’s great methodology. It is tackling multiple issues at once, in my mind, and is so important because of that. That’s something I just find so needed. 

For example, in this paper, you write, “Western research-supported interventions are often those that are funded. However, it’s been argued that the Western medical model, as a whole, is incompatible and hypocritical to use in American Indian and Alaska Native populations given that the majority of dysfunction and distress began here, in the United States, through European conquest.” Such an important point. You make those kinds of points—and we’ll talk more about other points you make—throughout this manuscript. That is so intersectional with the work but, I think, is making a substantial point for why we’re here, in this work. 

Dr. BlackDeer:
Right.

Bonnie:
Can you share with our audience a little bit more about this disconnect you’re describing here between Western mental health approaches for Indigenous communities?

Dr. BlackDeer:
Absolutely. Well, one of my favorite quotes that I found throughout the literature review was one quote that said, “You cannot be the doctor if you’re the disease.” That really just struck me to think about clinical forms of colonization. If we think, colonization is outside folks coming into our communities and saying, “We know what’s best for you. This is what we’re going to do.” It’s really asking us to conform to an entirely different worldview and system that is not which we’re from. 


What happens, again, is that in the mental health sphere, this is actually replicated. A lot of the things that are funded and these interventions that people put out are these interventions that are super successful with the “dominant population” or with white people. Then they just assume that they’ll be just as effective with Indigenous communities. That, to me, is such an issue because they’re not appropriately accounting for our culture, our worldview. Just adding a couple of people with feathers on the worksheets [laughter] doesn’t really count as a true cultural adaptation. I wanted to do work on mental health that really centers and grounds our culture and our perspectives of, how do we even view mental health? 


Another thing in this Western medical model really posits disease and dysfunction. It always counts this, “What’s wrong?” from this deficit approach. For Indigenous communities, a lot of us have this holistic perspective of health and wellbeing. We’re not even thinking from that mindset of counting symptoms or what’s going wrong. My elders ask me, “How can I be a whole person?” That includes spiritually, physically, mentally, emotionally. That’s fundamentally at odds with the entire [laughter] Western medical model. 
Nick:
Wow. I think there’s a lot [laughter] to unpack there. 

Dr. BlackDeer:
[Laughter] 
Nick:
It’s super fascinating to put it this way. I love that quote that you pulled out. I wanna pivot a little bit, though. I think something we do on this podcast, every now and then, is we—when we have researchers on is talk a little bit about their methods. We talk to people from a lot of different fields. I think it’s super fascinating how everybody approaches these questions. You actually use something called evidence mapping to synthesize all the knowledge here. That’s where you would’ve seen this quote, and you’ve read all these papers. Could you tell us a little bit about that? What is it, for our audience and lay terms for Bonnie and I? We have no idea. Also, what makes it differ from, maybe, just a typical review, for example?

Dr. BlackDeer:
I really wanted to use evidence mapping, one, in part, because a lot of folks say that research with Indigenous communities is next to impossible because there’s just nothing out there. There’s no data. A lot of times, when people do reviews or systematic reviews, they really privilege these Western hierarchical forms of knowledge, especially randomized controlled trials or these certain forms of research that are highly rigorous and have lots of criteria to count. For a lot of the information that I wanted to find, cultural knowledge isn’t going to be in a peer-reviewed journal article. I wanted to use a methodology that would be inclusive and help me find, what are the solutions that Native folks really have? What are we putting out there? What do we miss whenever we only look at things through this specific Western lens?


Evidence mapping emerged from this space. A big problem in research is that researchers write to other researchers. [Laughter] Then there’s this big disconnect into what people on the ground are doing, what people in the field are doing versus what folks are doing in the academy. Evidence mapping really looks at a broad swath of evidence, not just peer-reviewed publications or randomized controlled trials. It’s still this systematic process. You still have inclusion and exclusion criteria. You still specify your search terms and where you’re going to search. It really is meant to be able to see that breadth of knowledge that’s out there and to really highlight what’s known, what’s out there, but also to see, where are the gaps at? 


It provides a way to look at and summarize these studies and be able to read everything. You don’t have not include things just because they didn’t do it in a laboratory or something like that. Even the overall goal of evidence mapping is really, how can we inform practice? I wanted to really make this work to have the possibility to be a go-to for practitioners to say, “If I have a Native youth come in and they’re interested in learning more about their culture or they wanna get reconnected, they’re having mental health issues, what are culturally grounded ways that I can support their mental health?” That’s fundamentally different than, say, a question I would ask with a systematic review. 
Bonnie:
Yeah. What you just said is exactly why [laughter] I wanted you to come and talk to us.
Dr. BlackDeer:
[Laughter] 
Bonnie:
I think it’s so important. There’s, sometimes, this discussion around weaponizing evidence. These issues around, what do we do when evidence for communities that are historically excluded, erased, oppressed is not there, and I think is just such an important thing to think about and to consider. I think this paper and the work you’re doing, in my mind, when I read it, was one of the best approaches [laughter] I’ve seen. It just is amazing. 

I think that we need to think about this for so many communities. I think about this for the disability community at large, but why are we only looking evidence through this one lens and not questioning that lens? I just encourage our audience to think about what Dr. BlackDeer just said and just assessing that bias within ourselves and these approaches. It’s just amazing. It’s an amazing paper. I don't know. I think about it often. I’ve thought about this paper so much.

Dr. BlackDeer:
Aww.

Nick:
To put it in perspective for our audience, I saw Bonnie go off mute seven times to think about interjecting there. She was so excited.

[Laughter] 
Bonnie:
I know. Yes. This is my excited zone. [Laughter] In follow up of that, I think you talked a little bit in your response about practice-based evidence versus evidence-based practice. Can you be a little bit more expansive on what that difference is for our audience?

Dr. BlackDeer:
Absolutely. I think evidence-based practice was an original movement that started out in medicine, in Western medical science. The idea was that we wanna have a specific way of doing things, specific way of finding what the research evidence is. How can we bring that back to the client, and how can we have more scientifically informed ways of doing things? 

The social sciences field, then, tried to replicate that, but there’s a lot of things about evidence-based practice that actually doesn’t translate well [laughter] into the kinds of things that we study. We can’t randomly assign someone to be disabled versus not. The same way that we can just see this is the same way that we would assess someone who has an appendectomy. That’s very like, “Step one, take it out. Step two”—[laughter] for social problems, that line of thinking doesn’t really translate. We make decisions, and we highlight evidence in the name of evidence-based practice, and we exclude a lot of [laughter] lived experiences or actual folks’ voices. 

Evidence-based practice goes from the research and tries to translate that into the real world. I think practice-based evidence really starts with the people who have experience with it and then says, “How can we actually value this and incorporate this into the decisions that we’re making?” A lot of times, when folks say, “Oh, there’s no evidence about this,” or, “There’s no data,” it’s often that they’re saying there’s not a certain type of that data. We know, in our communities, these issues have been around for a while. Y’all just haven’t been listening to us. [Laughter] That, to me, is what practice-based evidence is. It’s directly from the source. Where evidence-based practice tries to make it all scientific and then understand it. It’s like, “If you would just listen, [laughter] we could be a lot further along by now.” 
Nick:
So much is going through my head. You’re hitting on multiple levels here with, in a way, a relatively simple solution to reverse it. This is good for representation. This is good for understanding the scope. This is good for a true estimate of what “problem” might be. Also, just from an implementation standpoint, we complain about the fact that it takes from bench to bedside, what, 17 years, or whatever the estimate is in science, but it’s because we’ve set up science a very specific way and refused to budge and are rigid with it and exclude voices and people from it. 

You’re talking about something very simple. It skips a lot of this and gets us to somewhere where, as you were saying, you know the problem. Somebody knows the problem already. We just aren’t listening or searching in the right places, if you will. I think it’s super fascinating. Clearly, you’ve got Bonnie and I both excited.
[Laughter] 
Nick:
We’re both doin’ a lot of head shaking today. For our audience, we’ve talked a little bit about it and touched on it, but could you give us a broad summary of the work? What did you find, overall? I think you said some of it but just, what would you summarize it as?
Dr. BlackDeer:
From the search, we found, essentially, nine interventions that were considered evidence-based practices. We were really inclusive in what we considered evidence based. That goes back to our search criteria and where we included sources from and those sorts of things. Fundamentally, we found nine interventions that fell into one or more of four main categories. This was either school-based services, cultural adaptations, using culture as treatment, and community involvement. 

These are not mutually exclusive categories. There’s a lot of overlap. I think a lot of them could be in other categories. What I like to tell people, my fundamental finding from this was that getting youth connected back to their culture had the biggest impact on their mental health. It’s prevention. It’s treatment. It’s intervention. That is the strongest thing. You could see elements of that in almost every intervention that we found, whether it’s visiting with an elder in an after-school program, whether it’s adapting existing interventions to incorporate traditional culture and teachings in that way. Whether it was just a fundamentally—you’re partnered with an elder, and you’re gonna learn your traditional teachings, and you’re gonna learn your ceremonies and those sorts of things.

Then, the final category of community involvement, [laughter] that is our culture. Being in community and having this collective approach to mental health rather than just this one-on-one intervention, it was huge. If we’re thinking about it, if you have a take-home message, [laughter] if you have a Native youth struggling with their mental health, you really need to get them connected back to their culture. Knowing where they come from, knowing their tribe’s history, knowing the—connecting to that collectivism of Indigenous people, it’s just—you can’t see me right now, but I’m smiling so big ’cause it just brings me [laughter] so much hope for the future that I’m like, “This is it.” This is what we need. 
Bonnie:
Yeah. [Laughter] I don't know. This is great. This is such important work. These discussions around mental health in our communities, particularly our communities that, as we’re talking about, are excluded—and our Indigenous community is absolutely one of those—are so important. Speaking of the future, you have some important recommendations for the future in this paper. Can you share those with our audience?

Dr. BlackDeer:
One of the biggest things was whenever people think about mental health interventions, they think of cognitive behavioral therapy [laughter] and worksheets and those sorts of thing. That was actually one of the most common approaches that they were able to adapt in working with Indigenous communities. We’re not saying that no outside interventions can ever work, but it really was talking about the detailed process that they took to make sure that it was culturally congruent. They actually asked folks how they would interpret different questions. They tailored and wove in cultural teachings within the lessons. 

Similar to that, a lot of other interventions also used things that already exist. We don’t need to recreate the wheel. Using the institution of school or seeing people after they’re discharged from the emergency room, using the Internet, thinking about sustainability for these interventions and how they can actually last without—what happens when the grant runs out? [Laughter] Who’s gonna keep doing this work? A lot of the recommendations are to really build on what we already have and make sure that it’s culturally congruent for folks and that they can actually sustain that long term. 
Bonnie:
Thank you.

Nick:
I’m at a loss for words at this point. 

[Laughter] 
Nick:
There’s just so much that—it’s this beautiful reframing of so many things. You’re very eloquent, Dr. BlackDeer. Speaking of you, where can our audience just learn more about you and your work? Is there anywhere you can point us? 

Dr. BlackDeer:
Yeah. You can always check out my website, which is autumnasherblackdeer.com. I try to keep that pretty updated. If you’re on social media, you can follow me on Instagram and Twitter @drblackdeer. 

Nick:
Dr. BlackDeer, that’s wonderful. For our audience, we will also put that on our social media. I can’t thank you enough. It’s been wonderful. 

Bonnie:
Yeah. I am so grateful for you and this great work that you’re doing. I really do encourage our audience, inside, outside of academia, to check out Dr. BlackDeer’s work. It’s profoundly important. Thanks so much for bein’ our guest today.

Dr. BlackDeer:
Thank you. [Foreign language 20:45].

Nick:
Thank you for joining us for this episode of Included: The Disability Equity Podcast. Thank you to our Included Podcast team and everyone who made this podcast possible, especially Prateek Gajwani, Curtis Nishimoto, and our guests. Music is by Molly Joyce. 

Bonnie:
This podcast is brought to you by the Johns Hopkins Disability Health Research Center. You can learn more about our work at disabilityhealth.jhu.edu. 
[End of Audio]
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