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ABSTRACT 

BACKGROUND: American Indian and Alaska Native (AIAN) youth experience 

disproportionately high rates of health inequities in multiple areas, including: suicide, 

unintentional injuries, obesity, sexually transmitted infections, substance abuse, teenage 

pregnancy, and sexual violence. Despite the increasing support for integrating cultural protective 

factors (“cultural assets”) to address these health inequities, literature on formative processes for 

identifying and incorporating such factors is sparse. OBJECTIVES: This dissertation study 

addresses the gap in literature by applying mixed method and Indigenous research methodologies 

to identify cultural assets and foundational elements critical for developing a culturally grounded 

mother daughter intervention that aims to reduce substance abuse, prevent teenage pregnancy, 

and promote reproductive health among pre-pubescent (age 9 – 11 years) Diné (Navajo) girls. 

METHODS: Cultural assets and foundational elements were identified through the following 

aims: 1) a systematic review of strengths-based intergenerational interventions in North 

American Indigenous (NAI) communities; 2) a cross-sectional, community-based survey of 200 

adult Diné women; and 3) focus group and in-depth interview/storytelling sessions with Diné 

women age 8 years and older. RESULTS: For the systematic review, 115 articles were initially 

identified and 7 met the review inclusion criteria. Major themes of promising methods were: 1) 

community-based participatory research or participatory action (CBPR/PAR) approaches; 2) 

qualitative methods; 3) storytelling as data collection; 4) bridging historical trauma to healing; 5) 

mothers as a source of support; 6) collectivist cultural values; and 7) strengthening interventions 

with cultural teachings. For aim 2, the survey revealed that 66% women admired their 

mother/grandmother most during puberty; 29% of women were 10-11 years old when someone 
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first spoke to them about menses; and 86% felt their culture was a source of strength. Seventy 

percent (70%) would have liked to learn more about reproductive health when they were a 

teenager; 67% felt Diné mothers are able to provide reproductive health education; 51% reported 

having a rite of passage event, with younger age groups desiring a rite of passage event 

significantly more than older age groups. In 2-choice responses, 37% of women chose father as a 

someone they admired most. Several women wrote-in male relatives under multiple questions. 

Survey responses also alluded to a disruption of cultural practices due to historically traumatic 

events. For aim 3, key cultural asset themes were: 1) preserving the Diné way of life; 2) cultural 

assets related to being a strong and healthy Diné woman; 3) matrilineal networks and female kin 

as a source of strength and pride; 4) historical trauma as a source of strength and resilience; 5) 

male influences as protective health factors; 6) “western” education as a measure of success; and 

7) navigating conflicting beliefs. CONCLUSION: Findings supported the integration of cultural 

assets, engagement of male sources of support, application of CBPR/PAR approaches to 

culturally ground interventions, application of Indigenous research methodologies to identify 

cultural assets, framing of historical trauma from an asset- and resilience-based perspective, 

consideration of multiple family support persons, and provision of health communication tools. 

Area of for further research include: Indigenous father-child and father-daughter interventions, 

mother daughter randomized controlled trial in Indigenous communities, asset-based Indigenous 

health research, application of Indigenous research methodologies, and tribal 

titleholders/ambassadors as cultural knowledge resources and role models.  
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CHAPTER 1: NITSÁHÁKEES (INTRODUCTION) 

American Indian and Alaska Native (AIAN) youth experience disproportionately high 

rates of health inequities in multiple areas, including: suicide, unintentional injuries, obesity, 

sexually transmitted infections (STI), substance abuse, teenage pregnancy, and sexual violence 

(Centers for Disease Control and Prevention [CDC], 2020; Chambers et al., 2015; Dickerson et 

al., 2020; Stanley, Kelly, Swaim, & Jackman, 2018; L. Tingey et al., 2019; Tingey et al., 2018; 

Whitbeck, Walls, & Welch, 2012). Despite the increasing support for integrating cultural 

protective factors (“cultural assets”) to address these health inequities, literature on formative 

processes for identifying and incorporating such factors is sparse (Dickerson et al., 2020; 

Sasakamoose, Bellegarde, Sutherland, Shauneen, & McKay-McNabb, 2017). This dissertation 

study addresses the gap in literature by employing a community-engaged approach to formative 

research. It applies mixed method and Indigenous research methodologies to identify cultural 

assets and foundational elements (e.g. target age, family support person, curriculum topics, and 

teaching methodology) critical for developing a culturally grounded mother daughter 

intervention that aims to reduce substance abuse, prevent teenage pregnancy, and promote 

reproductive health among pre-pubescent (age 9 – 11 years) Diné (Navajo) girls. Cultural assets 

and foundational elements were identified through the following aims: 1) a systematic review of 

strengths-based intergenerational interventions in North American Indigenous (NAI) 

communities; 2) a cross-sectional, community-based survey of 200 adult Diné women; and 3) 

focus group and in-depth interview/storytelling sessions with Diné women age 8 years and older. 

While the outcomes of the formative and parent study are specific to Diné participants, the 
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underlying goal is to refine and replicate a model for promoting positive Indigenous female 

identity, health, and intergenerational well-being for all Native peoples.  

Background and Introduction (Nitsáhákees: Thinking and Assessing) 

The parent intervention, which this dissertation will inform, emanates from an evidence-

based, early childhood home visiting program (“Family Spirit”) developed through a 25-year 

partnership between the Johns Hopkins Center for American Indian Health (JHCAIH) and the 

Navajo Nation (Barlow et al., 2015). Family Spirit’s success prompted tribal partners to 

collaborate with JHCAIH in developing an intervention that prevents girls’ early substance use 

and teenage pregnancy, thus, curbing the health, social and economic problems that often follow.  

In 2015, Community Advisory Boards (CAB) in 2 Diné communities proposed a mother 

daughter program that leverages cultural assets and engages Diné girls and their mothers, or 

adult female relatives/caregivers, to: 1) prevent young girls’ substance use; 2) prevent teenage 

pregnancy; and 3) promote reproductive health. The CAB proposed a target intervention age of 9 

– 11 years; reasoning that girls at this age are highly influenced by their female relatives, highly 

receptive to health education and cultural teachings, and mature enough to understand 

reproductive health education. The CAB, in collaboration with JHCAIH, also proposed 

curriculum topics that are common to preconception health curricula and other JHCAIH 

programs. These topics included: healthy eating, substance abuse prevention, STI prevention, 

cultural teachings, healthy relationships, and reproductive health. Participants in this formative 

study were asked whether each topic should be taught and, if so, in what format (Chapter 3). 

Further, participants were asked to list any additional topics for inclusion in the mother daughter 

intervention.  
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Dissertation Structure. This overall dissertation project is broadly structured after the 

Diné belief system, Sa’áh Naaghaíí Bik’eh Hózhóó (SNBH), which “guides harmonious living” 

and is also applied as a Diné Educational Philosophy at Diné College (Chief et al., 2016; 

Garrison, 2007). While the principles, meanings, and interpretations of SNBH are complex and 

highly nuanced, there are four overarching key concepts that provide a framework for this 

dissertation: Nitsáhákees (thinking and assessing), Nahat’á (planning), Iiná (living and 

implementation), and Siihasin (reflection) (Garrison, 2007). This dissertation is framed as 

follows:  

1) Chapter 1 (Nitsáhákees - Introduction and Significance): Assessment of the problem and 

thinking through strategies for addressing the problem; Nahat’á (Methods and Approach) 

Planning to address the problem; 

2) Chapters 2 through 4 (Iiná - Results): Implementation of the formative research and the 

“achievement of outcomes;” 

3) Chapter 5 (Siihasin - Discussion and Conclusion): Critical reflection on the overall 

process (Garrison, 2007).  

Terminology for Indigenous Populations. Throughout this dissertation, the terms 

AIAN, Indigenous, North American Indigenous (NAI), Diné (Navajo), and Native will 

frequently be used. Indigenous peoples “are the descendants […] of those who inhabited a 

country or a geographical region at the time when people of different cultures or ethnic origins 

arrived. The new arrivals later became dominant through conquest, occupation, settlement or 

other means” (United Nations Permanent Forum on Indigenous Issues [UNPFII], 2006). 

American Indian (AI) refers to Indigenous people within the continental United States (U.S.), 
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and Alaska Native (AN) are specific to Indigenous people of Alaska. AIAN are often aggregated 

for surveillance data reporting. NAI includes Indigenous people of North American countries 

(i.e. AIAN and Native Hawaiian in the U.S. and First Nations and Métis in Canada). Due to 

shared cultures that predate and persist despite the U.S. - Canadian colonial border, the 

systematic review in this dissertation (Chapter 2) defines NAI as AIAN, First Nations, and Métis.  

Background. While this dissertation focuses on formative research, it is imperative to 

understand the disparities and comorbidities that catalyzed this research. This context is 

necessary in identifying which cultural assets are best suited for substance abuse prevention, 

teenage pregnancy prevention, and reproductive health promotion. Further, since the parent study 

will pilot on the Navajo Nation, it is essential to preface this study with reproductive health and 

substance abuse disparities specific to Diné women.  

Early initiation of substance use among AI adolescents. Substance abuse remains a 

significant area of disparity among AI youth (Cooper, Driedger, & Lavoie, 2019; Hawkins, 

Cummins, & Marlatt, 2004; Stanley et al., 2018; Wu, Woody, Yang, Pan, & Blazer, 2011). 

Substance use interacts with many other critical health and socio-developmental outcomes of 

significance to AIAN youth and their communities such as unintended pregnancy, sexually 

transmitted infections (STI), suicide, violence, physical or sexual assault, adverse brain 

development, and poor school performance in youth (Cheadle & Whitbeck, 2011; Cooper et al., 

2019; Foster, Vaughan, Foster, & Califano, 2003; Friese, Grube, Seninger, Paschall, & Moore, 

2011; Walls, Sittner Harshorn, & Whitbeck, 2013; Whitesell et al., 2014). While AI youth 

initiate substance use earlier than their non-AI peers, a region-specific study revealed high 

substance use rates among rural based AI youth (CDC, 2020; Friese et al., 2011; Stanley, 
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Harness, Swaim, & Beauvais, 2014; Whitbeck & Armenta, 2015; Whitesell et al., 2014). In this 

study, AI 8th grade youth living on or near reservations reported past month marijuana use and 

binge drinking rates at five and two times that of other U.S. populations, respectively (Stanley et 

al., 2014). Recent studies and surveillance systems have also measured a dramatic increase in 

marijuana experimentation around 11-12 years (Navajo Nation Division of Health [NNDOH], 

2013b; Stanley & Swaim, 2015; Whitesell et al., 2012; Whitesell, Mitchell, & Spicer, 2009). 

The link between early substance use and reproductive health disparities among AIAN 

girls. Youth substance use is likely to exacerbate reproductive health challenges (Barlow et al., 

2013; Barlow et al., 2015; Chambers et al., 2016; Richards & Mousseau, 2012; Tingey, 

Chambers, Goklish, et al., 2017; Tingey et al., 2018). AI girls are at especially high risk for early 

substance use and, thus, for risky sexual behaviors (de Ravello, Everett Jones, Tulloch, Taylor, & 

Doshi, 2014). A rural Southwest AI study revealed that AI girls initiate alcohol and drugs early 

with 2%-6% initiating at age 9, and 50% before age 14 (Barlow et al., 2013; Mullany et al., 

2012). Recent studies concur that AI females are surpassing males in early substance use 

initiation and past month use (Miller, Stanley, & Beauvais, 2012; Walls, 2008; Walls et al., 2013; 

Whitbeck & Armenta, 2015; Whitbeck et al., 2012).  

The intersection between early substance use and risky sexual behaviors is critical for 

behavior change as AIAN females experience significant reproductive health challenges. Early 

sexual initiation is a predictor of future high risk sexual behaviors and youth who initiate sex at 

younger than 14 years are more likely to engage in sex more frequently, with multiple partners, 

and without a condom than those who initiate sex at a later age (Tingey, Chambers, Goklish, et 

al., 2017). This is particularly concerning as AIAN women suffer the highest age-specific (age 
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15-24 years) rates of both chlamydia and gonorrhea compared to the U.S. general population 

(CDC, 2018). Further, AIAN females also have the highest rate of teenage pregnancy of all 

races/ethnicities, birthing over twice as many children in their teenage years (35%) compared to 

non-Hispanic White females (Martin, Hamilton, Osterman, Driscoll, & Drake, 2018).  

 Early substance use and reproductive health on the Navajo Nation. Diné youth follow 

national AIAN trends of early substance use and reproductive health disparities with Diné high 

school students more likely than U.S. high school students to have tried marijuana before age 13 

and more likely to have used marijuana in the past month (NNDOH, 2013a). Compared to U.S. 

middle school students, Diné middle school students were nearly as likely to have tried 

marijuana (24%) as alcohol (25%) (NNDOH, 2013b).  

 Diné women also have high STI rates compared to other Indian Health Services (IHS) 

Areas and the U.S. general rate. A 2018 surveillance report indicates the chlamydia and 

gonorrhea rates in the Navajo IHS Area exceeds the U.S. general rates by 1.7 and 2.1 times, 

respectively (CDC, 2018). High school aged students on the Navajo Nation have reported 

increases in sex before age 13, sex with 4 or more partners in student’s lifetime, and current 

sexual activity (NNDOH, 2013a). Compared to U.S. high school students, Diné female high 

school students are 35% less likely to have used birth control pills or Depo-provera before last 

sexual intercourse (NNDOH, 2013a). Lastly, over half of the Diné mothers in a statewide 

surveillance study reported their pregnancy as unintended (Albuquerque Area Southwest Tribal 

Epidemiology Center [AASTEC], 2018) 

 Support for a gender-specific prevention approach. AI girls and boys have different 

motivating factors for early substance use (Schwinn, Schinke, Hopkins, & Thom, 2016; Walls, 
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2008; Westling, Andrews, Hampson, & Peterson, 2008; Whitbeck & Armenta, 2015). In most 

racial ethnic groups, including AIs, girls are more likely than boys to report early substance use 

due to poor self-esteem or self-identity (Schinke, Cole, & Fang, 2009; Schinke, Fang, & Cole, 

2009b; Schwinn, Hopkins, & Schinke, 2016; Schwinn, Schinke, Fang, & Kandasamy, 2014; 

Schwinn, Schinke, & Di Noia, 2010; Schwinn, Schinke, Hopkins, Keller, & Liu, 2017). Girls are 

also more likely than boys to be offered substances in private settings by young female relatives 

(Rayle et al., 2006). Finally, poor parental attachment is a stronger risk factor for substance use 

among girls than boys (Schinke, Cole, et al., 2009). Thus, interventions aimed at reducing 

substance abuse should consider gender-specific approaches. Specifically, girls’ disease 

prevention initiatives should strengthen parental attachment and promote self-esteem and self-

identity as protective factors.  

 Support for piloting a mother daughter intervention on the Navajo Nation. Research 

supports parent-child connectedness as protective against high-risk behaviors, such as violence, 

internalizing disorders, and suicide among youth (Borowsky, Ireland, & Resnick, 2001; Day & 

Padilla-Walker, 2009; Farrell et al., 2010; Foster et al., 2017). The protective influence of 

mothers, in particular, is further demonstrated in studies that apply family interaction theory, 

which posits that risks of early substance use and related consequences (e.g. early sexual 

encounters) can be reduced by a nurturing mother-child attachment, support, and supervision 

(Schinke, Cole, et al., 2009; Schinke, Fang, et al., 2009b; Schwinn et al., 2010; Windle et al., 

2008). There is growing evidence, ranging from contraceptive education to asthma prevention 

studies, that emphasize the bilateral health influence between mothers and daughters (Askelson, 

Campo, & Smith, 2012; Crosby, Collins, & Stradtman, 2017; Evans, Clark, Levison, Levin, & 
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Mellins, 2001; Kunitz & Levy, 1988; Mosavel, 2009; Mosavel, Simon, & Van Stade, 2006; 

Mosavel & Thomas, 2009). Specifically, engaging mothers with their daughters in health 

promotion interventions has shown to be an effective strategy to reduce early substance use, 

early sexual behaviors, and teen pregnancy.(Hutchinson, Jemmott, Jemmott, Braverman, & 

Fong, 2003; Noone & Young, 2010; Schinke, Cole, et al., 2009; Schinke, Fang, et al., 2009b; 

Schinke, Fang, Cole, & Cohen-Cutler, 2011)  

 The Indigenous mother daughter relationship is an especially unique and unexplored 

locus of behavior change. Many Indigenous communities encourage a sustained mother daughter 

attachment as foundational to health (Hamkins & Schultz, 2008). The Diné, well-known as a 

matrilineal society, centers familial, community, kinship, and land resources around the mother 

daughter relationship (Kunitz & Levy, 1988). This strong relationship, reinforced from all tiers of 

Diné society, provides reason to seek a dyadic, mother daughter approach to improve women’s 

health and the health of future generations.  

 Support for a culturally grounded approach. In addressing Indigenous youth health 

disparities, prevention science researchers are increasingly conscious of cultural protective 

factors and, correspondingly, support for culturally grounded and culturally adapted research is 

increasing (Murdoch-Flowers et al., 2019; Okamoto et al., 2014). This is evident with the 

integration of cultural constructs, such as cultural connectedness and ceremonial participation, 

into research study designs (Chandler & Lalonde, 2008; King et al., 2019; Lewis et al., 2019). 

Culturally adapted research alters existing programs, which were developed for another 

population, to better fit the target population (Okamoto et al., 2014). In contrast, culturally 

grounded research is developed based on the target population’s culture (Okamoto et al., 2014). 
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Culturally grounded research customizes intervention content to the local community, engages 

community members in the design and implementation, and centers the intervention on cultural 

knowledge and assets (Murdoch-Flowers et al., 2019; Okamoto et al., 2014). A culturally 

grounded approach also considers Indigenous determinants of health, such as Indigenous 

worldviews, language, and historical trauma, that have long contributed to the resilience of 

Indigenous peoples (Greenwood, de Leeuw, Lindsay, & Reading, 2015). The growing evidence 

base for culturally grounded research aligns with support for comprehensive formative research 

as vital for Indigenous, nonurban populations (Banna & Bersamin, 2018; Tonkin et al., 2017). 

Therefore, an intervention that is preceded by a comprehensive formative research phase that 

identifies cultural assets may prove efficacious in protecting against high risk behaviors among 

Indigenous youth. 

 This dissertation supports the development of culturally grounded interventions by 

applying Indigenous research methodologies and an “Indigenized” socioecological model to 

inform the study design. In addition to identifying foundational elements for the intervention, 

this formative study will investigate cultural assets as buffers against substance abuse and early 

sexual intention. This study explores cultural values, beliefs, and practices that are entrenched in 

coming of age ceremonies, traditional stories, and other cultural teachings that serve as health 

protective factors, strengthen the mother daughter bond, and instill young women with a strong 

sense of identity and connection to her community.  

Significance 

 Similar to other Indigenous youth populations, Diné girls are at increased risk for early 

substance use, early sexual initiation, and reproductive health disparities. Backed by recent 
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literature, this dissertation project capitalizes on the suitability for a culturally grounded mother 

daughter intervention in a traditionally matrilineal society. The innovation of this work is in the 

application of Indigenous research methodologies to guide culturally grounded formative 

research processes. The intention is that other Indigenous nations may apply these processes and 

operationalize their own Indigenous worldviews and cultural teachings to develop holistic health 

programs that will better meet the needs of Indigenous communities. It is long understood within 

Indigenous communities that cultural teachings are inherent protective factors against high-risk 

behaviors, mortality, and morbidity. The rise in Indigenous researchers in academia has presented 

a unique opportunity to apply Indigenous research methods in a culturally meaningful way 

(Smith, 2013).  

Approach (Nahat’á: Planning) 

 This dissertation aims to identify cultural assets and foundational elements critical for 

developing a culturally grounded, intergenerational mother daughter intervention that aims to 

reduce substance abuse, prevent teenage pregnancy, and promote reproductive health among 

early adolescent Diné girls. Cultural assets and foundational elements will be examined through: 

1) a systematic review of strengths-based intergenerational interventions in NAI communities; 2) 

focus group and in-depth interview/storytelling sessions with Diné women of all ages; and 3) a 

cross-sectional, community-based survey of 200 adult Diné women.  

 Systematic review. To achieve research aim 1, which was to identify strengths-based, 

intergenerational methodologies that may inform the development of a culturally grounded NAI 

mother daughter intervention, I engaged a second reviewer in synthesizing the literature. The 

second reviewer, a Northern Arizona University (NAU) Master of Public Health (MPH) Diné 
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student, and I implemented the systematic review according to Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) guidelines. A third reviewer conducted an 

independent thematic analysis and resolved any areas of disagreement. Chapter 2 includes a 

more thorough description of methods.  

 Survey development, implementation, and analysis. A cross-section survey was 

developed to accomplish research aim 2, which was to identify Diné women’s cultural assets, 

perspectives, and teachings vital for developing a culturally grounded mother daughter 

intervention to prevent substance abuse and teenage pregnancy. The self-administered survey 

was completed by 200 AI women on the Navajo Nation and examined: culture source of 

strength; Diné mother daughter communication; frequency and characteristics of rite of passage 

events; adolescent health communication; and feedback on proposed intervention content. 

Validated measures were not used as the survey was exploratory, culture specific, and formative 

in nature. A full description of methods can be found in Chapter 3.  

 Qualitative data collection and analysis. Similar to research aim 2, aim 3 sought to 

identify key cultural assets to strengthen a Diné mother daughter intervention. Whereas, aim 2 

quantitatively identified cultural assets and foundational elements, aim 3 applied Indigenous 

research methodologies to investigate cultural assets more in-depth. Aim 3 was further 

distinctive by: 1) engaging former Miss Navajo Nation titleholders as cultural knowledge 

keepers; 2) encouraging storytelling as data collection; 3) applying the HRM as a guide for 

developing data collection tools; and 4) applying qualitative findings to the HRM to ensure 

intervention development was inclusive of Diné wellness attributes.  
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Description of research communities. Data for this dissertation was primarily collected 

in Tuba City (Chapters 3 and 4) 

and Chinle, Arizona (Chapter 3), 

which are both located within the 

Navajo Nation (Figure 1).  With 

approximately 298,000 members 

nationwide, the Navajo Nation is 

the largest federally recognized 

land-based tribe in the United 

States (Chinle Health, 2017). Approximately 168,000 members reside on the Navajo Nation, 

which spans 25,000 square miles and stretches into Arizona, New Mexico, Utah, and Colorado 

(Chinle Health, 2017). With a population of approximately 8,500, Tuba City is the second largest 

community on the Navajo Nation. The population is 92% AI and approximately 32% of the 

community falls below the federal poverty line (American Factfinder, 2010b). Chinle is located 

at the geographic center of the Navajo Nation and has a population of approximately 4,500 

(American Factfinder, 2010a). Chinle’s population is 92% AI and 38.8% of the population lives 

below the federal poverty line (American Factfinder, 2010a).  

Indigenous research methodologies. Indigenous research means researching from an 

Indigenous paradigm – which is composed of Indigenous ontology, epistemology, methodology 

and axiology – often in the pursuit of an Indigenous research agenda towards self-determination 

(Smith, 2013; Wilson, 2001, 2008). In working with Indigenous peoples and knowledge, it is 

important to understand the concept that “Research is Ceremony” (Wilson, 2008). Contrary to 

FIGURE 1. Map of the Navajo Nation 
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linear, “western” beliefs, Indigenous peoples’ epistemologies and pedagogies are complex, 

sacred, and revered – in essence, they are Ceremony (Smith, 2013; Wilson, 2008). Storytelling, 

for example, has long been an Indigenous pedagogical method for passing down cultural 

teachings and oral history to younger generations (Caxaj, 2015; Hodge, Pasqua, Marquez, & 

Geishirt-Cantrell, 2002; Palacios et al., 2015). This study applied Indigenous storywork, or using 

stories to educate others, as a form of cultural preservation, health promotion, and data collection 

(Archibald, 2008; Palacios et al., 2015). At the forefront of Indigenous research methods is the 

concept of “relationality,” which acknowledges relations between people, the environment/land, 

spirituality, and ideas (Wilson, 2008). Further, relationality means being accountable to the 

wisdom keepers and elders who share their knowledge (Archibald, 2008; Wilson, 2001). It 

means using first-person pronouns, if appropriate, because the trusting relationship between 

storytellers and wisdom keepers is with me and/or the study team and not with the research itself 

(Archibald, 2008).  

This project applied Indigenous research methodologies to design, collect, and interpret 

data in an effort to “Indigenize” a Diné mother daughter curriculum so that Diné women will 

have better health outcomes and a reinforced, protective Diné identity. The Indigenous 

methodologies that were applied throughout this study include: recruiting through relationships 

(Chapters 3 and 4), receiving Indigenous knowledge through mutually respectful relationships 

(Chapters 3 and 4), maintaining the connection between storyteller and story (Chapter 4), 

engaging in Indigenous storywork (Chapter 4), building the research capacity of local Diné 

community members (Chapters 2 - 4), adhering to cultural protocol, protecting Indigenous 
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knowledge, and applying Indigenous frameworks (Chapter 4) to ensure a holistic approach to 

wellness.   

Theoretical frameworks. Indigenous adaptation of the socioecological model. 

Formative research processes were designed based on an Indigenous adaptation of the 

socioecological model (Figure 2) (McLeroy, Bibeau, Steckler, & Glanz, 1988; Whitbeck et al., 

2012). This multilevel approach best captures the interconnected factors that influence AIAN 

youth in tribal communities including: the complex layers of influence within tribal 

communities, community and cultural norms, Indigenous determinants of health, and the 

FIGURE 2. Indigenous adaptation of the socioecological model 

Navajo 
Girls 
9-11 
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bilateral influence between mothers and daughters. Formative research activities addressed each 

level of the adapted socioecological model as follows:  

Intrapersonal factors (knowledge, attitude, and beliefs). Focus groups and in-depth 

interviews/storytelling were conducted with girls (ages 11-13, 14-17, and 18-25) to assess their 

knowledge, attitudes, and beliefs around peer influence, reproductive health knowledge, mother 

daughter influence, and proposed curriculum topics. One representative from each focus group, 

as well as former Miss Navajo Nation titleholders, were asked more in-depth questions about 

their knowledge, attitude, and beliefs regarding reproductive health, cultural teachings, rites of 

passage, high-risk behaviors, and suggested curriculum topics. A values, beliefs, and attitudes 

approach to qualitative data was applied for the first round of analysis (Saldana, 2015).  

Family context (Interpersonal factors). The influence of family-specific teachings on 

women’s health and the reciprocal influence between mothers and their daughters was examined. 

Both the survey and qualitative tools asked women to identify sources of support during the 

transition to womanhood, as well as their sources of health education information.  

Peer context. Both qualitative and quantitative data collection asked women to recall the 

degree of influence that peers had around puberty and whether it was protective or detrimental to 

their reproductive health. Women were also able to describe if their peers provided health 

education during adolescence.   

School context. Several formative research activities occurred in local schools and three 

school administrators were active CAB members. Survey and in-depth interviews/storytelling 

assessed whether the proposed intervention should be conducted in partnership with local 

schools. While a 2015 preliminary CAB proposed a home-based intervention (primarily to 
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eliminate transportation barriers and protect confidentiality), we asked participants whether 

recruitment and/or youth-based elements should be conducted in a school setting.  

Community context. Survey, storytelling, and in-depth interviews explored community 

norms around reproductive health, early sexual initiation, and/or early initiation of substance use. 

Questions were inclusive of both traditional and contemporary cultural assets that reflected 

community beliefs, knowledge, and attitudes.  

Cultural knowledge. Storytelling and in-depth interviews focused on identifying cultural 

assets that are protective against substance abuse and early sexual initiation, and that broadly 

promote women’s health. CABs and culturally knowledgeable elders were convened throughout 

the process to ensure that data collection and analyses was interpreted appropriately.  

Geographic location. Storytelling and in-depth interviews will ask how the environment, 

including sacred sites, influence Diné womanhood. Throughout qualitative analysis, women were 

encouraged to describe how the environment influenced their health.  

The influence and interconnectedness of each of these layers is described in more detail 

throughout Chapters 2, 3 and 4.  

Hozhó Resilience Model (HRM). Indigenous frameworks have rarely been applied to 

develop culturally grounded interventions. While the overall study followed an Indigenous 

adaptation of the socioecological model, qualitative research activities benefited from the 

application of a Diné wellness model. The Hozhó Resilience Model (HRM), a Diné health and 

wellness model, was applied to help guide the development of data collection tools and to verify 

qualitative data findings were interpreted holistically. The HRM (Figure 3) explains the 

interdependent elements that comprise the Diné wellness philosophy (Kahn-John, 2016; Kahn-
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John & Koithan, 2015). Hozhó “is a state of ultimate physical, mental, spiritual, community, and 

universal wellness” and is a guiding philosophy for Diné people (Kahn-John, 2016). Hozhó 

promotes living in accordance with natural laws that protect the Diné from illness and harm 

(Kahn-John, 2016). The HRM has six essential attributes - relationship, reciprocity, thinking, 

discipline, respect, and spirituality - that are positioned within 3 culturally-relevant domains: 

harmony, respect, and spirituality (Figure 3) (Kahn-John, 2010, 2016; Kahn-John & Koithan, 

2015). Chapter 4 provides a more thorough explanation of how the HRM was applied to 

qualitative data collection and analysis. 

FIGURE 3. Hózhó Resilience Model, Kahn-John, 2014 
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CHAPTER 2: WE ARE WALKING IN YOUR FOOTSTEPS: A SYSTEMATIC REVIEW 

OF STRENGTHS-BASED INTERGENERATIONAL INTERVENTIONS IN NORTH 

AMERICAN INDIGENOUS COMMUNITIES AND IMPLICATIONS FOR MOTHER 

DAUGHTER INTERVENTION DEVELOPMENT1 

 

Abstract 

Objective: To identify strengths-based, intergenerational intervention methodologies that may 

inform the development of a culturally congruent American Indian (AI) mother-daughter 

intervention. Data Sources: PubMed, ERIC and PsycInfo databases. Study Inclusion and 

Exclusion Criteria: The articles had to: 1) address intergenerational North American Indigenous 

(NAI) female, mother-daughter, or youth-focused interventions; 2) target NAI nations, including 

American Indian and Alaska Native (AIAN), First Nations and Métis; 3) be peer-reviewed, in 

English, and published between 1990-2018; and 4) target females under 19 years and their 

female caregiver. Data Extraction: Two reviewers extracted data and a third reviewer verified 

eligibility according to inclusion criteria. An abstract scan yielded 115 articles to screen for 

review. Data Synthesis: A narrative synthesis was performed. Two reviewers identified themes 

through an iterative process with a third reviewer resolving any disagreements. Results: Seven 

articles met the stated inclusion criteria. Major themes of promising methods incorporated: 1) 

participatory action or community-based participatory research approaches; 2) qualitative 

methods; 3) storytelling as data collection; 4) bridging historical trauma to healing; 5) mothers as 

a source of support; 6) collectivist cultural values; and 7) strengthening interventions with 

cultural teachings. Conclusion: NAI cultural assets, including values and teachings, and 

 
1 Authors included when submitted for publication: Jennifer Richards, Kristen Tallis, Scott Carvajal, Michelle Kahn-
John, Rachel Chambers, Stephanie Russo Carroll, Nicolette Teufel-Shone  
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Indigenous research methodologies can strengthen the development of intergenerational 

interventions. Findings recommend collaborating with NAI communities to leverage cultural 

assets into effective health promotion strategies. 

Introduction 

“I put ‘strong’, because I want her to grow up to be a strong woman.  

Someone that can hold it together when they have to and let it out.  

Cry when they need to.” (Cooper et al., 2019) 

 Indigenous matrilineal strength – a balance between “holding it together” for others and 

compassion for self – has contributed to the survival of Indigenous nations through decades of 

forced removal and assimilation attempts (Anderson & Lavell-Harvard, 2014; Cooper et al., 

2019). Matrilineal strength is part of a vast network of protective factors embedded within 

traditional society, ranging from intergenerational relationships to relational worldviews, that 

yield the cultural and community resilience that has enabled the survival of American Indian 

(AI) people for generations (Henson, Sabo, Trujillo, & Teufel-Shone; Ore, Teufel-Shone, & 

Chico-Jarillo, 2016). Prevention science researchers are increasingly conscious of these 

protective health factors and are collaborating with North American Indigenous (NAI) 

communities—American Indian and Alaska Native (AIAN) in the United States and First 

Nations and Métis in Canada—to reinforce Indigenous knowledge in public health interventions 

(Lane & Simmons; Marlatt et al., 2003; Montag et al.; Whitbeck et al., 2012; Whitewater, 

Reinschmidt, Kahn, Attakai, & Teufel-Shone, 2016). Despite this increased awareness of NAI 

health protective factors, literature on the bilateral influence of the NAI mother daughter 

relationship as the focus of health promotion efforts is scarce.  
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 While review findings are meant to inform an AI intervention, the terms AI, AIAN, and 

NAI will be used throughout this paper to indicate specific groups referenced in surveillance 

datasets and/or review articles. AIAN health promotion and disease prevention efforts continue 

to concentrate on substance abuse as a critical area of disparity, particularly for its wider 

implications (Cooper et al., 2019; Hawkins et al., 2004; Wu et al., 2011). Substance use interacts 

with many other critical health and socio-developmental outcomes of significance to AIAN 

youth and their communities such as unintended pregnancy, sexually transmitted infections 

(STI), suicide, violence, physical or sexual assault, adverse brain development, and poor school 

performance in youth (Cooper et al., 2019; Foster et al., 2003; Friese et al., 2011; Walls et al., 

2013; Whitesell et al., 2014). Early initiation of substance use is a particularly significant risk 

factor for risky sexual behaviors among AI women (Barlow et al., 2013; Barlow et al., 2015; 

Chambers et al., 2016; de Ravello et al., 2014; Richards & Mousseau, 2012; Tingey, Chambers, 

Rosenstock, et al., 2017). Further exacerbating the issue, AI youth initiate substance use earlier 

than their non-AI peers and are more likely to initiate sex at a young age, which is a key risk 

factor for later sexual risk behaviors including multiple partners and inconsistent condom use 

(Cooper et al., 2019; Friese et al., 2011; Markham et al., 2015; Tingey, Chambers, Rosenstock, et 

al., 2017; Whitbeck & Armenta, 2015; Whitesell et al., 2014; Whitesell et al., 2012). These 

findings align with recent data showing that AIAN females suffer the highest age-specific (age 

15-24 years) rates of STIs compared to the general U.S. population (Barlow et al., 2013; U.S. 

Department of Health and Human Services [DHHS], 2012; DHHS, 2014) and the highest rate of 

teenage pregnancy of all races/ethnicities, birthing over twice as many children in their teenage 

years (35%) compared to non-Hispanic White females (Martin et al., 2018). 
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 Some efficacious family-based prevention strategies have employed family interaction 

theory, which suggests that risks of early substance use and related consequences (e.g. early 

sexual encounters) can be reduced by a nurturing mother-child attachment, support, and 

supervision (Schinke, Cole, et al., 2009; Schinke, Fang, et al., 2009b; Schwinn et al., 2010; 

Windle et al., 2008). There is growing evidence, ranging from contraceptive education to asthma 

prevention studies, that emphasize the distinct bilateral health influence between mothers and 

daughters (Askelson et al., 2012; Crosby et al., 2017; Evans et al., 2001; Kunitz & Levy, 1988; 

Mosavel, 2009; Mosavel et al., 2006; Mosavel & Thomas, 2009). Specifically, engaging mothers 

with their daughters in health promotion interventions has shown to be a promising strategy to 

reduce early substance use, early sexual behaviors, and teen pregnancy (Hutchinson et al., 2003; 

Noone & Young, 2010; Schinke, Cole, et al., 2009; Schinke, Fang, et al., 2009b; Schinke et al., 

2011).  

 The AI mother daughter relationship is an especially unique and unexplored locus of 

behavior change. Many Indigenous communities encourage a sustained mother daughter 

attachment as foundational to health (Hamkins & Schultz, 2008). Matrilineal tribes, such as the 

Navajo Nation, apply mother daughter relationships to allocate resources (i.e. land, labor, 

cultural teachings, and agriculture) and to strengthen community and kinship networks (Kunitz 

& Levy, 1988). This strong mother daughter relationship makes matrilineal AI communities an 

environment conducive for a mother daughter intervention. Intergenerational approaches that are 

not female-specific may also provide valuable formative guidelines for AI mother daughter 

interventions. Intergenerational approaches, or the convening of multiple generations for 



 

 

33 

“ongoing, mutually beneficial, planned activities,” are an emerging area of intervention research 

and honors matrilineal roles as influencers and change agents (Kaplan, Kiernan, & James, 2006). 

 Despite the cultural alignment of intergenerational approaches to risk reduction in AI 

girls, literature on studies describing this relationship is sparse (Cooper et al., 2019; Dalla & 

Gamble, 2001; Momper, Dennis, & Mueller-Williams, 2017; Walkup et al., 2009). Thus, 

examining intergenerational approaches in similar populations may inform the development of 

an AI mother daughter intervention.  

 Objective. The purpose of this systematic review is to identify strengths-based, 

intergenerational intervention methodologies that may inform the development of a culturally 

congruent AI mother daughter intervention. The overall research question that guided this 

systematic review is, "What are promising practices or strategies related to the development of 

intergenerational female health promotion interventions in NAI communities?"  

 The decision to include studies of all NAI people was grounded in their shared 

determinants of health (Greenwood et al., 2015). Several determinants, such as cultural 

teachings, language, tribal sovereignty and connection to land, reinforce cultural identity and 

serve as protective health factors (Greenwood et al., 2015). While other determinants, including 

the forced removal of NAI children into boarding schools, have disrupted Indigenous 

childrearing and adversely affected health (Greenwood et al., 2015). Despite geographic 

dispersion, NAI people continue to connect through social, traditional, and contemporary places 

and events, such as powwows, rodeos, basketball tournaments, and ceremonies. This systematic 

review acknowledges the distinctive differences among NAI people but also recognizes their 
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similar and interwoven histories and, thus, shared health disparities and protective factors 

(Evans-Campbell, 2008; Greenwood et al., 2015; Limb & Garza).  

Methods 

 Data sources. This systematic literature review was conducted using the Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines. Both 

primary reviewers, a public health doctoral candidate and a master’s in public health (MPH) 

student, are from AI communities. The third reviewer has a longstanding career leading 

community-based research in multiple AI communities. The following databases were selected 

to capture health and social sciences, humanities, education, and psychology: PubMed, ERIC, 

and PsycInfo.  

 Inclusion and exclusion criteria. To ensure a comprehensive search, the criteria for 

literature included in this review were broad and included the following: 1) topic areas: 

intergenerational NAI women’s interventions; NAI mother daughter interventions; and NAI 

early childhood, pre-adolescent, or after school programs; 2) target population: NAI, including 

AIAN, First Nations and Métis females under the age of 19 years and their mother or female 

caregiver; and 3) sources: peer-reviewed publications in the English language and published 

between 1990-2018; . Exclusion criteria were: 1) interventions that did not include 

intergenerational females or NAIs; 2) articles published prior to 1990; 3) cross-sectional profiles; 

and 4) interventions focused on psychological disorders or secondary data analyses.   

 Key terms for the literature search included the following, either independently or in 

combination with each other: 1) mother daughter, 2) dyad or dyadic, 3) intergenerational female, 

4) program, 5) maternal, 6) familial, 7) girl-centered, 8) intervention, 9) health, 10) 
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preconception, 11) best practice, 12) promising practice, and 13) health influence. The 

aforementioned words were also combined with commonly accepted variations and contractions 

of the following racial and ethnic terms: American Indian, Alaska Native, Native American, 

Indigenous, First Nations, or Métis (Hawkins et al., 2004).  

 Screening and data extraction. For the initial abstract scan, the two primary reviewers 

developed a Microsoft Excel data extraction spreadsheet that documented: search terms and 

strategy, article title, authors, publication year, journal, database, target population, behavior 

change targeted, and key findings. The primary reviewers discussed articles to be included in the 

full literature review and the third reviewer verified eligibility according to the inclusion criteria.  

 Data synthesis and analysis methodology. Given the research question and the diverse 

and primarily qualitative nature of the identified studies, review findings were described using a 

narrative synthesis (Popay et al., April 2006). After independent full article review, the primary 

two reviewers conducted a collaborative thematic analysis. Themes within and across articles 

were identified through an iterative process characterized by dot voting, discussion, and 

refinement. The primary reviewers used the dot voting method to categorize codes visually into 

groups and to organize codes into overarching themes and sub-domains. The dot voting method 

has been used to control for bias among reviewers through a democratic process and also as a 

strategic planning process whereby participants rank topics by hierarchy (Fallon, Smith, Morgan, 

Stoner, & Austin, 2008). 

 The third reviewer served as an interrater reliability check and was only engaged when 

there were divergent assessments from the primary reviewer dyad analysis. To minimize bias and 

increase analysis rigor, the third reviewer also conducted an independent thematic analysis. 
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When comparing themes to the first two reviewers, historical trauma was the only theme unique 

to the first two reviewers. 

Results 

 The first round of data extraction yielded 115 total articles based on abstracts: 25 were 

mother daughter interventions; 20 focused on AIAN populations; 2 on Canadian Indigenous; and 

2 on Native Hawaiians. After reviewers came to a consensus that new themes were not 

emerging, duplicate and articles that did not meet the eligibility criteria were eliminated from the 

full article review (Figure 4). Seven articles met the inclusion criteria and were included in the 

full article review.   

  
FIGURE 4. Data extraction process for identifying studies to inform AI mother daughter intervention 
development 
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Table 1 provides an overview of the seven articles included in the final review by NAI 

target population and locale, study type, and outcomes targeted.  

TABLE 1. Overview of articles included in literature review 

Author(s) Target Population and 
Locale 

Study Type Outcomes Targeted 

Cooper et al., 2019 First Nations and Métis 
caregiver-adolescent 
female dyads, Manitoba, 
Canada  

Intervention Identification of barriers to 
knowledge uptake and 
methods of improving 
knowledge translation 
materials  

Dalla & Gamble, 
1999 

Diné teenage mothers, 
Navajo Nation, New 
Mexico/Arizona 

Formative Identification of support 
agents and types of support 
received; experiences with 
interpersonal conflict 

Deyhle & Margonis, 
1995  

Diné mothers and 
daughters, Navajo 
Nation, New 
Mexico/Arizona 

Formative Identification of matrilineal 
network and mother 
daughter characteristics that 
affect Diné women’s school 
experiences 

Palacios, Strickland, 
Chesla, Kennedy, & 
Portillo, 2014  

Northwestern AI women 
who were teenage 
mothers 

Formative Types of mothering 
experiences and practices of 
former AI teenage mothers 

Wakewich, Wood, 
Davey, Laframboise, 
& Zehbe, 2016 

First Nations women, 
Ontario, Canada 

Formative Recommendations for 
addressing the challenges of 
women’s cervical cancer 
underscreening and elevated 
risk 

Walkup et al., 2009 Southwest AI parent-
child (age 0-3) dyads, 
Arizona 

Intervention Improved parenting 
knowledge, involvement, 
and maternal and infant 
outcomes 

Winer, Gonzales, 
Noonan, & 
Buchwald, 2016  

Hopi mother-adolescent 
girl dyads, Arizona 

Intervention Increased uptake in 
adolescent female HPV 
vaccination rates 
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Reviewers identified eight major themes across studies and categorized them into three 

areas: study design, data collection, and content (Table 2). The study design category had one 

theme: the application of participation action research (PAR) or community-based participatory 

research (CBPR) approaches. The data collection category had two themes: the use of qualitative 

methods and storytelling as data collection. The four content themes were: bridging historical 

trauma to healing; mothers as a major source of support; collectivist cultural values; and 

strengthening NAI interventions with cultural teachings.  

TABLE 2. Overview of themes by article 

 STUDY 
DESIGN DATA COLLECTION CONTENT THEMES 

PAR/CBPR 
Approaches 

Qualitative 
Data 

Collection 
Methods 

Data collected 
through stories  

Historical 
trauma* 

Maternal 
support 

Collectivistic 
culture** 

Cultural 
teachings** 

Cooper et al., 
2019 • • • • • • • 

Dalla & 
Gamble, 
1999 

 • • • • •  

Dehyle & 
Margonis, 
1995  

 • •  • • • 

Palacios et 
al., 2014  • • • • • • • 

Wakewich, 
Wood, 
Davey, 
Laframboise, 
& Zehbe, 
2016  

• • • • • •  

Walkup et 
al., 2009  •    •  • 

Winer, 
Gonzales, 
Noonan, & 
Buchwald, 
2016  

• •   •   

*Identified as a factor in NAI women’s health   ** Influenced actual or future intervention 
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Study design. CBPR and/or PAR methods. CBPR is a collaborative research approach 

that engages stakeholders throughout the process to address a community-driven issue 

“culminating in education and action for social change” (Wallerstein, Duran, Oetzel, & Minkler, 

2017). A variation of CBPR, PAR is a collaborative approach that focuses on promoting positive 

change, rather than “investigating or describing an issue” (Miller et al., 2015). Five articles 

discussed the use of CBPR or PAR approaches at various study stages (Table 2). Formative 

phase CBPR elements included: partnering with a community advisory board (CAB); piloting 

the study before a randomized controlled trial (RCT); implementing formal agreements or 

obtaining approval from community leaders; and providing an active control condition so that all 

participants in a RCT receive beneficial services (Palacios, Strickland, Chesla, Kennedy, & 

Portillo, 2014; Wakewich, Wood, Davey, Laframboise, & Zehbe, 2016; Walkup et al., 2009; 

Winer, Gonzales, Noonan, & Buchwald, 2016). CABs, which are composed of diverse 

stakeholders from the community and research team, provide feedback and guidance throughout 

the research process (Newman et al., 2011). CABs are increasingly common in tribal CBPR 

projects and are crucial for ensuring cultural protocol and humility throughout the research 

process (Whitewater et al., 2016). One study Principal Investigator (PI) was an AI female 

researcher who, because of a similar upbringing to her research participants, brought an emic 

perspective to the study (Palacios et al., 2014). This AI PI also selected her data collection 

method specifically for its cultural and philosophical alignment with NAI beliefs (Palacios et al., 

2014).   

CBPR and PAR elements during study design included research priority setting 

discussions with NAI communities and empowering study participants to define their 
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intervention workshop goals (Cooper et al., 2019; Lucero et al., 2018). Other study design CBPR 

elements were: creating educational content in collaboration with local tribal members and 

cultural advisors; and final review of all intervention content by community advisors and parents 

(Winer et al., 2016).  

During implementation and data dissemination stages, CBPR/PAR elements included 

capacity building (through employment and training of local staff) and ongoing consultation with 

a steering committee or CAB (Wakewich et al., 2016; Walkup et al., 2009). One study aimed to 

have a community co-author on all publications (Wakewich et al., 2016; Walkup et al., 2009). 

Maintaining transparency with communities was also salient to the CBPR process and, in 

addition to CAB meetings, included continuous community visits by researchers and 

encouraging participation from geographically isolated community partners through regular 

teleconferences (Wakewich et al., 2016).  

Data collection. Qualitative data collection methods. Focus groups and group-based 

discussion were common mechanisms for developing intervention activities, addressing research 

questions, and creating intervention content (Cooper et al., 2019; Wakewich et al., 2016; Winer 

et al., 2016). Focus groups, with their resemblance to Indigenous talking circles, were applied as 

an Indigenous research methodology and created a culturally appropriate environment for 

women to discuss sensitive subjects (Cooper et al., 2019; Wilson, 2008). Researchers used 

interviews primarily to understand contextual factors of teenage AI parenting, including: agency 

of support; social transactions; social context; conflict; and historical and cultural factors (Dalla 

& Gamble, 1999).  
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Storytelling as data collection. Storytelling is an Indigenous research method and 

culturally aligned approach to conducting research with NAI people (Kovach, 2009; Wilson, 

2008). Five of the seven studies integrated stories as a form of data collection (Table 2). In most 

studies, stories were embedded organically within responses to interview questions. Participants 

used stories to illustrate an underlying point or to provide context to their responses. For 

example, two research participants shared a creation story that conveyed the importance of 

women in traditional matriarchal society (Deyhle & Margonis, 1995). Their short narrative 

illustrated the complexity of Indigenous stories, intertwined with lessons, humor, teachings, 

values, and cautionary tales. Yet, through a simple short story, the researcher gleaned that 

women, especially mothers, are paramount to traditional society, revered within families, 

respected by men, and humorous in their teachings. 

Content themes. Bridging historical trauma to healing. All seven articles (Table 2) 

discussed the devastating, intergenerational effects of colonialism and historical trauma on NAI 

women's health. Historical trauma includes events “perpetrated on a group of people (including 

their environment) who share a specific group identity (e.g. annihilation or disruption to 

traditional lifeways, culture, and identity) with genocidal or ethnocidal intent (i.e. annihilation or 

disruption to traditional lifeways, culture, and identity)” (Walters, Beltran, Huh, & Evans-

Campbell, 2011; Walters, Mohammed, et al., 2011). This theme centered primarily on the 

intergenerational health effects of forced relocation into residential schools. Women in nearly all 

of the studies spoke of rampant abuse, disruption of Indigenous parenting, disintegration of 

matrilineal cultural teachings, stigmatization of the female body, and attempted elimination of 
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matriarchal societies as a result of residential schools (Cooper et al., 2019; Dalla & Gamble, 

1999; Deyhle & Margonis, 1995; Limb & Garza; Palacios et al., 2014; Wakewich et al., 2016).   

Participants in these studies, however, went beyond recollections of historical trauma by 

bridging their trauma to healing (Cooper et al., 2019; Dalla & Gamble, 1999; Palacios et al., 

2014; Wakewich et al., 2016). The boarding school experience in particular was acknowledged 

for its traumatic effects but also as a source of familial strength and resilience (Dalla & Gamble, 

1999; Palacios et al., 2014; Wakewich et al., 2016). Several women acknowledged the atrocities 

but also described their survival from a strengths-based perspective – as an impetus for healthy 

behaviors. Specifically, women transformed their survivorship into positive parenting methods 

so their children would not experience the same trauma (Cooper et al., 2019; Dalla & Gamble, 

1999; Palacios et al., 2014; Wakewich et al., 2016). In this respect, adult participants positioned 

historical trauma as a starting point for intergenerational healing, a source of resilience, and a 

foundational element for NAI women’s health interventions (Palacios et al., 2014; Wakewich et 

al., 2016).  

 Mothers as a major source of support. The most prevalent theme, appearing in seven 

articles (Table 2), emphasized mothers as an anchor of support and guidance throughout the life 

course (Cooper et al., 2019). Studies identified mother daughter relationships as pivotal in health 

decision making (Dempsey, Abraham, Dalton, & Ruffin, 2009; Mosavel, 2009; Mosavel & 

Thomas, 2009). Winer et al., for example, designed a study that leveraged mothers and daughters 

as "reciprocal health educators” (Winer et al., 2016). Ninety-seven (97) mother (or female legal 

guardian) daughter dyads were recruited to participate in a series of informal health education 

dinners. Despite significant limitations, mothers of girls who were not yet vaccinated increased 
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their daughters' vaccine uptake (Winer et al., 2016). This study supported the implementation of 

mother daughter dyadic approaches to public health issues in AI communities (Winer et al., 

2016).  

Maternal support was especially pronounced among matriarchal NAI people, such as the 

Diné, who revered female familial networks (Dalla & Gamble, 1999; Deyhle & Margonis, 1995). 

Female familial networks included mothers, daughters, grandmothers, aunts, cousins, and clan 

relatives (Dalla & Gamble, 1999; Deyhle & Margonis, 1995). Within these networks, sources of 

maternal support could include aunts or older female relatives.  

Palacios et al. described the nuances and context behind AI mothering (Palacios et al., 

2014). This study highlighted how AI mothering may evolve over the life span and how NAI 

interventions should be cognizant of this dynamic. “Mother hen” acknowledges that many NAI 

mothers grew up helping to parent their younger siblings and, thus, had been mothering their 

entire lives (Palacios et al., 2014). “Interrupted mothering and second chances” referred to 

mothers who leveraged second opportunities with their children and/or grandchildren to redeem 

past childrearing practices (Palacios et al., 2014). “Community mothering” described how NAI 

mothers provided maternal support to extended family members and other community youth 

(Palacios et al., 2014; Wakewich et al., 2016).  

 Collectivist cultural values. The concept of collectivism was most prominent in the two 

studies on Diné women (Dalla & Gamble, 1999; Deyhle & Margonis, 1995). Collectivism is 

identifying as part of a larger collective (i.e. tribe) and prioritizing the goals and well-being of 

the collective over individual gain (Triandis et al., 1993). Diné women were described as the 

caretakers of traditional society through matrilineal networks (Dalla & Gamble, 1999; Deyhle & 
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Margonis, 1995). According to these studies, this collective responsibility was a major reason 

why many Diné women: 1) were less likely to leave the reservation to pursue a higher education 

or employment; 2) encouraged their children to prioritize the family's economic survival over 

their own; 3) encouraged their adult children to return home; and 4) expected female kin to assist 

with childrearing and childcare (Dalla & Gamble, 1999; Deyhle & Margonis, 1995). Most 

importantly, collectivism was seen as a positive trait and a mechanism for family and cultural 

preservation.  

The collectivist theme was subtle in other articles. For example, a majority of Canadian 

Indigenous girls age 8 to 11 years answered the question, “Who Am I?” by drawing or writing 

their responses within their family or community setting (Cooper et al., 2019). Community 

mothering, which was described previously, was another example of collectivist cultural values 

(Palacios et al., 2014).  

Strengthening NAI interventions with cultural teachings. Research participants 

reaffirmed the validity of cultural teachings by: choosing art-based activities with the intent of 

prompting cultural knowledge sharing; using storytelling to describe intergenerational 

knowledge exchange; and answering research questions through stories (Cooper et al., 2019; 

Dalla & Gamble, 1999; Deyhle & Margonis, 1995). Participants selected activities that promoted 

cultural dialogue but were flexible enough for families to express their own beliefs (Cooper et 

al., 2019).  

Other research participants provided examples of how cultural teachings may inform or 

enhance health interventions in NAI communities. Cultural teachings can be taught in various 

ways; they can be explained explicitly, modeled through behavior, or shared through stories 
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(Dalla & Gamble, 1999; Deyhle & Margonis, 1995). The most prominent example of cultural 

teachings that may inform an intergenerational AI mother daughter intervention involved the 

four-day Kinaaldá (a rite of passage ceremony following a Diné girl’s menses)(Deyhle & 

Margonis, 1995). In discussing the Kinaaldá, Diné women highlighted cultural teachings around 

puberty, motherhood, matrilineal networks, courtship and marriage, kinship, and traditional 

society (Deyhle & Margonis, 1995). These teachings built resilience, instilled strength, promoted 

family cohesiveness, and reinforced the role of the woman within her family and community 

(Dalla & Gamble, 1999; Deyhle & Margonis, 1995).  

Cultural teachings were also used to interpret results (Palacios et al., 2014). Investigators 

used the dreamcatcher, a widely recognized NAI symbol, to interpret and disseminate their study 

results (Palacios et al., 2014). The four types of Indigenous mothering were integrated into the 

dreamcatcher to illustrate intersecting and dynamic relationships, as well as patterns among 

mothering styles (Palacios et al., 2014).  

Overall, cultural teachings were an important aspect of NAI health promotion activities in 

the studies reviewed. They were successfully applied across the research spectrum: solicited in 

the study design phase, utilized as intervention activities, and applied to interpret data.  

Discussion 

This narrative review employed systematic methods and three reviewers to examine 

promising practices or strategies of strengths-based, intergenerational interventions aimed at 

promoting female health in NAI communities. Multiple studies outlined how historical events 

have shaped NAI communities and why this should be a foundational element in designing 

intergenerational curricula. Many NAI health disparities, including high rates of substance abuse 
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and teenage pregnancy, are considered intergenerational ramifications of such events. This 

review highlights how various emergent intergenerational NAI interventions aim to restore 

protective health elements of pre-colonial life. Future AI mother daughter interventions should 

continue this culturally aligned practice by consulting elders and community members in 

addressing historical trauma and use strengths-based perspectives iteratively.  

 This review identified the promise for using collaborative CBPR/PAR approaches to 

tailor intergenerational female interventions to NAI populations. In the studies reviewed, CBPR 

and PAR elements ranged from CAB consultation to research participants designing their 

intervention workshops. Studies who employed participatory approaches prioritized intervention 

feasibility, cultural fit, and community engagement. The reviewed studies suggest a supportive 

environment where participants felt comfortable discussing intersectional issues unique to NAI 

women and children. Recommendations for applying CBPR/PAR approaches include: (1) 

collaboratively designing studies; (2) capacity building through the hiring and training of local 

staff; (3) providing beneficial services to control groups; (4) developing formal research 

agreements with the community; (5) consulting CABs as an ongoing resource; (6) community 

co-authors on publications; and (7) supporting the professional development of NAI 

investigators. These findings also suggest that AI mother daughter interventions apply 

CBPR/PAR approaches early and throughout the research process. 

Studies also demonstrated the importance of using qualitative data collection to identify 

the preferences of NAI intervention participants. Specifically, researchers conducted focus 

groups and interviews with mothers and daughters to design intervention content. Qualitative 

research methods were especially attuned to unique cultures and histories of NAI populations. 
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Collecting data on sensitive subjects, such as boarding school experiences, in a group-based 

format was more comfortable given the resemblance to traditional talking circles. This type of 

familiarity fostered a safe environment for data collection, while also facilitating emotional 

support among participants. 

 Qualitative research methods, including Indigenous research methodologies, provided 

processes for discovering effective approaches in NAI populations while also honoring life 

experiences. Indigenous research methodologies, such as storytelling, illustrated the complexity 

of peoples' lives and were especially powerful in communicating the intergenerational effects of 

historical trauma and colonization, a topic particularly difficult for Indigenous women to discuss 

(Palacios et al., 2014; Wakewich et al., 2016). It may therefore be advantageous for researchers 

to support storytelling as a data collection method or health education strategy in AI mother 

daughter interventions.  

 While the effects of historical trauma have been devastating to NAI families, the 

reviewed studies evidenced NAI women are turning this dark period of their collective history 

into a foundation for healing. Future mother daughter interventions can support the healing 

process by acknowledging the survivorship and collective resilience of NAI people. Findings 

suggest that mother daughter interventions emphasize the collectivist aspect of NAI people. 

Specifically, that NAI girls are descendants of survivors and part of an intergenerational healing 

process.  

 The nuances in Indigenous mothering, including community mothering and matrilineal 

networks, were additional, critical concepts that arose from this review. This fundamentally 

Indigenous belief, that a woman can parent beyond her biological children, can inform future 
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interventions that might otherwise restrict the maternal role to the biological mother. For NAI 

communities, the concept of community mothering can be applied to interventions in different 

ways. Interventions can acknowledge that children may have multiple females who play a 

maternal role despite not being biologically related. Thus, NAI youth interventions should 

consider broadening their eligibility criteria to include non-parental sources of support, such as 

aunts, adult sisters or cousins, and other influential adults in the child's life.  

 Although colonialism’s erosion of Indigenous values has been devastating for NAI 

communities, health promotion interventions have a unique opportunity to decolonize Western-

based research paradigms and revitalize what was nearly lost. Cultural teachings - whether 

shared through lived experiences, through an Indigenous framework, or a humorous story - 

convey life lessons in a way that is understood innately throughout "Indian Country." Fortifying 

cultural values increase protective factors, including family and cultural connectedness, against 

high-risk behaviors such as substance abuse, suicide, and teenage pregnancy (FitzGerald, 

Fullerton, Green, Hall, & Penaloza, 2017; Henson et al.; Tingey et al., 2016). NAI mother 

daughter researchers can strengthen interventions by collaborating with CABs and community 

members in identifying, adapting, and incorporating appropriate cultural teachings into 

interventions.   

 Limitations. A major limitation was the small sample size that met the search criteria (N 

= 7), with only 2 studies qualifying as mother daughter interventions. Despite this shortcoming, 

the research question was still addressed through formative studies included in this review. 

Validity of findings is also limited due to the heterogeneity of NAI nations. With over 550 

federally recognized tribes in the United States and over 600 First Nations groups in Canada, it is 
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not possible to generalize review findings to all NAI nations (McNally & Martin, 2017; Palacios 

et al., 2014). Review findings should be applied as guidelines for collaborating with NAI nations 

and should complement community-based research efforts, including the hiring of local staff and 

extensive cultural consultation. Finally, while this review focused on methodology, only two 

studies discussed intervention efficacy.  

Conclusion 

 This systematic review achieved the goal of identifying key methodologies and concepts 

to inform and strengthen mother daughter intervention development for AI communities. Despite 

the paucity of literature on NAI mother daughter interventions, the resulting 7 studies were dense 

with asset-based formative research findings. While the potential for CBPR or PAR approaches 

in NAI communities to improve health is a familiar theme, peer-reviewed literature 

acknowledging historical trauma and colonialism as Indigenous determinants of health are 

relatively emerging (McNally & Martin, 2017; Walls, 2008; Walls et al., 2013; Walls & 

Whitbeck, 2011). This review supports the inclusion of both historical trauma and decolonization 

through the application of Indigenous ways of knowing into public health intervention design 

and implementation. While risk factors may not be fully eliminated through NAI interventions, 

the reinforcement of the mother daughter bond can mitigate detrimental effects related to 

substance abuse and reproductive health.  

Most importantly, this review highlighted the key assets and protective factors inherent in 

NAI cultural teachings and etiquette. Indigenous peoples, with their collective resilience, 

matrilineal networks, communal mothering, stories, and ceremonies, have the cultural resources 
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to create healthier nations. The task for researchers is to collaborate with NAI communities to 

integrate cultural assets into health promotion strategies.
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CHAPTER 3: DINÉ (NAVAJO) FEMALE PERSPECTIVES ON MOTHER DAUGHTER 

COMMUNICATION AND CULTURAL ASSETS AROUND THE TRANSITION TO 

WOMANHOOD 

Abstract 

Introduction: American Indian (AI) cultural protective factors (“assets”) are increasingly 

supported in developing culturally grounded interventions. A 21-question cross-sectional survey 

was designed to identify Diné (Navajo) women’s cultural assets, perspectives, and teachings vital 

for developing a culturally grounded mother daughter intervention to prevent substance abuse 

and teenage pregnancy. Methods: Two hundred one (201) adult, self-identified AI women who 

reside on the Navajo reservation completed the survey between May and October 2018. 

Univariate descriptive analyses, chi squared, and fisher’s exact tests were applied. Results: 

Sixty-six percent of women admired their mother/grandmother most during puberty; 29% of 

women were 10-11 years old when someone first spoke to them about menses; and 86% felt their 

culture was a source of strength. Seventy percent (70%) would have liked to learn more about 

reproductive health when they were a teenager; 67% felt Diné mothers are able to provide 

reproductive health education; 51% reported having a rite of passage event, with younger age 

groups desiring a rite of passage event significantly more than older age groups. In two-choice 

responses, 37% of women chose father as a someone they admired most. Several women wrote-

in male relatives under multiple questions. Survey responses allude to a disruption of cultural 

practices due to historically traumatic events.  Conclusion: Survey findings highlighted cultural 

assets that strengthen AI girls’ transition to womanhood, including: the influence of extended 

family members during adolescence; supportive male figures; opportunities for cultural 

revitalization; and addressing historical trauma from a strengths-based perspective. 



 

 

52 

Introduction 

The collective resilience of American Indian (AI) peoples has ensured their survival 

through decades of forced removal and assimilation policies (Ore et al., 2016). Tribes have 

attributed much of this survival to a relational worldview that is steeped in spiritual practice, 

cultural teachings, and reciprocal relationships with the land, animals, and people (Friesen et al., 

2015; Kahn-John & Koithan, 2015). These AI cultural assets, if addressed appropriately, present 

a unique opportunity for prevention researchers to effectively address AI health disparities. 

Researchers recognize the promise in applying cultural assets to reduce AI health disparities. 

They are increasingly engaged in work that seeks to identify and build on these cultural assets to 

create strengths-based, culturally grounded interventions (Lane & Simmons, 2011; Marlatt et al., 

2003; Montag et al., 2017; Whitbeck et al., 2012; Whitewater et al., 2016).  To contribute to this 

strengths-based approach, a cross-sectional survey (“women’s health questionnaire”) was 

designed to identify AI women’s cultural assets, perspectives, and teachings vital for developing 

a culturally grounded mother-daughter intervention to prevent substance abuse and teenage 

pregnancy. This paper includes findings from the women’s health questionnaire completed by 

200 AI female adults. The questionnaire aims to identify protective cultural assets, community-

based perspectives, and foundational elements (e.g. target age, family support person, curriculum 

topics, and teaching methodology) critical for developing a culturally grounded mother daughter 

intervention. This survey is part of a formative community-based participatory research (CBPR) 

project at the Johns Hopkins Center for American Indian Health (JHCAIH), which includes 

focus groups, in-depth interviews/storytelling, and cultural consultation, that will 

comprehensively inform an AI mother daughter pilot intervention. 
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Background. The dual challenge of early substance use and teenage pregnancy are two 

of the most critical areas of concern for AI communities (Barlow et al., 2013). Adolescent 

substance abuse, in particular, has the potential to initiate cascading adverse consequences 

throughout the life course, including: violence, injuries, unintended pregnancy, sexually 

transmitted infections (STIs), physical or sexual assault, impaired adolescent brain development, 

suicide, and school dropout (Barlow et al., 2013; Cooper et al., 2019; Foster et al., 2003; Friese 

et al., 2011; Walls et al., 2013; Whitesell et al., 2014; Windle et al., 2008). This pattern is 

especially alarming as AI youth initiate substance use earlier than non-AI youth (Cooper et al., 

2019; Friese et al., 2011; Whitbeck & Armenta, 2015; Whitesell et al., 2014; Whitesell et al., 

2012). The impact of substance use is compounded for AI women as studies have shown that 

early substance use is closely linked to high-risk sexual behaviors among adolescent girls and, in 

turn, teen pregnancy (Barlow et al., 2013; Barlow et al., 2015; Chambers et al., 2016; de Ravello 

et al., 2014; Richards & Mousseau, 2012; Tingey, Chambers, Rosenstock, et al., 2017). Recent 

surveillance data indicate American Indian and Alaska Native (AIAN) females have higher STI 

(age 15 to 24 years) and teenage pregnancy rates than any other U.S. females racial/ethnic group 

(Barlow et al., 2013; Indian Health Service and Centers for Disease Control and Prevention, 

2018; Markham et al., 2015; Martin et al., 2018; Tingey, Chambers, Goklish, et al., 2017; 

DHHS, 2012; DHHS, 2014). 

Support for gender-specific and mother daughter approaches. Compared to boys, 

adolescent girls have higher rates of alcohol use, recreational prescription drug use, and 

methamphetamine use (Schinke, Fang, & Cole, 2009a). This is concerning since girls are at 

higher risk for substance dependence than boys (Schinke, Fang, et al., 2009a). In light of these 

findings, there is an increasing acknowledgement that motivating factors for high-risk behaviors 



 

 

54 

vary by gender (Walls, 2008; Walls et al., 2013; Westling et al., 2008; Whitbeck & Armenta, 

2015). For example, boys abuse substances for sensation-seeking, while girls turn to substances 

to boost their confidence, cope with stress, or control their weight (Schwinn, Schinke, et al., 

2016). Notably, healthy adolescent female development is more closely aligned with social 

connectedness compared to males (Belgrave, Chase-Vaughn, Gray, Addison, & Cherry, 2000; 

Chambers et al., 2016; Piller, Gibly, & Peled, 2019; Schinke, Cole, et al., 2009). Adolescent girls 

perceive themselves as “relational entities;” further suggesting that interventions aimed at 

preventing girls’ high-risk behaviors should explore relationship building activities (Belgrave et 

al., 2000). These documented gender-based differences support the implementation of gender-

specific approaches to preventing substance abuse and teenage pregnancy (Piller et al., 2019; 

Romo, Cruz, & Neilands, 2011; Schinke et al., 2011; Schwinn et al., 2014).  

Among females, mother daughter dyadic strategies are specifically supported because of 

their bilateral health influence and potential for sustained behavior change (Alhassan et al., 2018; 

Belgrave et al., 2000; Romo et al., 2011; Schinke, Cole, et al., 2009; Schinke, Fang, et al., 

2009b). Engaging mothers, the primary health educators of early adolescents, is a promising 

strategy in reducing adolescent girls’ early substance use and sexual behaviors (Aronowitz & 

Agbeshie, 2012; Grigsby, 2018; Hutchinson et al., 2003; Noone & Young, 2010; Schinke, Cole, 

et al., 2009; Schinke, Fang, et al., 2009b; Schinke et al., 2011). Family interaction theory and the 

risk and resilience framework, both foundational for parenting interventions, also support a 

nurturing mother-child attachment, parental monitoring, and positive parent-child attachment as 

protective and resilience factors to thwart substance abuse (Alhassan et al., 2018; Schinke, Cole, 

et al., 2009; Schinke, Fang, et al., 2009b; Windle et al., 2008). Specifically, mother- and parent-

child relationships that are characterized as nurturing and open to discussion of sensitive topics 
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are important for adolescent development (Alhassan et al., 2018; Boyd, Ashcraft, & Belgrave, 

2006).  

Culturally grounded mother daughter approaches in AI communities. Despite the 

increasing support for adolescent mother daughter interventions, there is a minimal literature on 

this dyadic strategy (Alhassan et al., 2018; Burkart, St Laurent, & Alhassan, 2017). The 

Indigenous mother-daughter relationship is an especially unique and unexplored locus of 

behavior change. A review of North American Indigenous (NAI) female intergenerational 

interventions only yielded 1 mother daughter dyadic interventions in AI communities (Richards 

et al., 2020; Winer et al., 2016) Moreover, to our knowledge, there is no literature describing 

methods for identifying and applying cultural protective factors to this type of dyadic 

intervention in AI communities. This gap in literature supports the need for culturally grounded 

mother daughter research that customizes intervention content to AI communities, engages 

community members in the design and implementation, and centers the intervention on cultural 

assets (Murdoch-Flowers et al., 2019; Okamoto et al., 2014).  

Informing a mother daughter intervention on the Navajo Nation. A mother daughter 

intervention reinforces the Indigenous value of a sustained mother-daughter attachment and 

cultural connectedness as a protective factor for health outcomes (Hamkins & Schultz, 2008; 

Henson et al., 2017).  This bond is especially pronounced among matrilineal tribes who honor 

women as keepers of cultural knowledge, kinship, and environmental resources (Kunitz & Levy, 

1988). Considering the dyadic approach’s congruence with matrilineal teachings, and AI 

adolescent health disparities, matrilineal AI communities provide an optimal environment for 

piloting a mother daughter intervention aimed at preventing substance abuse and teenage 

pregnancy.  
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 The Diné (Navajo), well-known as a matrilineal society, centers familial, community, 

kinship, and land resources around the mother-daughter relationship (Kunitz & Levy, 1988). 

This strong relationship, reinforced from all tiers of Diné society, provides reason to pilot a 

dyadic, mother daughter approach to improve women’s health and the health of future 

generations in Diné communities. 

Surveys were collected in 2 rural communities on the Navajo Nation (communities A and 

B), a tribe in the U.S. Southwest region. These two sites were selected because, in 2015, they 

hosted preliminary feasibility activities, including 2 focus groups and community advisory board 

(CAB) meetings, for the proposed mother daughter intervention. CABs are comprised of diverse 

community stakeholders who provide guidance and feedback throughout the study (Newman et 

al., 2011; Whitewater et al., 2016). The 2015 parent study activities were implemented to gather 

feedback on study design, target population, and formative research activities. Both communities 

have also maintained active JHCAIH research offices, with trained interventionists, for over 20 

years. 

With over 330,000 members nationwide, the Navajo Nation is the second most populated 

tribe (Navajo Division of Health Navajo Epidemiology Center [NDHNEC], 2013). 

Approximately 157,000 members (47%) reside on the Navajo Nation, which spans nearly 27,500 

square miles and stretches into Arizona, New Mexico, Utah, and Colorado (NDHNEC, 2013). 

The population of Community A and B are 9,300 and 8,000, respectively (NDHNEC, 2013). 

Community A and B are both approximately 92% American Indian and Alaska Native (AIAN) 

with 31% and 49% of each community falling below the federal poverty line, respectively (U.S. 

Census Bureau, 2010). Community A is 78 miles from the closest non-reservation city, which 

has a 2018 estimated population of 74,000 (U.S. Census Bureau, 2010). Community B is more 
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rural than Community A, with the nearest non-reservation city (population 22,000) located 90 

miles away (U.S. Census Bureau, 2010).  

This manuscript seeks to fill a gap in the literature and provide groundwork for the 

development of a culturally congruent intergenerational, female AI intervention to ensure a 

healthy transition to womanhood. Information gained from this study can be applied by AI 

communities and researchers to develop new, innovative approaches to improve health among 

Native peoples. 

Methods 

Eligibility and enrollment. To gather a diverse cross-section of the population, the 

JHCAIH field-based staff aimed to recruit 100 AI female respondents per site (200 total) at high-

traffic community events such as flea markets, grocery stores, and health fairs. Eligibility criteria 

were: age 18 years or older, self-identify as an AI female, and reside on the Navajo reservation. 

After confirming eligibility, and per approval by the ethical review entities, JHCAIH field-based 

staff trained in the protection of human subject obtained oral consent by reading a consent script 

aloud and ensuring comprehension by soliciting and answering questions. After both the 

respondent and a research team member signed the consent, the respondent then completed a 

paper- or tablet-based survey. Respondents were given a raffle ticket in exchange for their time. 

At pre-determined time intervals, the JHCAIH staff raffled off various health promotion, hygiene 

items, and local sports team incentives valued at $10-$30 each.  

Data collection and measures. The JHCAIH research team, including community-based 

interventionists, developed survey questions based on preliminary CAB recommendations. The 

21-question survey (Appendix A) was intended to explore the following content areas: female 

role (e.g. mother, grandmother, aunt, and/or sister), culture as a source of strength, Diné mother-
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daughter communication, frequency and characteristics of rite of passage events, communication 

around adolescence health, and feedback on proposed intervention content. The survey was 

piloted with 4 adult AI women at the two study sites. Based on pilot results and interventionist 

feedback, the survey was updated, and the final version was approved by the JHCAIH research 

team. 

The self-administered survey was administered as primarily paper-based (N=175), with a 

small number administered via tablet (N=25). Since the intent of the survey was not to establish 

causal relationships or to achieve external validity, a sample size of 200 AI women was 

considered feasible and appropriate. Validated measures were not used as the survey was 

exploratory, AI-culture specific, and formative in nature. The survey was created in Research 

Electronic Data Capture (REDCapä) and initially designed for both tablet- and paper-based 

administration.  Subsequently, the first data collection event offered both the tablet- and paper-

based options. JHCAIH field-based staff observed a strong preference for the paper-based format 

with only 25 women, all under age 60 years, choosing to take the tablet-based questionnaire. 

JHCAIH staff also favored a paper-based format for high-traffic data collection events as an 

adequate number of tablets were not available to meet the high volume of participant interest. As 

a result, future data collection events offered the remaining surveys (N=175) solely as paper-

based. Whereas, the tablet-based survey automatically populated the REDCapä database, the 

paper surveys were entered manually. One hundred percent of surveys were cross-checked with 

the REDCapä database for accuracy. The survey was administered to a total of 201 respondents 

at 6 events between May and December 2018. Of the 201 total respondents, 1 was excluded for 

not meeting the eligibility criteria, resulting in an analytic sample size of 200.  
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Statistical analysis. Univariate descriptive analyses, including frequencies and 

percentages, were conducted for each survey question. Chi squared tests for independence were 

used to test group differences with regard to community and age group. Fisher’s Exact test was 

used to test for independence if expected cell counts were less than 5. Significance was set at p ≤

0.05. All analyses were conducted in STATA, version 15.1 (StataCorp LP).  

 Ethics approval. This study and the survey were approved by the Johns Hopkins 

University Institutional Review Board and the Navajo Nation Human Research Review Board.  

Local and regional tribal government approvals were also obtained for participating 

communities. All research team members completed Collaborative Institutional Training 

Initiative (CITI) and Health Insurance Portability and Accountability Act (HIPAA) training prior 

to research activities.  

Results 

 Participant demographics. Participants ranged in age from 18 to 82 years, with a mean 

age of 44 ±	15.5 years.  Community B had slightly younger respondents with a mean age of 41.5 

years compared to Community A’s mean age of 46.5 years (Table 3). Women self-identified as 

mothers (48%), aunts (30%), older sisters (28%), grandmothers (19%), and/or all of the 

aforementioned (25%). Participant geographic distribution across communities was nearly equal, 

with 51% and 49% living closest to Communities A and B, respectively. Thirty-five percent of 

women identified as married, 32% as single, 20% indicated they were not married but had a 

partner, 8% were divorced, and 5% were widowed (Table 3).  
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TABLE 3. Demographic characteristics of participants, May - December 2018 

Characteristics N, (%) 

Total 200 

Age group (years)   
<20 1 (1%) 
20-29 42 (21%) 
30-39 44 (22%) 
40-49 30 (15%) 
50-59 36 (18%) 
60-69 28 (14%) 
70+ 9 (5%) 
Did not answer  10 (5%) 

Average ± SD 44 ± 15.5  
Which of the following describes you?a 

 

Mother 95 (48%) 
Grandmother 37 (19%) 
Aunt 59 (30%) 
Older sister 55 (28%) 
None of the above 3 (2%) 
All of the above 50 (25%) 

Marital Status 
 

Single 64 (32%) 
Not married but have partner  39 (20%) 
Married 69 (35%) 
Widowed 9 (5%) 
Divorced 16 (8%) 
Did not answer 3 (2%) 

Percentages may not equal 100 due to rounding. 
aMore than one answer allowed 

 
 Health communication around the transition to womanhood. When reflecting on who 

they admired most as a young girl, 72% of respondents provided 1 response (as requested). Of 

the single responses, 42% indicated their mother, 24% chose their grandmother, 11% chose their 

older sister, 8% selected their aunt, 7% indicated other, and 6% indicated their father (Table 4). 

Of the 27% who gave two or more responses, the following figures were chosen as one of their 

answers: mother (81%), grandmother (57%), aunt (39%), father (37%), older sister (31%), close 

friends (17%), and other (4%). Of the 14 “Other” write-in responses, 3 respondents identified 
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their brother, 2 respondents identified their grandfather, 2 indicated their family or “all of the 

above,” 2 people identified themselves, 2 people identified a teacher/counselor, 1 person 

identified their “Anglo foster parents,” 1 person identified their cousin, and 1 person did not 

write-in a response.  

Nearly 30% of women indicated they were 10-11 years old when someone first spoke to 

them about their menstrual period (Table 4). Eighteen percent recalled having this discussion at 

12-13 years old, 15% were 8-9 years old, 12% were younger than 8 years old, 9.5% were 14-15 

years old, and 4.5% indicated 16 years or older. Approximately 11% could not recall and 1.5% 

did not answer this question. Although women in Community A reported this discussion at a 

slightly younger age, the difference between community responses was not significant.  

A majority of women (60%) recalled feeling comfortable talking to their mother around 

the time of their menses (Table 4). Nearly one-third (31%) were not comfortable talking to their 

mother around the time of their menses and 8% preferred not to answer the question. Of those 

who were not comfortable talking to their mother (N=62), 24% were most comfortable talking to 

their sister, while others were most comfortable speaking with their grandmother (13%), no one 

(13%), aunt (8%), non-relative (e.g. dorm aide or friend’s mother, 8%), cousin (5%) or male 

relative (5%).  
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TABLE 4. Health communication and role models during the transition to womanhood 
 

N, (%) 

When you were a young girl (8-11 years old), who did you 
look up to most? (Circle one.) 

 

One response (N=144) 
 

Mother 61 (42.4%) 
Father 8 (5.6%) 
Grandmother 34 (23.6%) 
Older sister 16 (11.1%) 
Aunt 12 (8.3%) 
Friends 3 (2.1%) 
Other 10 (6.9%) 

Two or more responses (N=54)a  
 

Mother 44 (81.5%) 
Father 20 (37.0%) 
Grandmother 31 (57.4%) 
Older sister 17 (31.5%) 
Aunt 21 (38.9%) 
Friends 9 (16.7%) 
Other 4 (7.4%) 

How old were you when someone first spoke to you about 
your period?  

 
200 

Younger than 8 years old 24 (12.0%) 
8 – 9 years old 30 (15.0%) 
10 – 11 years old 58 (29.0%) 
12 – 13 years old 36 (18.0%) 
14 – 15 years old 19 (9.5%) 
16 years old or older 9 (4.5%) 
I don’t remember 21 (10.5%) 
Did not answer 3 (1.5%) 

Remembering back to when you had your first period, did 
you feel comfortable talking to your mother about what you 
were going through? 

 
 
200 

Yes 120 (60.0%) 
No 62 (31.0%) 
Prefer not to answer (or not applicable) 16 (8.0%) 
Did not answer 2 (1.0%) 

a27% of respondents circled more than 1 answer  

 Cultural assets during the transition to womanhood. A vast majority of women (86%) 

felt their Diné culture was a source of strength (Table 5). Most women (51%) reported having a 

rite of passage event/celebration (e.g. traditional puberty ceremony, church-related blessing, 
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family celebration) when they had their menses; 45% did not have an event, and 4% preferred 

not to answer (Table 5). Of those who had a rite of passage event/celebration, 93% indicated it 

was a traditional ceremony (i.e. Kinaaldá is the Diné female puberty ceremony). Community B 

had significantly more affirmative rite of passage event/celebration responses than Community A 

(Table 5, p=0.005). Of those who did not have a rite of passage event (N=90), 50% wished they 

did, 29% did not wish they did, 8% preferred not to answer this question, and 8% erroneously 

answered this question (i.e. they participated in a rite of passage event and, therefore, did not 

follow the question skip pattern correctly), Anecdotally, several respondents cited financial 

barriers to rite of passage participation, emphasizing that such ceremonies can be costly.  
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TABLE 5. Cultural assets during puberty: results by community, N (%) 
 

Total Community A Community B p-value 

Total 200 102 98 
 

 
 

   

Do you see your Diné culture as a source 
of strength?  

 
  

0.82 

Yes 172 (86%) 87 (85%) 85 (87%) 
 

No 11 (6%) 5 (5%) 6 (6%) 
 

Prefer not to answer 12 (6%) 7 (7%) 5 (5%) 
 

Did not answer  5 (3%) 3 (3%) 2 (2%) 
 

 
 

   

Remembering back to when you had 
your first period, did you have a rite of 
passage ceremony or celebration?   

 
  

0.005 

Yes 101 (51%) 40 (39%) 61 (62%) 
 

No 90 (45%) 56 (55%) 34 (35%) 
 

Prefer not to answer 7 (4%) 4 (4%) 3 (3%) 
 

Did not answer 2 (1%) 2 (2%) 0 (0%) 
 

 
 

   

If you did have a rite of passage 
ceremony/celebration (n=101), what 
type did you have (circle all that apply):a  

101 40 61 
 

Traditional 94 (93%) 39 (98%) 55 (90%) 0.16 
Modern 4 (4%) 0 (%) 4 (7%) 0.15 

Church-related 7 (7%) 2 (5%) 5 (8%) 0.70 

Other celebration 1 (1%) 1 (2%) 0 (0%) 0.40 
 

 
   

If you did not have a rite of passage 
event (n=90), do you wish you did? 

90 56 34 0.18 

Yes 45 (50%) 24 (43%) 21 (62%) 
 

No 26 (29%) 18 (32%) 8 (24%) 
 

N/A 7 (8%) 5 (9%) 2 (6%) 
 

Prefer not to answer 9 (10%) 8 (14%) 1 (3%) 
 

Did not answer 3 (3%) 1 (2%) 2 (6%) 
 

Percentages reflect column totals and may not equal 100 due to rounding. 
aPercentages reflect column totals and do not equal 100 due to allowance of multiple answers.  
 

Although rite of passage event/ceremony occurrence generally appears to be more 

frequent among younger age groups (Table 6), differences by age group were not significant 

(p=0.36). Of those who did not have a rite of passage event but wished they did, 29% were age 

20-29 and 30-39 years, respectively; 16% were age 40-49 years, 4% were age 50-59 years, and 
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18% were age 60 or older (Table 6). The difference between age group responses was significant 

(p=0.025) with younger generations wishing they had a rite of passage event more frequently 

than older age groups.  
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TABLE 6. Cultural assets during puberty: results by age group, N (%) 

Percentages reflect column totals and may not equal 100 due to rounding. 
aPercentages reflect column totals and do not equal 100 due to allowance of multiple answers. 

 
 Age group (years)  

Total <20 20-29 30-39 40-49 50-59 60-69 70+ p-value 
Do you see your Diné culture as a source of 
strength? 200 1 42 44 30 36 28 9 0.94 

   Yes 172 (86%) 1 (100%) 33 (79%) 39 (89%) 27 (90%) 31 (86%) 25 (89%) 7 (78%) 
 

   No 11 (6%) 0 (0%) 4 (10%) 1 (2%) 2 (7%) 2 (6%) 1 (4%) 0 (0%) 
 

   Prefer not to answer 12 (6%) 0 (0%) 3 (7%) 3 (7%) 1 (3%) 2 (6%) 2 (7%) 1 (11%) 
 

   Did not answer 5 (3%) 0 (0%) 2 (5%) 1 (2%) 0 (0%) 1 (3%) 0 (0%) 1 (11%) 
 

Remembering back to when you had your first 
period, did you have a rite of passage ceremony or 
celebration?  200 1 42 44 30 36 28 9 0.36 

   Yes 101 (51%) 1 (100%) 26 (62%) 21 (48%) 12 (40%) 21 (58%) 12 (43%) 3 (33%) 
 

   No 90 (45%) 0 (0%) 16 (38%) 22 (50%) 16 (53%) 12 (33%) 14 (50%) 6 (67%) 
 

   Prefer not to answer 7 (4%) 0 (0%) 0 (0%) 1 (2%) 2 (7%) 2 (6%) 2 (7%) 0 (0%) 
 

   Did not answer 2 (1%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 1 (3%) 0 (0%) 0 (0%) 
 

If you did have a rite of passage 
ceremony/celebration, what type did you have 
(circle all that apply):a 

101 1 26 21 12 21 12 3 

 

   Traditional 101 (51%) 1 (100%) 25 (96%) 21 (100%) 9 (75%) 19 (90%) 11 (92%) 3 (100%) 0.2 
   Modern 90 (45%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 2 (10%) 2 (17%) 0 (0%) 0.13 
   Church-related 7 (4%) 0 (0%) 2 (8%) 0 (0%) 3 (25%) 2 (10%) 0 (0%) 0 (0%) 0.21 
   Other celebration 2 (1%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 1 (33%) 0.042 
If you did not have a rite of passage event, do you 
wish you did? 90  

0 16 22 16 12 14 6 0.025 

   Yes 45 (50%) 0 (0%) 13 (81%) 13 (59%) 7 (44%) 2 (17%) 6 (43%) 2 (33%) 
 

   No 26 (29%) 0 (0%) 2 (12%) 4 (18%) 6 (38%) 7 (58%) 5 (36%) 1 (17%) 
 

   N/A 7 (8%) 0 (0%) 0 (0%) 1 (5%) 0 (0%) 2 (17%) 3 (21%) 1 (17%) 
 

   Prefer not to answer 9 (10%) 0 (0%) 1 (6%) 4 (18%) 2 (12%) 1 (8%) 0 (0%) 1 (17%) 
 

   Did not answer  3 (3%) 0 (0%) 0 (0%) 0 (0%) 1 (6%) 0 (0%) 0 (0%) 1 (17%) 
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 Perceptions of mother daughter reproductive health communication. Seventy 

percent (70%) of women indicated they would have liked to learn more about puberty, 

reproductive health, and relationships when they were a teenager (Table 7). A majority of 

respondents (67%) felt that Diné mothers and grandmothers are able to teach their children and 

grandchildren about pregnancy, women’s reproductive health, and relationships (Table 7). Of 

those who responded otherwise (i.e. “no,” “not sure,” or “prefer not to answer”), 26% percent 

indicated Diné mothers and grandmothers do not know how to talk about these sensitive topics; 

17% pointed out that such topics are “taboo” to talk about; 15% felt Diné mothers and 

grandmothers do not know enough about these topics to be able to teach them; 12% indicated 

“Other,” and 8% felt talking about these topics will encourage sexual activity (Table 7). “Other” 

write-in responses were: “language barrier” (N=2), “all of the above,” “biased,” “they [Diné 

mothers and grandmothers] may be embarrassed to talk about [sensitive topics],” “they [Diné 

mothers and grandmothers] need to be comfortable enough to [talk about sensitive topics],” and 

“uncertainty how to approach topic.” None of these responses differed significantly by 

community or by age group.  
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TABLE 7. Perceptions of mother daughter reproductive health communication 
 

N (%) 

Would you have liked to learn more about puberty, reproductive 
health (women’s body parts and how babies are made) and 
relationships when you were a teenager? 

 

 
200 

Yes 139 (70%) 
No 33 (16%) 

I don't know 24 (12%) 

Did not answer 4 (2%) 

Do you feel that Diné mothers/grandmothers are able to teach their 
children/grandchildren about pregnancy, women’s reproductive 
health and relationships? 

 

 
200 

Yes 134 (67%) 
No 32 (16%) 

Not sure 24 (12%) 

Prefer not to answer 5 (2%) 

Did not answer 5 (2%) 

If no, why not?a 66 

They do not know enough about these topics to teach their 

children/grandchildren 
10 (15%) 

They do not know how to talk to their children/grandchildren 

about these topics 

17 (26%) 

These topics are taboo to talk about 11 (17%) 

Talking about these topics will encourage them to have sex 5 (8%) 

Other 8 (12%) 

a Denominator based on the number who responded “no”, “not sure”, or “prefer not to answer” to 

previous question (n=66)  

  
 Mother daughter intervention health topics. The JHCAIH research team reviewed pre-

existing mother daughter curricula and compiled topics to be included in the mother daughter 

program. As cultural and community experts, the CAB further informed/confirmed the fit of the 

suggested curriculum topics. These topics were presented in the survey to assess Diné female 

preferences for curriculum topics and 6 domains of significant and relevant topics 

preferred/suggested by the participants are presented. A vast majority (greater than 95% for each 

topic) felt that all of the suggested topics should be taught (Table 8).   
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TABLE 8. Preference for suggested curriculum topics 

Additional recommended topics were: 

incorporating Diné cultural teachings 

and female etiquette; identifying 

physical, sexual, mental, and emotional 

abuse; domestic violence and sexual 

assault prevention; gender-specific 

developmental differences; suicide 

prevention; mental health awareness; self-care and personal hygiene; importance of physical 

activity; how to seek help; goal-setting; planning for the transition to womanhood; bullying 

prevention; and recognizing abusive behaviors in relationships. Other general suggestions were 

value-based, including “being happy,” “treating people the way you want to be treated,” and 

“self-respect.”  

 Suggested cultural elements varied, including: teaching about K’e (i.e. Diné clan system 

and identity); language revitalization; traditional gender roles; womanhood teachings; respecting 

elders; and teachings on the four sacred mountains. Diné womanhood teachings, or cultural 

etiquette, referenced teachings that girls receive during the Kinaaldá, including: dressing 

modestly, corn meal grinding, running, and the responsibilities of Diné women.  

Approximately 61% of respondents provided at least 1 answer for the teaching 

methodology part of questions 15 through 21. Of those who answered “yes” to the first part of 

each question and selected 1 response for preferred teaching methodology, most (50% - 74%) 

respondents recommended teaching each topic to girls and caregivers in 1 group. These results 

Should this be taught in the program? Yes [N (%)] 

Healthy eating and cooking 198 (100%) 

Healthy relationships and communication  197 (100%) 

STI prevention 185 (95%) 

Reproductive health 190 (98%) 

Cultural teachings 185 (99%) 

Drug/alcohol prevention 190 (99%) 
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should be interpreted with caution as JHCAIH staff observed several respondents having 

difficulty in understanding the teaching methodology questions 15 through 21.  

Discussion 

 Support for an intergenerational, extended family approach. This survey achieved 

the goal of identifying cultural assets, perspectives, and formative information vital for 

developing a culturally grounded intergenerational AI mother daughter program. Survey results 

confirm that the Diné women surveyed strongly value matrilineal networks, specifically the bond 

between girls and their mothers, grandmothers, aunts, and older sisters. While the results 

confirmed a strong mother-daughter bond, survey respondents struggled to select only one 

source of support during adolescence. Analysis of both single and multiple responses to this 

question revealed that women admired their mothers the most but also looked up to their 

grandmothers, aunts, fathers, and older sisters. While a majority of women (61%) were 

comfortable talking to their mother around the time of their menses, nearly a third of respondents 

(31%) felt most comfortable talking to their older sister or grandmother during this transitional 

time. These findings reinforce a fundamentally Indigenous belief that childrearing is not 

restricted to the parents but, rather, is a role undertaken by the entire extended family (Palacios et 

al., 2014). Thus, these results support the recommendation that mother-daughter interventions 

include extended family members who play a supportive role.  

 Intervening in early adolescence. With nearly one-third of women recalling their first 

menstrual discussion at 10 and 11 years old, results confirmed CAB recommendations for the 

intervention target age. The CAB previously recommended intervening with 9 through 11-year-

old girls, reasoning that younger girls were highly influenced by their female relatives, highly 
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receptive to health education and cultural teachings, and mature enough to understand 

reproductive health information. CAB members pointed out that girls between 9 and 11 years are 

at least peripherally aware of impending puberty and, thus, receptive to health education. These 

findings further support research that supports early adolescence as a critical time for 

establishing healthy behaviors that persist throughout the life course (Raphael, 2013; Sawyer et 

al., 2012; Whitesell et al., 2014).  

Supporting female caregivers as health educators. Nearly 70% of women felt that 

Diné mothers and grandmothers are able to teach their children and grandchildren about 

pregnancy, women’s reproductive health, and relationships. Although affirmative responses by 

age group were not significantly different, there was a general trend among younger women to 

respond “yes” to this question: 20-29 years (79%), 30-39 years (66%), 40-49 years (67%), 50-59 

years (58%), 60-69 years (71%), and 70 years and older (56%). These findings further support a 

mother daughter approach and suggests that interventions support female caregivers in their roles 

as health educators. Researchers can do this by providing caregivers with communication tools 

and/or other resources.  

 Male sources of support during puberty. Male support during the transition to 

womanhood was also a prominent theme. When given the opportunity to write-in responses, or 

when “father” was an answer option, several women selected their father, brother, or grandfather 

as the person they most admired and/or felt comfortable speaking. Other write-in responses, such 

as cousin, counselor and teacher, did not specify gender but may have also been male figures. 

Findings suggest that Native girls’ health interventions should include male sources of support. 

This key finding aligns with research of supporting positive father engagement as “critical to the 
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healthy social, emotional, and academic outcomes of children at all stages of development” 

(Henry, Julion, Bounds, & Sumo, 2019). This inclusion can be implemented by recruiting male 

caregivers and/or by conducting lessons with male sources of support. Reinforcing male sources 

of support during adolescence has been shown to improve children’s self-esteem, lower 

depression, and reduced substance use, during a critical development phase (Bireda & Pillay, 

2018; Sağkal, Özdemir, & Koruklu, 2018). Indigenous fatherhood initiatives recommend male- 

facilitated, group-based support groups (Henry et al., 2019; Oster, Bruno, Mayan, Toth, & Bell, 

2018). Thus, survey findings also indirectly support the inclusion of male health educators to 

facilitate AI girls’ health interventions with male sources of support.  

 Support for culturally grounded curricula and programming. Survey results strongly 

support the integration of cultural teachings into AI mother-daughter interventions. Nearly 9 out 

of 10 survey respondents viewed their culture as a source of strength and felt that cultural 

teachings should be taught in the proposed girls’ health program. Most importantly, there was an 

increasing trend of desire for traditional rite of passage ceremonies among younger age groups. 

Of those who did not have an event, younger age groups (age 20-39) wished they had a rite of 

passage event significantly more than older women. These trends may be indicative of broader 

cultural revitalization momentum and further support the implementation of culturally grounded 

curricula.  

Disruption of culture due to government assimilation policies still has a profound impact 

on Diné women’s transition to womanhood (Brave Heart et al., 2016; Long & Curry, 1998). 

Some write-in responses revealed that women were in off-reservation boarding schools during 

their menses and, without their mother, they confided in dorm aides, teachers, sisters, or cousins. 
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For other boarding school survivors, there was no one to confide in about puberty. This 

disruption in Diné parenting suggests that not all Diné women received reproductive health 

education. Therefore, mother daughter interventions should provide fundamental reproductive 

health education to both mothers and daughters.  

While the devastating effects of government assimilation efforts cannot be easily 

reversed, researchers have an opportunity to acknowledge these events from an asset-based 

perspective. AI mother-daughter interventions can discuss collective survival as a source of 

resilience (Allen et al., 2006; Henson et al., 2017; Leonard, 2008). AI girls can draw strength 

from their inherited resilience, thus, understanding their role in an intergenerational healing 

process. Further, researchers can contribute to cultural revitalization and promote cultural 

protective factors by promoting intergenerational bonding and by incorporating cultural elements 

into interventions (Allen et al., 2006; Henson et al.; Ore et al., 2016).  

In analyzing rite of passage participation by age, participation dropped sharply from the 

age groups 50-59 years to 40-49 years and resumed the increase in subsequent age groups (Table 

4). This period of stagnant ceremonial participation, or women born between 1969 and 1978, 

coincided with the resurgence of federal assimilation policies (Miller, 2010). During this period, 

the federal government focused on assimilating AI into mainstream society, providing over 

31,000 AIs with incentives for relocation to urban areas (Philp, 1985). It was not until the 1978 

American Indian Religious Freedom Act (AIRFA) and the Indian Child Welfare Act (ICWA) 

were passed that AI ceremonies were decriminalized and the forced removal of AI children to 

boarding schools or non-AI families through adoption ceased (Irwin, 1997). These prominent 
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policy changes in AI history may partially explain why rite of passage participation drastically 

reduced between 1949 and 1978.  

Limitations. The primary limitations were the small sample size of respondents and the 

specificity of the tribe. However, given the formative nature of the survey, the sample size was 

sufficient to address the research question. External validity is also limited due to the population-

specific survey and the heterogeneity of AI tribes. With over 550 federally recognized tribes in 

the U.S., generalization of review findings to all AI tribes is not possible (Palacios et al., 2014). 

Findings are limited to the Diné and, potentially, other regional and/or matrilineal tribes. 

Despite piloting the survey with 4 women, survey design errors were discovered during 

data collection and analysis. Several write-in responses listed male sources of support during 

early adolescence, which highlighted a survey design bias toward female sources of support. 

Since the survey did not include male sources of support as answer options, it is possible the 

impact of male influences was masked or minimized and should be further explored.  

Skip pattern errors may have also attributed to survey design error. Instructions to skip 

questions could have been more explicit (i.e. bold, underlined, and/or highlighted) and related 

skip pattern questions could have been placed on the same page to minimize confusion. The 

survey was initially designed to be administered via tablet, which minimizes skip pattern error, 

and may have not adequately adapted for a paper-based format.  

Recall and response biases, as well as memory recall error, were also potential limitations 

(Graham, Catania, Brand, Duong, & Canchola, 2003). With a mean age of 44 years, many 

women were asked to reflect on experiences from over 30 years prior. Recall bias and memory 

recall error due to telescoping (i.e. inaccurately assigning memories from one time period to 
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another) are both potential limitations (Graham et al., 2003; Song, 2007). Participant response 

and/or social desirability biases were also potential limitations as the respondents may have felt 

certain responses were socially desirable or favored by the research team.  

Conclusion 

To our knowledge, this is the first cultural asset survey to inform the development of a 

culturally aligned mother-daughter intervention in AI communities. Evidence-based research, 

while rigorously evaluated, often does not account for the numerous cultural assets and 

protective factors embedded within AI culture. Survey findings highlighted several cultural 

assets that contribute to AI girls’ transition to womanhood, including: the influence of extended 

family members during adolescence; supportive male figures; elements of cultural revitalization; 

and addressing historical trauma from a strengths-based perspective. These cultural assets can 

complement existing substance abuse and teenage pregnancy prevention methodologies to 

provide a culturally grounded preconception health intervention for AI girls.   

While AI nations are heterogenous in their worldview and rite of passage practices, there 

are commonalities, especially around Indigenous parenting and survival of historical trauma, that 

emerged in this survey. It is our hope that other Indigenous nations recognize their cultural assets 

in our findings, and it catalyzes further formative processes to “Indigenize” public health 

solutions within AI communities. 
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CHAPTER 4: IDENTIFYING CULTURAL ASSETS TO STRENGTHEN AN 

INTERGENERATIONAL DINÉ (NAVAJO) GIRLS’ HEALTH INTERVENTION  

Abstract 

Introduction: U.S. Native nations, like many Indigenous Peoples, have protective health factors 

embedded in cultural teachings (“cultural assets”). While studies have promoted culturally 

grounded interventions, there is a dearth of evidence on content for designing such interventions. 

This study addresses the knowledge gap by identifying cultural assets that may strengthen an 

intergenerational AI mother daughter intervention. Methods: Focus groups and in-depth 

interviews were conducted with 28 American Indian (AI) women age 8 years and older (N = 21 

≤ 25 years; 7 > 25 years) who live on, or are from, the Navajo Nation. Indigenous research 

methodologies, including Indigenous storywork and the Hozhó Resilience Model, were applied 

to inform the development of data collection tools and to frame qualitative analysis. Results: 

Key themes were: 1) preserving the Diné way of life; 2) cultural assets related to being a strong 

and healthy Diné woman; 3) matrilineal networks and female kin as a source of strength and 

pride; 4) historical trauma as a source of strength and resilience; 5) male influences as protective 

health factors; 6) “western” education as a measure of success; and 7) navigating conflicting 

beliefs. Conclusion: This study identified cultural assets that may strengthen a culturally 

grounded Indigenous mother daughter program and demonstrated how Indigenous research 

methodologies can be effectively applied to formative research processes. Findings from this 

study provide a foundation from which the research team can collaborate with cultural advisors 

in developing the proposed mother daughter program. This study demonstrated how cultural 

assets and Indigenous research methodologies can be applied as foundational elements for 

empirically based substance abuse and reproductive health prevention strategies.  
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Introduction 

With 574 federally recognized tribes throughout the United States (U.S.), American 

Indian/Alaska Native (AIAN) peoples comprise approximately 1% (AIAN alone) to 2% (AIAN 

alone or in combination with other ethnicities) of the overall U.S. population (Norris, Vines, & 

Hoeffel, 2012; U.S. Bureau of Indian Affairs [BIA], 2020; U.S. Census Bureau, 2019a, 2019b). 

The AIAN population is also relatively young with 42% under the age of 24 years, compared to 

34% for U.S. all races (National Congress of American Indians [NCAI], 2020; DHHS, 2018). 

AI/AN youth, age 15 to 24 years, have pervasive health inequities ranging from early substance 

use and suicidal ideation to early sexual initiation and sexually transmitted infections (STI) 

(Balis & Postolache, 2008; Stanley et al., 2018; Subica & Wu, 2018; Tingey et al., 2018; Tingey 

et al., 2019; Whitbeck et al., 2012). These disparities are especially concerning because they may 

serve as precursors to high risk behaviors in adulthood such as substance use disorders (Stanley 

et al., 2018; Tingey et al., 2018; Whitesell et al., 2014). AIs experience complex health related 

risk factors and health disparities. Adolescence is a pivotal developmental phase ideal for health 

promotion activities/interventions. Interventions offered during adolescence have potential to 

promote healthier life trajectories (Raphael, 2013; Sawyer et al., 2012; Whitesell et al., 2014). 

US Native nations, like many Indigenous Peoples, have protective health factors 

embedded in cultural ceremonies, teachings, and healing practices (Henson et al., 2017; Kahn-

John, 2014; Martin & Yurkovich, 2014; Pu et al., 2013). Increasingly, prevention science 

researchers are acknowledging these protective factors by developing culturally grounded, asset-

based approaches to address AI adolescent health disparities (Cyril, Smith, Possamai-Inesedy, & 

Renzaho, 2015; Marlatt et al., 2003; Pollard, Hawkins, & Arthur, 1999; Pu et al., 2013; Stanley 

et al., 2018). Cultural connectedness, specifically, is a protective factor against several mental 
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and behavioral risks (Chandler & Lalonde, 2008; Henson et al., 2017; Hodge & Nandy, 2011; 

Kahn-John, 2014). Adolescent AI cultural connectedness is “any aspect of an adolescent’s life 

that is uniquely influenced by his or her connection and/or engagement with his or her tribal 

culture” (Henson et al., 2017). While studies have promoted cultural connectedness through the 

development of culturally grounded interventions, there is a dearth of evidence on content for 

designing such interventions (Dickerson et al., 2020; Sasakamoose et al., 2017).  

This study addresses the knowledge gap by identifying cultural assets that may strengthen 

a culturally grounded, intergenerational AI mother daughter (“parent study”) intervention. The 

parent study will be designed to prevent substance abuse and teenage pregnancy through a 

dyadic intervention with 9 - 11-year-old AI girls and their adult female caregivers. The focus 

groups and in-depth interviews/storytelling (“interviews”) implemented in this formative study 

aim: 1) to identify cultural assets around the transition to womanhood that may strengthen the 

parent study pilot intervention; and 2) to better understand Diné female (age 8 and older) 

experiences around the transition to womanhood. Filbert and Flynn (2010) define cultural assets 

as “collective resources that enable ethnocultural groups to maintain their identities over time 

and experience more positive outcomes” (p. 561). For AI nations, these assets include values, 

beliefs, and practices that are entrenched in coming of age ceremonies, traditional stories, and 

other cultural teachings.  

Indigenous research methodologies. Indigenous research methodologies, specifically, 

storytelling as data collection and the application of an Indigenous wellness model were applied 

to achieve study aims. Storytelling has long been an AI pedagogical method for passing down 

cultural teachings and oral history to younger generations (Hodge et al., 2002; Palacios et al., 

2015). Indigenous storywork, or using stories to educate others, acknowledges storytelling as a 
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valuable form of cultural preservation, health promotion, and data collection (Archibald, 2008; 

Palacios et al., 2015). This study applied Indigenous storywork by designing the interview data 

collection tool as an “interview/storytelling guide” and by encouraging participants to respond by 

share stories.   

The Hozhó Resilience Model (HRM), a Diné health and wellness model, with culturally 

relevant attributes informed the development of data collection tools and was applied as a 

framework for data analysis. The HRM (Figure 5) explains the interdependent elements that 

comprise the Diné (Navajo) wellness philosophy (Kahn-John, 2016; Kahn-John & Koithan, 

2015). Hozhó “is a state of ultimate physical, mental, spiritual, community, and universal 

wellness” and is a guiding philosophy for Diné people” (Kahn-John, 2016). Hozhó promotes 

FIGURE 5. Hozhó Resilience Model (modified) 

Internal factors:  

• Discipline 

• Respect 

External factors:  

• Relationship 

• Reciprocity 

• Thinking 

Existential factor:  

• Spiritual 
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living in accordance with natural laws that protect the Diné from illness and harm (Kahn-John, 

2016). The HRM has six essential attributes - relationship, reciprocity, thinking, discipline, 

respect, and spirituality - that are positioned within 3 culturally-relevant domains: harmony, 

respect, and spirituality (Figure 5) (Kahn-John, 2010, 2016; Kahn-John & Koithan, 2015). The 

harmony domain, which includes relationship, reciprocity, and thinking attributes, emphasizes 

the influence of external factors (e.g. relationships with others and the environment) on health 

and wellness; the respect domain acknowledges how the Diné emphasize (self-) discipline and 

(self-) respect to live a healthy lifestyle; and the spirituality domain emphasizes the importance 

of spiritual strength gained through participation or belief in spiritual activities (Kahn-John, 

2010, 2016).  

Five of the research team members, including the Principal Investigator (PI), are Diné 

female tribal members. We acknowledge our positionality as Diné female researchers and, 

throughout the paper, use possessive terms (i.e. “we,” “our”) to include ourselves in Diné 

collective references.  

Methods 

Setting. This formative study was conducted on the Navajo Nation and/or with AI 

women who are from the Navajo Nation. The Navajo Nation is the largest federally recognized 

land-based tribe in the United States and nearly 60% of tribal members reside on the Navajo 

Nation, which lies in Arizona, New Mexico, Utah, and Colorado (Chinle Health, 2017; Sutcliffe 

et al., 2019). As a matrilineal culture, Diné (Navajo) people promote a close, lifelong mother 

daughter bond and position familial, community, kinship, and land resources around the mother 

daughter relationship (Hamkins & Schultz, 2008; Kunitz & Levy, 1988). This strong mother 

daughter relationship, reinforced by all tiers of Diné society, provides reason to pilot a mother 
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daughter intervention in Diné communities. The study protocol was approved by local and 

regional tribal approving agencies, the local school board, the Navajo Nation Health Research 

Review Board (NNHRRB), and the Johns Hopkins Institutional Review Board (IRB). 

Eligibility and recruitment. Eligible focus group and interview participants were self-

identified AI females age 8 and older who live, work, or are from the Navajo Nation. While the 

target population was Diné females, we broadened the criteria such that Diné tribal enrollment 

was not perceived as a requirement to participate. As a small subgroup, former Miss Navajo 

Nation titleholders were intentionally recruited because of their rich cultural knowledge. As 

ambassadors for the Navajo Nation, former titleholders are significant cultural resources who 

aim "to promote the preservation of [Diné] language, culture, and tradition […]” (Miss Navajo 

Nation Council, 2017). 

Recruitment flyers emphasized that participants will be asked questions relating to 

Indigenous girls’ health and wellbeing and that results may inform a culturally grounded, 

strengths-based Indigenous girls’ health program. Women were recruited from various stages of 

life to reflect upon perceptions relevant to the intervention target age(s), as well as perceptions of 

their evolving cultural wisdom.  

Focus group flyers were disseminated to community advisory board (CAB) members 

who, in turn, referred eligible participants and/or recommended community events as sources of 

recruitment. CABs, which are common in community-based participatory research, are 

comprised of diverse community partners who provide guidance and input throughout the study, 

especially around cultural protocols (Newman et al., 2011; Whitewater et al., 2016). The school 

board granted permission to recruit youth focus groups participants from local schools. A 

research team member conducted brief presentations in individual classrooms, during grade level 
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meetings, and flyers were sent home with students. Interested parents were encouraged to contact 

the research team or to visit an informational booth at upcoming family event nights. Young 

adult (age 18-25 years) women focus group participants were recruited through flyers at the local 

tribal college. Interviewees were selected based on engaged focus group participation. The 

mother/grandmother interviewee was specifically recruited by the research team based on her 

cultural knowledge and engagement as a CAB member. All participants received a $10-$25 

Walmart gift card.  

Focus group and interview/storytelling guide development. Data collection guides 

were developed based on CAB input, HRM attributes, and feedback from (2) 2015 preliminary 

focus groups. The 2015 focus groups were part of the parent study and were implemented to 

gather feedback on study design, target population, and formative research activities. The adult 

focus group guides consisted of 25 open-ended questions. All guides were designed to identify 

cultural assets around the transition to womanhood that may inform the parent study; interviews 

offered a more in-depth exploration of these assets than previously conducted focus groups. All 

guides were designed to be inclusive of each of the 6 HRM attributes and the interviews took 1 - 

1.5 hours. Guides were designed to be inclusive of each of the 6 HRM attributes. Adult focus 

group and interview/storytelling guides asked about the following: 1) role models and support 

system during puberty; 2) sources of strength and exploring the role of culture as a source of 

strength; 3) goals for daughters/granddaughters, cultural rite of passage perceptions, and 

understanding the Diné mother daughter relationship; and 4) recommendations for the mother 

daughter intervention. Youth focus group guides condensed to 12 open-ended questions with age-

appropriate language adaptation and asked about role models, sources of support, goal setting, 

peer influence, rite of passage, and recommendations for the mother daughter intervention.  
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Qualitative research facilitation and implementation. Five research team members, all 

Diné tribal members trained in qualitative research methods, facilitated the focus groups and in-

depth interviews. Prior to each data collection event, written informed consent was obtained for 

adult participants, as well as written parental consent and youth oral assent for minor 

participants. Each session was audio-recorded using a digital recorder. Adult focus groups were 

conducted at a centrally located conference room and all youth focus groups and interviews were 

conducted in a school classroom. Adult interviews were conducted at the participant’s office or 

home. 

Data analysis. All focus group and interviews were recorded and transcribed verbatim. 

Less than 10 minutes of interviews and focus groups were in the Diné language. Audio 

recordings were translated and transcribed from English and/or Diné to English. All transcripts 

were imported into MaxQDA (VERBISoftware, 2019), a qualitative analysis software. Two 

research team members, including the PI, each coded an identical sample of 2 focus groups and 2 

interview transcripts using a values, beliefs, and attitudes (VBA) approach to identify overall 

themes and develop a codebook (Saldana, 2015). The codebook was developed through an 

iterative process where the 2 research team members reached a consensus of overall thematic 

definitions, inclusion/exclusion criteria, and exemplars (Saldana, 2015). Using the codebook, the 

PI coded the remaining transcripts and amending the codebook to include additional codes as 

needed.  

Subthemes were assigned to corresponding HRM attributes and domains. Preliminary sub 

themes and codes were presented at 3 CAB and/or cultural stakeholder meetings to assist with 

cultural interpretation and to determine appropriateness of cultural integration into the 
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intervention. As a quality check, the final list of themes, subthemes, and HRM attributes was 

submitted to the original focus group and interview/storytelling facilitators for feedback.  

Results 

Five focus groups were conducted between January and February 2018 and six interviews 

were conducted between March and August 2018. The focus 

group age groups were: 8-10, 11-13, 14- 17, 18-25, and 

mothers/grandmothers (Table 9). One person was 

interviewed from each age group (except from the youngest 

group). Two interviews were with former Miss Navajo 

titleholders and one interviewee was a culturally 

knowledgeable mother/grandmother who did not participate 

in a focus group.  

 The following themes emerged: 1) preserving the 

Diné way of life; 2) cultural assets related to being a strong 

and healthy Diné woman; 3) matrilineal networks and 

female kin as a source of strength and pride; 4) historical 

trauma as a source of strength and resilience; 5) male 

influences as protective health factors; 6) “western” 

education as a measure of success; and 7) navigating conflicting beliefs (Table 10). 

Focus Groups (FG) 

Participant group No. of 
participants 

Mother/grandmother 4 

8 – 10 years 5 

11 – 13 years 4 

14 – 17 years 3 

18 – 25 years 6 
Total FG 

participants: 22 

In-Depth Interviews/Storytelling 
(IDI) 

Former Miss Navajo 2 

Mother/Grandmother 1 

11 – 13 years 1 

14 – 17 years 1 

18 – 25 years 1 

Total IDI 
participants: 6 

Total participants: 28 

TABLE 9. Overview of participants 
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 TABLE 10. Overview of major themes and subthemes 

Theme Definition Subthemes HRM attributes  
Preserving the 
“Diné way of 
life” 

Diné values, attitudes, and 
beliefs that instilled strength; 
positively affected health, 
and/or whose preservation 
was valued.  

Language as a source of pride; language revitalization; stories that promote 
healthy behaviors; intergenerational learning; cultural teachings; K’e 
(kinship); running as a physical and spiritual practice; connection to land; 
ceremonies; and other references to the “Diné way of life;” preserving Diné 
values or Hozhó; Diné identity as a source of strength or pride. 

• Relationship 
• Reciprocity 
• Thinking 
• Discipline 
• Respect 
• Spirituality 

Cultural assets 
related to being a 
strong and 
healthy Diné 
woman 

Values, attitudes, or beliefs 
related to being a strong and 
healthy Diné woman and/or 
matriarch.  

Virtues and characteristics of Holy beings; Kinaaldá (rite of passage) 
teachings; hair as symbolic of strength and organized thoughts; weaving as 
a source of strength and oral history; preparing traditional foods; keeping 
the home fire; presentation of self as a reflection of parenting; valuing 
independence but also respecting male roles; and self-respect.   

• Relationship 
• Reciprocity 
• Discipline 
• Respect 
• Spirituality 

Matrilineal 
networks and 
female kin as a 
source of 
strength and 
pride 

Drawing strength/resilience 
from a matrilineal network 
(mother, grandmother, sister, 
aunt, and/or other female kin). 

Aunts/grandmothers/sisters as caregivers; learning lessons from female kin; 
female kin as sources of support; community mothering. 

• Relationship 
• Reciprocity 
• Respect 
 

Historical 
trauma as a 
source of 
resilience 
 

References to historical events 
as traumatic but also a source 
of familial strength. 

Forced removal to boarding/residential schools, negative effects from 
colonialism, work-related relocation to urban areas, and family stories about 
“The Long Walk.” 

• Relationship 
• Thinking 
• Discipline 
• Respect 
• Spirituality 

Male influences 
as protective 
health factors 
 

References to positive male 
influences in their life or the 
lives of their 
children/grandchildren. 

Positive male role models, men as cultural teachers; Diné male leaders; 
raising respectful Diné men; men as protectors of the home; Uncles using 
humor to teach lessons; male supporters during womanhood ceremony; 
Uncles/grandfathers as fathers. 

• Relationship 
• Spirituality 

 

“Western” 
education as a 
measure of 
success  

References to attaining a 
“western” education as vital 
for success . 

Prioritizing good grades and/or personal professional development; earning 
a college degree, role models who have achieve academic success; career 
goals that require college degree; college degrees equating to earning 
potential and, thus, self-sufficiency.  

• Relationship 
• Thinking 
• Discipline 

 
Navigating 
conflicting beliefs  

References to conflicting 
spiritual or religious beliefs 
within self or among family. 

Navigating belief systems when family has conflicting religious and/or 
tribal beliefs  

• Relationship 
• Thinking 
• Respect 
• Spirituality 
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Preserving the Diné way of life. Participants discussed how health was strongly 

influenced by Diné cultural teachings and natural laws that protect our people from illness. While 

this paper cannot adequately capture all of the components that encompass the “Diné way of 

life”, this overarching theme broadly includes non-gender-specific cultural values, attitudes, and 

beliefs (“cultural assets”) that women credited with strengthening their overall health and that 

may be adapted for a girls’ health intervention.  

K’e is a core Diné teaching that establishes relationships, or kinship, based on clan 

identity (Bluehouse & Zion, 1993; Wilson et al., 2019). K’e was a prominent subtheme that 

women described as central to their identity, a source of pride, and essential for establishing 

kinship and courtship boundaries. K’e taught women that they are rarely isolated when they can 

establish kinship with others. Using kinship terms for addressing relatives further reinforced this 

relationship. Within the HRM, this aspect of K’e emphasizes the significance of relationships 

and identifies the obligation and prioritization of reciprocity among relatives. 

Women also shared stories about clan-related strengths that they strived towards and felt 

empowered to uphold. One young woman inherited natural leadership abilities from her clan: 

“Kiiyaani’s are like, I guess they would say are natural born leaders. […] That type of thing 

helps me in my position right now.” Another young woman expressed her pride in belonging to 4 

water clans and how that strengthened her. Most women expressed pride in simply knowing all 

of their clans and how that was a reflection of their cultural upbringing. Within the HRM, this 

aspect of K’e influenced the way women thought about themselves as well as their thoughts 

towards others.  
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Older women were especially concerned about the younger generations’ lack of clan 

identity and the impact on traditional courtship practices. K’e prohibits courtship within the same 

clan and participants raised with this cultural knowledge expressed surprise when their peers did 

not know their clans. One participant commented:  

 If I would want to be in a relationship [I need] to make sure I'm not basically dating my 

own cousin because I have one friend that her parents are both the same clan, and I'm just 

like did they ever tell each other their clans before actually dating? 

Within the HRM, these perceptions are most closely related to the relationship and discipline 

attributes. Women were taught to discipline themselves around several “rules of behavior,” 

including asking a potential partner their clans and to respect that kinship by not courting.  

Many participants also remarked on the strong link between culture and the natural 

environment and how younger generations are less exposed to the natural environment than ever 

before. The natural environment was a setting in which women forged closer bonds with their 

families and with themselves. They accompanied their grandmothers in identifying plants for 

common ailments and in learning how to dye sheep wool (later used for weaving). Women also 

discussed physical fitness as a way to connect with the land and included traditional activities, 

such as: gathering plants for medicine, sheep herding, and corn grinding. A well-known Diné 

teaching is to run towards the sunrise as a form of prayer and gratitude (Kahn-John, 2010). 

Elements of physical fitness expressed by participants align with the HRM attributes of 

spirituality, respect, and discipline. 

Women described the Diné language as a source of pride, a cultural goal for those not 

fluent, and the cornerstone of Diné culture. Women were proud that Diné people are known for 
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having a strong grasp of our language and ceremonies, often discussed in tandem. Within the 

HRM, language establishes kinship (relationship), enabling ceremonial participation 

(spirituality), instilling pride (respect), and requiring discipline to learn.   

Another common theme was community parenting, or the fundamental Indigenous belief 

that family members are expected to parent beyond their own children (Palacios et al., 2014).  In 

this study, community parenting included grandmothers, aunts, uncles, older cousins, and 

grandfathers. Women discussed how community parenting provided them with an expanded 

support system, especially when their biological parents were not physically, emotionally, or 

spiritually able to provide for their wellbeing. Grandparents were an important part of the 

community parent structure. Beyond caregiving, grandparents were described as role models and 

knowledge keepers who prided themselves in their storytelling ability. Since intergenerational 

teachings varied widely, this theme encompassed all attributes of the HRM.  

Finally, preserving the Diné way of life meant passing on cultural and ceremonial 

teachings to younger generations. Many women commented on how cultural knowledge, which 

varied widely among participants, instilled a sense of pride and identity in them. Further, a lack 

of cultural knowledge and identity was thought to have a negative impact on youth. A former 

Miss Navajo Nation explains, “I know through experience, and then as a social worker, I have 

seen where the younger tribal members, it really hurts them if they don't have their Native 

American identity.” This statement was symbolic of a pervasive sadness among participants, 

both introspective and towards others, at not having access to cultural teachings. Women were 

highly receptive to cultural teachings in a contemporary format (i.e. community programs) and 

were inspired by the resurgence of cultural interest among younger generations.   
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 Cultural assets related to being a strong and healthy Diné woman. In addition to 

general cultural teachings, women gave several female-specific examples of natural laws and 

cultural etiquette that ensured they would be a strong and healthy Diné woman. Several of these 

teachings were learned during a Kinaaldá ceremony. The Kinaaldá, or women’s rite of passage 

ceremony, is traditionally a 4-day ceremony whose purpose is to celebrate the initiation to 

womanhood and to pray for a healthy life (Yazzie, 2018). These female-specific cultural assets 

include: the significance of tying hair in a tsiyéél (traditional bun), keeping the home fire, corn 

grinding or preparing traditional foods, dressing modestly to respect self, and early morning 

running. While many women received these teachings during their Kinaaldá, others learned them 

from female relatives.  

 Women of all ages were taught that they were a reflection of their upbringing and family. 

They were encouraged to dress modestly, which symbolized respect for self, and to understand 

the significance and symbolism around traditional dress. Women were encouraged to maintain a 

clean environment to show respect for themselves and gratitude to the Holy Ones. Within the 

HRM, these values were related to respect, relationship, reciprocity, and spirituality.  

 Diné women also valued self-respect, self-reliance, and independence. There was a deep 

respect for the men but also an emphasis on the ability to care for oneself. One grandmother 

explained, “At an early age I knew about self-sufficiency, that I needed to be independent, that I 

can't rely on someone else to do for me, and that anything is possible.” Within the HRM, these 

values were emblematic of self-respect, thinking, and discipline.  

Matrilineal networks and female kin as a source of support. Women of all ages turned 

to their female relatives (“matrilineal network”) as a source of strength, pride, and education. 
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While most women confided in their mothers around puberty, others turned to their 

grandmothers, aunts, older sisters, or female cousins for health education and support. Girls often 

relied on their matrilineal network for information on reproductive health, ceremonies, 

relationships, and achieving their goals.  

 Participants overwhelmingly chose female family members as their primary role models. 

Younger girls, especially, credited their older female relatives for teaching them “how to be a 

lady” and for demonstrating how to achieve their goals. One young girl describes her admiration: 

“"I want to be like [my aunt] - I want to push myself to do things that I can't normally do, and 

actually go over and beyond my achievements that I want to do.”  

 Most importantly, women expressed pride in their matrilineal network. An older woman 

talked about her grandmother with pride:  

 When I see my grandmother, I look at her face and the crevices of her skin and the way 

she dresses and the way she talks and what she does, it makes me proud to be a Navajo. 

[…] That's where I come from. 

This type of reverence for older female relatives, rooted in pride and resilience, was common 

across all age groups.  

Historical trauma as a source of resilience. Historically traumatic events - such as the 

forced removal of Indigenous children to distant boarding schools, incentivized adult relocation 

to urban areas, and The Long Walk - were usually discussed within the context of their 

intergenerational consequences (i.e. substance abuse and mental illness). The Long Walk (1863 – 

1866) was when the U.S. government forcibly marched thousands of Diné people from Canyon 

de Chelly, Arizona to Fort Sumner, New Mexico, a distance of 400 miles (Lee & Cajete, 2014). 
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Many women acknowledged the consequences associated with these traumatic events, such as 

difficulty expressing emotion, disrupted cultural practices, and punitive parenting practices 

(learned from boarding school). However, women frequently connected their (or their ancestors’) 

survival of these events as being a source of pride, strength, and resilience. A former Miss 

Navajo Nation explained, “I think when you know what has happened before you, just like 

knowing that we were in prison at one time, at Fort Sumner, that keeps that determination to 

move on and that we can't give up.” Another former Miss Navajo Nation shared a family story 

that strengthens her:  

I really remember my grandmother teaching me that. It all related back to the story of 

how her great, great grandmother […] was taken to Fort Sumner and she was able to 

weave in exchange for food by the soldiers. That's how she was able to keep her family 

alive through that. My grandmother said that, because of her, we are here today. That 

carries our strength […] 

Participants shared similar stories of their families were negatively impacted by historical trauma 

but, more importantly, how their survival is a source of strength and motivation. In terms of 

HRM attributes, historical trauma impacted: relationships; perceptions on how to move forward 

(thinking); motivation to reach goals (self-discipline); respect for self and family; and spirituality 

as a source of strength and healing.  

Male influence as a protective health factor. Many women talked about their male 

relatives as an integral part of community parenting; they were positive role models, confidantes, 

cultural teachers, protectors, and supporters. The positive impact of male influence was described 

primarily within 3 attributes of HRM: respect, relationship, and spirituality. Many women 
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credited their fathers, grandfathers, and uncles as their cultural teachers (spirituality). When 

reflecting on their rite of passage ceremony (spirituality), women often expressed pride in having 

their uncles, brothers, and fathers as supporters. In terms of courtship, male relatives often 

exemplified how a future partner should respect women (respect and relationship). Men instilled 

strength in their female relatives through their presence, humor, support, and love. Positive male 

influence factor was a frequently recurring and embedded theme woven throughout focus 

groups, stories, and interview responses.  

“Western” education as a means for achieving success. While a “western” education 

was the means for achieving success, success itself was expressed as someone who provided for 

their family economically and emotionally. When asked to describe a successful person, younger 

women often referenced student-athletes, both high school and collegiate, as well as veterans, 

active military, local leaders, and college graduates. Older women tended to describe success as 

someone who balances family, education, and work. For all women, a successful person was 

someone that could provide for their family but was also present and supportive. One young girl 

described her role model:  

I mainly looked up to my mom because […] she's a very good person, and she's just 

someone I would like to be, having a job, and having a house, and also as being 

successful. And she finished up college. Even though she had three girls, she still went 

back to school. And I just want to be successful like that. 

Young girls frequently expressed a desire to earn scholarships, either through athletics or 

academics. They idolized student athletes for their discipline and perseverance but also for their 

ability to earn college scholarships. Within the HRM, these perceptions of “western” education 
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are most closely related to relationship, thinking, and discipline attributes. Success relates to the 

ability to provide for others (relationship), as well as thought (thinking) processes and self-

discipline required to attain educational goals. 

 Older women (mothers/grandmothers and former Miss Navajo Nation titleholders) also 

described success as someone who contributes to cultural sustainability and community 

wellbeing. One former Miss Navajo emphasized the need to “be articulate in both the western 

world and Navajo” as a means of strengthening parenting, serving our Diné people, and ensuring 

cultural survival.  

Navigating conflicting beliefs. A final pervasive theme was that women of all ages are 

currently, or have had, to navigate conflicting religious, spiritual, and/or tribal beliefs. Among 

older women (age 55 years and older), this theme predominantly related to a conflict between 

Christian and traditional beliefs. Older grandmothers often related their Christian beliefs to 

forced relocation into Christian boarding or residential schools (Brave Heart & DeBruyn, 1998). 

Younger grandmothers and older mothers (age 45 and older) attributed their Christian beliefs to 

the government urban relocation program or the “Mormon placement program.” Urban 

relocation refers to a period when the U.S. government incentivized American Indian adult 

relocation to urban areas for employment and/or job training (Chadwick & Stauss, 1975). The 

Mormon placement program refers to a period from approximately 1940 through 1960 when 

Diné children were placed in the Church of Jesus Christ of Latter-Day Saints (LDS) member 

homes, often hundreds of miles away from their families (Garrett, 2016). Remnants of both the 

boarding school era and the Mormon placement program still persist, with generations of Diné 

people navigating a wide spectrum of cultural, spiritual, tribal, and Christian beliefs.  
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 In contrast, younger women discussed navigating beliefs within the context of tribal or 

ethnic differences. Many young girls and women discussed belonging to multiple tribes and/or 

ethnicities, with each cultural/ethnic group having their own belief systems. One 18-25 year old 

focus group participant explained her struggle with conflicting beliefs:   

 I always felt torn because my [Tribe A] relatives would say, "Oh, you don't need that 

[ceremony] done. You should just come over here and you don't need to do it on your 

[Tribe B] side." […] I stopped doing things [Tribe A] way about maybe six years ago 

now. I just do everything like my [Tribe B] way now. 

Other young women described successfully balancing between multiple tribes and ethnicities. 

However, regardless of belief systems, young women expressed a strong interest in and 

receptiveness to cultural teachings.  

 Within the HRM, navigating conflicting beliefs was most closely related to relationship, 

thinking, spirituality, and respect attributes. Balancing of conflicting spiritual and/or religious 

beliefs affects relationships with self and others, particularly within families; thought processes, 

or how one perceives the world; internal spiritual beliefs and participation in spiritual practices; 

and respect for self, others, and others’ beliefs.  

Discussion and Application 

 Women of all ages responded with values, perspectives, and beliefs that can be integrated 

into an Indigenous intergenerational mother daughter program. While many of the teachings 

were rooted in traditional cultural beliefs, women applied them in their everyday lives. This 

contemporary application of traditional teachings was crucial since many of our participants fell 

on a wide spectrum of belief systems; ranging from bicultural competence, or the “the ability to 
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function effectively in two cultures without losing one's cultural identity or choosing one culture 

over the other,” to exclusively practicing one set of beliefs (Kulis, Wagaman, Tso, & Brown, 

2013; LaFromboise, Albright, & Harris, 2010). This contemporary application implied that, 

regardless of belief systems, women were receptive to and “personalized” cultural teachings. 

Regardless of belief systems, including formal religion, participants of all ages valued the 

preservation of Diné culture and highlighted key cultural teachings that can be integrated into a 

mother daughter program. Women discussed cultural elements that can be reintroduced and 

reinforced through the mother daughter program. K’e, for example, can be introduced early in 

the intervention by ensuring that dyads learn their clans and teaching them how to introduce 

themselves in Diné. Girls can learn about clan identity and how to establish kinship with others. 

As several participants discussed, women often take pride in clan-based characteristics and these 

elements can be incorporated into lessons on K’e. Group-based activities can empower 

participants to introduce themselves in Diné and establish kinship with other mother daughter 

dyads. K’e teachings can gradually progress to learning kinship terms, clan strengths, and 

understanding cultural courtship practices.  

 Cultural courtship practices, or the prohibition of dating within one’s clan, were one of 

several natural laws discussed as protective health factors. Other natural laws that may be 

applicable to the mother daughter program included: working diligently while the sun is up 

(work ethic), going to sleep soon after the sunset and rising to greet the sun (healthy sleep 

patterns), praying early in the morning (spirituality/mindfulness), maintaining a clean home 

(gratitude and positive thinking), having a positive mindset, and no “horseplay” with the other 

gender after menses (respect).  
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 Similarly, the program can aim to rekindle a relationship with the natural environment 

through outdoor learning activities such as walking lessons and collecting plants for medicine. 

Running and walking can also be a group-based activity, accompanied by cultural teachings on 

running as a form of prayer, self-respect, connection to environment, and gratitude. Cultural 

speakers can demonstrate how to plant corn and harvest corn pollen to use during morning 

prayers. Other outdoor learning opportunities should also be explored with a CAB and other 

community partners.  

 Women also emphasized the importance of intergenerational teachings, especially 

storytelling, as an Indigenous epistemology (Archibald, 2008; Palacios et al., 2015). By dyadic 

design, the mother daughter program will promote intergenerational knowledge exchange 

between girls and their adult caregivers. However, the program can also promote 

intergenerational discussion through at-home activities. Many sensitive curriculum topics, such 

as reproductive health and substance abuse prevention, may be broadly discussed with the health 

coach but expanded upon during home-based discussion. This methodology enables discussion 

around cultural- and family-specific intergenerational teachings. The program may also 

encourage intergenerational teachings through group-based cultural lessons from elders, with 

topics ranging from: seasonal storytelling and preparing traditional foods to understanding 

traditional dress and cultural values.  

 Language revitalization was another cultural element that women valued. While levels of 

Diné language fluency ranged widely among our participant sample, there was a general 

consensus that language was a source of strength and pride. Younger women, especially, 

expressed a strong desire to learn the language. The mother daughter program can help to 
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address this gap in fluency by incorporating the Diné language into the curriculum and by 

promoting language revitalization resources.  

 The importance of cultural values, such as self-respect, hard work, and self-reliance, was 

another prominent theme among participants. Women were either taught to value a hard work 

ethic, self-respect, and self-reliance, and/or they admired these traits in their role models. The 

mother daughter program can reinforce these cultural values by discussing how traditional dress, 

keeping the home fire, maintaining a clean home, and self-care are all expressions of self-

respect. Specifically, women mentioned goal setting as requiring hard work and self-reliance. 

While most goals were based on obtaining a “western” education, the mother daughter program 

can promote physical, cultural, and other health-related goals.  

 Responses also suggest that the program present historical trauma from an asset-based 

perspective. By addressing historical trauma as the root cause of many health inequities, girls 

may better understand our people’s hardships and their vital role in an intergenerational healing 

process (Brave Heart & DeBruyn, 1998). Moreover, women suggested that Diné survival from 

historical trauma models resilience and may motivate girls to reach their goals. The mother 

daughter program can reinforce that Diné girls are descendants of survivors and, as such, are 

born into a legacy of strength and resilience.  

 Part of being a strong Diné woman is acknowledging the complementary and supportive 

role that men play in women’s health. Women in this study were keenly aware of their male 

relatives’ role as protective health influencers and supporters. It behooves women’s health 

programs, therefore, to explore methods of engaging male relatives in Indigenous health 

promotion efforts (Brave Heart, Elkins, Tafoya, Bird, & Salvador, 2012). Existing fatherhood 
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initiatives, for example, suggest that men respond favorably to group-based, male-facilitated 

health education sessions (Bronte-Tinkew et al., 2007). The mother daughter program should, 

therefore, consider lessons for male sources of support and including male facilitators. Findings 

support additional research to design Indigenous father-child and father-daughter initiatives that 

strengthen the protective father-child bond (Bireda & Pillay, 2018; Sağkal et al., 2018).  

 This study also demonstrated the benefits of applying Indigenous research methodologies 

to develop data collection tools and as a framework for thematic analysis. By ensuring that data 

collection tools incorporated each HRM attribute, the research team empowered participants to 

share cultural assets from a holistic Diné perspective. Applying this framework reminded 

participants that our traditional concept of wellness extends beyond the absence of illness and is 

constantly shifting balance between spiritual, physical, mental, emotional, and relational 

elements. Whereas we applied the HRM to thematic analysis, this same application can also be 

used to guide curricular development and evaluation. Applying the HRM as a guiding framework 

for curricular development can ensure that wellness outcomes are addressed holistically and from 

within a Diné worldview. Each lesson can indicate which HRM attributes are being addressed in 

the lesson and, in turn, evaluation measures can be selected or adapted to address each domain of 

the HRM.  

 Lastly, having a research team composed largely of Diné women was also a facilitating 

factor in identifying cultural assets. As Indigenous researchers from the community, we were 

aware of the vast cultural assets and protective factors embedded within our matrilineal society 

and this emic perspective shaped our recruitment strategies, data collection tools, and analyses. 

As Diné researchers, we also acknowledge that some of the cultural knowledge shared with us 
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were not intended to be formally written, taught in an intervention, or discussed outside of 

ceremony; therefore, all cultural teachings should be discussed with a CAB and/or culturally 

knowledgeable elders as part of the study design process. Cultural consultation can focus on 

appropriateness of cultural content for curriculum integration and methods of application (i.e. 

through a formal lesson, as informal discussion, and/or taught by monthly elder speakers via 

storytelling or group-based activities). 

Limitations. Limitations in this study included social desirability response bias and small 

sample size. As with any self-reported data collection, participants may have responded in a 

manner they felt was favorable to the research team. Second, this study had a small sample size 

(N=28) and was population-specific, therefore, findings may not be generalizable to other 

Indigenous nations. Lastly, cultural interpretation is highly subjective and interpretation of 

results may vary. The research team aimed to minimize this variability by engaging multiple 

cultural stakeholders to assist with analysis.  

Conclusion 

Research has established cultural connectedness as a protective health factor but there is 

minimal literature on specific content for culturally grounded Indigenous mother daughter 

interventions. This study addressed this gap in literature by identifying cultural assets that may 

strengthen a culturally grounded Indigenous mother daughter program and by describing how 

Indigenous research methodologies can enhance formative research processes.  

While the Diné women in this study reflected diverse perspectives, backgrounds, age 

groups, and belief systems, they revealed intersections of consensus that can inform the proposed 

mother daughter program. Despite a wide spectrum of beliefs, there was a receptiveness to 
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learning cultural beliefs from a mother daughter program. Results supported the feasibility of 

cultural asset integration and demonstrated support of such integration by community members. 

Findings from this study provide a foundation from which the research team can collaborate with 

cultural advisors in developing the proposed mother daughter program.  

Finally, this study highlights the potential for public health interventions to support asset-

based cultural revitalization efforts, thus, amplifying protective factors against high-risk 

behaviors. By implementing culturally aligned formative processes, researchers further ensure 

that Indigenous disparities are addressed from a cultural lens and leverage cultural strengths. 

Although the parent study will target substance abuse prevention and reproductive health 

promotion, results may be applicable to other Indigenous women- and family-based 

interventions. Most importantly, this study demonstrated that Indigenous culture is rich with 

protective health factors that, in collaboration with tribal communities, can be integrated to 

strengthen public health interventions. 
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CHAPTER 5: SIIHASIN (OVERALL CONCLUSION) 

This dissertation addressed the goal of applying a community-engaged, mixed method 

approach to identify cultural assets and foundational elements critical for developing a culturally 

grounded mother daughter intervention that aims to reduce substance abuse, prevent teenage 

pregnancy, and promote reproductive health among early adolescent Diné (Navajo) girls. The 

systematic review, women’s health survey, and qualitative research activities all revealed 

cultural assets and foundational elements that have public health practice, research, and policy 

implications.  

Applications for Mother Daughter Intervention Development 

Integrate cultural assets throughout the program. A major finding was that there are 

numerous protective cultural assets that buffer against high-risk behaviors and they may be 

feasibly integrated into a mother daughter program. Cultural teachings can be explained 

explicitly, role modeled, or shared through stories in one-on-one, dyad, or group-based sessions. 

For example, the mother daughter program can (re)introduce K’e early in the intervention and 

girls can practice their introductions in Diné. Corresponding learning competencies may reflect 

that girls will: know their clans, understand how to introduce themselves in Diné, and know how 

to establish kinship with others. Chapter 4 includes several more examples of how cultural assets 

can be incorporated into a mother daughter intervention.  

In identifying cultural assets, it is also important to acknowledge the protocols that 

accompany the exchange of cultural knowledge. Researchers should consult extensively with 

community members, CABs, and cultural knowledge experts on the appropriate methods for 

collecting, translating, and integrating this sacred information. Researchers should always bear in 
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mind that cultural knowledge is not owned by individuals but spiritually gifted to an entire 

people and, as such, some stories and teachings are not intended for written or formal instruction.  

CBPR/PAR approaches as a method for culturally grounding research. As an overall 

approach, CBPR and PAR approaches were among best practices in the systematic review. 

CBPR/PAR approaches can be applied to ground research in cultural assets and to augment 

cultural protective factors. Both CBPR and PAR elements are already being implemented with 

this dissertation and its parent study. For example, the parent study originated because tribal 

stakeholders identified an early adolescent female intervention as a need for their community. 

Other CBPR/PAR elements that are currently being implemented include: capacity building 

through the hiring and training of local staff; developing formal research agreements with the 

community; continuous CAB consultation; and supporting the professional development of 

Indigenous investigators. Moving forward, CBPR and PAR elements can be further implemented 

through collaboratively designing future studies with community partners, providing beneficial 

services to control groups, and collaborating with community co-authors on publications.  

Engage male sources of support. Male relatives provide immense support to girls 

during their transition to womanhood. When given the opportunity, girls often wrote-in male 

sources of support in the survey and discussed male influence/support throughout focus groups, 

interviews, and stories. These findings suggest that mother daughter and adolescent female 

health interventions explore methods for engaging male relatives. Based on existing research, the 

mother daughter program should also consider developing lessons for male sources of support, 

hosting group-based male support sessions, and/or including male facilitators for male sources of 

support.  
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Target 9 – 11 year old age group. The survey identified that most girls receive 

information on menses at 10 - 11 years old, supporting the CAB recommendation of 9 – 11 

years. This target age group ensures that the mother daughter program is helping to facilitate 

crucial substance abuse and reproductive health education at a time (or preceding) when mothers 

are preparing for this discussion.  

Apply the HRM throughout the research process. While this dissertation applied the 

HRM to guide development of data collection tools and to ensure a holistic wellness approach, 

the model could have been applied in multiple ways. The mother daughter program can build on 

the HRM framework in various ways: as a study design and/or evaluation framework, to develop 

RCT data collection tools, to design curricula core competencies, to provide curricular structure, 

to analyze data, and/or as a qualitative codebook for further thematic analysis.  

Discuss historical trauma from an asset- and resilience-based perspective. Both 

quantitative and qualitative results exhibited that multiple generations are still healing from 

historical trauma. The mother daughter intervention should not omit these tragic events but, 

rather, discuss them from a strengths-based perspective. Specifically, the mother daughter 

program should emphasize that girls are part of an intergenerational healing process and are 

ancestors of strong, resilient Diné women. These teachings may instill a sense of resiliency, 

pride, and cultural connectedness, which are all protective against high risk behaviors.  

Apply Indigenous research methodologies throughout the research process. In 

addition to the HRM, this dissertation study applied an “Indigenized” socioecological model to 

inform study design, employed Indigenous storywork to gather data, and was spearheaded by 

Indigenous researchers. The paradigm shift to focusing on cultural assets, rather than cultural 
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deficits, can be also be considered an Indigenous research methodology. As the women in this 

study emphasized, having a positive mindset is a deeply entrenched Diné cultural asset. This 

subtheme was so pervasive, in fact, that it may merit consideration as an HRM attribute. All of 

these Indigenous research methodologies helped to achieve the study goal but, more importantly, 

they supported the decolonizing of western/colonial research methodologies. 

Apply mother daughter approach to address other MCH inequities. While the parent 

study focused on strengthening empirically based substance abuse prevention, teenage pregnancy 

prevention, and reproductive health promotion strategies, women wrote-in several other areas 

that can be addressed through a mother daughter dyadic approach. Additional recommended 

topics include: sexual, mental, and emotional abuse; domestic violence and sexual assault 

prevention; gender-specific developmental differences; suicide prevention; mental health 

awareness; self-care and personal hygiene; physical fitness; help-seeking behaviors; goal setting; 

and bullying prevention.  

Consider multiple family support persons. While crucial for girls’ overall health, 

results amplified that mothers are not the sole caregivers or sources of support for early 

adolescent girls. Each research aim revealed that girls often turn to other women in their 

matrilineal network for support. Reproductive health and perspectives on substance use are both 

sensitive areas of communication and it behooves researchers to engage multiple sources of 

support. Given the sensitive content, having an aunt or older cousin may be a more fitting 

support person. Also, this finding poses the question of whether interventions should include 

group-based sessions open to other sources of support. Group sessions can provide health 
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education and/or provide communication tools for discussing this sensitive content with young 

girls.  

Provide tools for health communication. More than 70% of women (N=134) believed 

their mothers and grandmothers were able to teach sensitive health education topics, thus, the 

focus should be on strengthening their role as health educators. Further exploration may be 

needed to identify specific methods for reinforcing this role. However, of those who did not feel 

that mothers and grandmothers could not teach (N=66), their primary reason was because “they 

do not know how to talk to their children/grandchildren about these topics” (26%) and “topics 

are taboo to talk about” (17%). In the short-term, researchers can provide tools that focus on how 

to start these conversations with girls, talking points, body language, communication techniques, 

and role-playing scenarios. Researchers can also consult with CABs and cultural experts on how 

to discuss these sensitive topics while also respecting cultural protocol.  

Implications for Research  

Indigenous fatherhood research. Dissertation findings lend support for Indigenous 

fatherhood research. Despite evidence on the positive impact of fathers on their daughter’s 

wellness, there is scant literature on how to engage male sources of support in girls health 

interventions (Bireda & Pillay, 2018; Nielsen, 2012; Sağkal et al., 2018). Further research is 

needed to examine how to engage fathers and male support persons, the efficacy of male health 

facilitators in fatherhood initiatives, and the efficacy of group-based fatherhood health education 

sessions.  

Mother daughter RCT in Indigenous communities. This dissertation will inform a 

small pilot intervention in Diné communities but there is still a need for a robust RCT in 
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Indigenous communities. Without a control group, a larger sample size, and resources to include 

remote communities and higher-risk participants, it is difficult to assess the efficacy of this 

dyadic approach on substance abuse, teenage pregnancy, and reproductive health outcomes. If 

effective, however, this dyadic approach has the potential to be replicated in other Indigenous 

communities and the approach applied to address other Indigenous health inequities, potentially 

resulting in a sizable impact on Indigenous women’s health.  

Application of Indigenous research methodologies. This dissertation supported the 

feasibility and application of various Indigenous research methodologies. Further research is 

needed, however, to explore other methods of applying Indigenous research methods. For 

example, further research is needed to explore the HRM as an evaluation framework, study 

design framework, qualitative analysis codebook, and/or curriculum structure. Similarly, 

Indigenous storywork as a data collection strategy also invokes various methods of qualitative 

analysis. If an Indigenous story should not be parsed apart, researchers need to explore methods 

of qualitative analysis that preserve the integrity of the data while respecting cultural protocol 

(Archibald, 2008). 

Impact of culturally grounded interventions on outcomes. This dissertation 

contributed to a growing evidence base for culturally grounded research and also supported 

comprehensive formative research as vital for Indigenous, nonurban populations (Banna & 

Bersamin, 2018; Tonkin et al., 2017). Further research is needed to explore the impact of 

culturally grounded research on short-and long-term outcomes, as well as process outcomes in 

interventions. Specifically, do culturally grounded interventions demonstrate better efficacy, 

process outcomes, and/or short- and long-term outcomes than culturally adapted or non-adapted 
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interventions? Since this dissertation presented cultural assets for interventions, it also supports 

nascent research that integrates cultural constructs, such as cultural connectedness and 

ceremonial participation, into research study design (Chandler & Lalonde, 2008; King et al., 

2019; Lewis et al., 2019).  

Asset-based Indigenous health research. A major finding was that Diné people 

inherently possess protective factors embedded in our culture. This supports a paradigm shift 

when researching in and among Indigenous populations; a shift from deficit- to asset-based 

approaches in addressing Indigenous health inequities. Further research is needed to examine 

cultural assets that were not included in this study and utilization of asset-based constructs and 

assessments.  

Tribal titleholders/ambassadors as cultural knowledge resources and role models. 

Without knowing Miss Navajo titleholders were being included in the study, several young girls 

mentioned “Miss Navajo” as a one of their role models. The Miss Navajo titleholders 

interviewed for this study demonstrated their rich cultural knowledge, especially related to 

womanhood teachings. Further research is needed to explore Miss Navajo Nation titleholders as 

resources of cultural knowledge, health educators, storytellers, and community change agents.  

Implications for Policy 

 While the focus of this dissertation was on practice and research implications, findings 

support the development of policies that allocate funding for research and/or programming on: 

intergenerational family-based approaches, Indigenous mother daughter initiatives, Indigenous 

father-child/father-daughter programs, culturally grounded research, and asset-based approaches 

to Indigenous health inequities. 
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APPENDIX A: SUBMITTED MANUSCRIPT #1 

SUBMITTED TO: AMERICAN JOURNAL OF HEALTH PROMOTION 
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We are Walking in Your Footsteps: A Systematic Review of Strengths-Based 
Intergenerational Interventions in North American Indigenous Communities and  
Implications for American Indian Mother-Daughter Intervention Development 

 
Abstract 

Objective: To identify strengths-based, intergenerational intervention methodologies that may 

inform the development of a culturally congruent American Indian (AI) mother-daughter 

intervention. Data Sources: PubMed, ERIC and PsycInfo databases. Study Inclusion and 

Exclusion Criteria: The articles had to: 1) address intergenerational North American Indigenous 

(NAI) female, mother-daughter, or youth-focused interventions; 2) target NAI nations, including 

American Indian and Alaska Native (AIAN), First Nations and Métis; 3) be peer-reviewed, in 

English, and published between 1990-2018; and 4) target females under 19 years and their 

female caregiver. Data Extraction: Two reviewers extracted data and a third reviewer verified 

eligibility according to inclusion criteria. An abstract scan yielded 115 articles to screen for 

review. Data Synthesis: A narrative synthesis was performed. Two reviewers identified themes 

through an iterative process with a third reviewer resolving any disagreements. Results: Seven 

articles met the stated inclusion criteria. Major themes of promising methods incorporated: 1) 

participatory action or community-based participatory research approaches; 2) qualitative 

methods; 3) storytelling as data collection; 4) bridging historical trauma to healing; 5) mothers as 

a source of support; 6) collectivist cultural values; and 7) strengthening interventions with 

cultural teachings. Conclusion: NAI cultural assets, including values and teachings, and 

Indigenous research methodologies can strengthen the development of intergenerational 

interventions. Findings recommend collaborating with NAI communities to leverage cultural 

assets into effective health promotion strategies. 
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Introduction 

“I put ‘strong’, because I want her to grow up to be a strong woman.  

Someone that can hold it together when they have to and let it out.  

Cry when they need to.”1 

 Indigenous matrilineal strength – a balance between “holding it together” for others and 

compassion for self – has contributed to the survival of Indigenous nations through decades of 

forced removal and assimilation attempts.1, 2 Matrilineal strength is part of a vast network of 

protective factors embedded within traditional society, ranging from intergenerational 

relationships to relational worldviews, that yield the cultural and community resilience that has 

enabled the survival of American Indian (AI) people for generations.3, 4 Prevention science 

researchers are increasingly conscious of these protective health factors and are collaborating 

with North American Indigenous (NAI) communities  - American Indian and Alaska Native 

(AIAN) in the United States and First Nations and Métis in Canada - to reinforce Indigenous 

knowledge in public health interventions.5-9 Despite this increased awareness of NAI health 

protective factors, literature on the bilateral influence of the NAI mother-daughter relationship as 

the focus of health promotion efforts is scarce.  

 While review findings are meant to inform an AI intervention, the terms AI, AIAN, and 

NAI will be used throughout this paper to indicate specific groups referenced in surveillance 

datasets and/or review articles. AIAN health promotion and disease prevention efforts continue 

to concentrate on substance abuse as a critical area of disparity, particularly for its wider 

implications.1, 10, 11 Substance use interacts with many other critical health and socio-

developmental outcomes of significance to AIAN youth and their communities such as 
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unintended pregnancy, sexually transmitted infections (STI), suicide, violence, physical or sexual 

assault, adverse brain development, and poor school performance in youth.1, 12-15 Early initiation 

of substance use is a particularly significant risk factor for risky sexual behaviors among AI 

women.16-22 Further exacerbating the issue, AI youth initiate substance use earlier than their non-

AI peers1, 13, 15, 23, 24 and are more likely to initiate sex at a young age, which is a key risk factor 

for later sexual risk behaviors including multiple partners and inconsistent condom use.22, 25 

These findings align with recent data showing that AIAN females suffer the highest age-specific 

(age 15-24 years) rates of STIs compared to the general U.S. population16, 26, 27 and the highest 

rate of teenage pregnancy of all races/ethnicities, birthing over twice as many children in their 

teenage years (35%) compared to non-Hispanic White females.28  

 Some efficacious family-based prevention strategies have employed family interaction 

theory, 29-31 which suggests that risks of early substance use and related consequences (e.g. early 

sexual encounters) can be reduced by a nurturing mother-child attachment, support, and 

supervision.32 There is growing evidence, ranging from contraceptive education to asthma 

prevention studies, that emphasize the distinct bilateral health influence between mothers and 

daughters.33-39 Specifically, engaging mothers with their daughters in health promotion 

interventions has shown to be a promising strategy to reduce early substance use, early sexual 

behaviors, and teen pregnancy.29, 30, 40-42  

 The AI mother-daughter relationship is an especially unique and unexplored locus of 

behavior change. Many Indigenous communities encourage a sustained mother-daughter 

attachment as foundational to health.43 Matrilineal tribes, such as the Navajo Nation, apply 

mother-daughter relationships to allocate resources (i.e. land, labor, cultural teachings, and 
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agriculture) and to strengthen community and kinship networks.36 This strong mother-daughter 

relationship makes matrilineal AI communities an environment conducive for a mother-daughter 

intervention. Intergenerational approaches that are not female-specific may also provide valuable 

formative guidelines for AI mother-daughter interventions. Intergenerational approaches, or the 

convening of multiple generations for “ongoing, mutually beneficial, planned activities,” are an 

emerging area of intervention research44 and honors matrilineal roles as influencers and change 

agents. 

 Despite the cultural alignment of intergenerational approaches to risk reduction in AI 

girls, literature on studies describing this relationship is sparse.1, 45-47 Thus, examining 

intergenerational approaches in similar populations may inform the development of an AI 

mother-daughter intervention.  

 

Objective 

 The purpose of this systematic review is to identify strengths-based, intergenerational 

intervention methodologies that may inform the development of a culturally congruent AI 

mother-daughter intervention. The overall research question that guided this systematic review 

is, "What are promising practices or strategies related to the development of intergenerational 

female health promotion interventions in NAI communities?"  

 The decision to include studies of all NAI people was grounded in their shared 

determinants of health.48 Several determinants, such as cultural teachings, language, tribal 

sovereignty and connection to land, reinforce cultural identity and serve as protective health 

factors.48 While other determinants, including the forced removal of NAI children into boarding 
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schools, have disrupted Indigenous childrearing and adversely affected health.48 Despite 

geographic dispersion, NAI people continue to connect through social, traditional, and 

contemporary places and events, such as powwows, rodeos, basketball tournaments, and 

ceremonies. This systematic review acknowledges the distinctive differences among NAI people 

but also recognizes their similar and interwoven histories and, thus, shared health disparities and 

protective factors.48-50  

 

Methods 

Data Sources 

 This systematic literature review was conducted using the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) guidelines. Both primary reviewers, a public 

health doctoral candidate and a master’s in public health (MPH) student, are from AI 

communities. The third reviewer has a longstanding career leading community-based research in 

multiple AI communities. The following databases were selected to capture health and social 

sciences, humanities, education, and psychology: PubMed, ERIC, and PsycInfo.  

 

Inclusion and Exclusion Criteria 

To ensure a comprehensive search, the criteria for literature included in this review were 

broad and included the following: 1) topic areas: intergenerational NAI women’s interventions; 

NAI mother-daughter interventions; and NAI early childhood, pre-adolescent, or after school 

programs; 2) target population: NAI, including AIAN, First Nations and Métis females under the 

age of 19 years and their mother or female caregiver; and 3) sources: peer-reviewed publications 
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in the English language and published between 1990-2018; . Exclusion criteria were: 1) 

interventions that did not include intergenerational females or NAIs; 2) articles published prior to 

1990; 3) cross-sectional profiles; and 4) interventions focused on psychological disorders or 

secondary data analyses.   

 Key terms for the literature search included the following, either independently or in 

combination with each other: 1) mother-daughter, 2) dyad or dyadic, 3) intergenerational female, 

4) program, 5) maternal, 6) familial, 7) girl-centered, 8) intervention, 9) health, 10) 

preconception, 11) best practice, 12) promising practice, and 13) health influence. The 

aforementioned words were also combined with commonly accepted variations and contractions 

of the following racial and ethnic terms: American Indian, Alaska Native, Native American, 

Indigenous, First Nations, or Métis.10  

 

Screening and Data Extraction 

 For the initial abstract scan, the two primary reviewers developed a Microsoft Excel data 

extraction spreadsheet that documented: search terms and strategy, article title, authors, 

publication year, journal, database, target population, behavior change targeted, and key 

findings. The primary reviewers discussed articles to be included in the full literature review and 

the third reviewer verified eligibility according to the inclusion criteria.  

 

Data Synthesis and Analysis Methodology 

Given the research question and the diverse and primarily qualitative nature of the 

identified studies, review findings were described using a narrative synthesis.51 After 
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independent full article review, the primary two reviewers conducted a collaborative thematic 

analysis. Themes within and across articles were identified through an iterative process 

characterized by dot voting, discussion, and refinement. The primary reviewers used the dot 

voting method to categorize codes visually into groups and to organize codes into overarching 

themes and sub-domains. The dot voting method has been used to control for bias among 

reviewers through a democratic process and also as a strategic planning process whereby 

participants rank topics by hierarchy.52  

 The third reviewer served as an interrater reliability check and was only engaged when 

there were divergent assessments from the primary reviewer dyad analysis. To minimize bias and 

increase analysis rigor, the third reviewer also conducted an independent thematic analysis. 

When comparing themes to the first two reviewers, historical trauma was the only theme unique 

to the first two reviewers. 

 

Results 

 The first round of data extraction yielded 115 total articles based on abstracts: 25 were 

mother-daughter interventions; 20 focused on AIAN populations; 2 on Canadian Indigenous; and 

2 on Native Hawaiians. After reviewers came to a consensus that new themes were not 

emerging, duplicate and articles that did not meet the eligibility criteria were eliminated from the 

full article review (Figure 1). Seven articles met the inclusion criteria and were included in the 

full article review.   
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Figure 3. Data extraction process for identifying studies to inform AI mother-daughter intervention development 

 Table 1 provides an overview of the 7 articles included in the final review by NAI target 

population and locale, study type, and outcomes targeted.  

Table 3. Overview of articles included in literature review by population, study type, and outcomes targeted 

Author(s) Target Population and 
Locale 

Study Type Outcomes Targeted 

Cooper et al. 
(2018)1 

First Nations and Métis 
caregiver-adolescent 
female dyads, Manitoba, 
Canada  

Intervention Identification of barriers to 
knowledge uptake and methods 
of improving knowledge 
translation materials  

Dalla and Gamble 
(1999)53 

Navajo teenage mothers, 
Navajo Nation, New 
Mexico/Arizona 

Formative Identification of support agents 
and types of support received; 
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experiences with interpersonal 
conflict 

Dehyle and 
Margonis (1995)54 

Navajo mothers and 
daughters, Navajo Nation, 
New Mexico/Arizona 

Formative Identification of matrilineal 
network and mother-daughter 
characteristics that affect Navajo 
women’s school experiences 

Palacios et al. 
(2014)55 

Northwestern AI women 
who were teenage mothers 

Formative Types of mothering experiences 
and practices of former AI 
teenage mothers 

Wakewich et al. 
(2016)56 

First Nations women, 
Ontario, Canada 

Formative Recommendations for 
addressing the challenges of 
women’s cervical cancer 
underscreening and elevated risk 

Walkup et al. 
(2009)47 

Southwest AI parent-child 
(age 0-3) dyads, Arizona 

Intervention Improved parenting knowledge, 
involvement, and maternal and 
infant outcomes 

Winer et al. 
(2015)57  

Hopi mother-adolescent girl 
dyads, Arizona 

Intervention Increased uptake in adolescent 
female HPV vaccination rates 

 

 Reviewers identified 8 major themes across studies and categorized them into 3 areas: 

study design, data collection, and content (Table 2). The study design category had 1 theme: the 

application of participation action research (PAR) or community-based participatory research 

(CBPR) approaches. The data collection category had 2 themes: the use of qualitative methods 

and storytelling as data collection. The 4 content themes were: bridging historical trauma to 

healing; mothers as a major source of support; collectivist cultural values; and strengthening NAI 

interventions with cultural teachings.  
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Table 4. Overview of themes by article 

 STUDY DESIGN DATA COLLECTION CONTENT THEMES 
Participatory Action 

or Community 
Based Participatory 

Research 

Qualitative 
Data 

Collection 
Methods 

Data collected 
through 
stories  

Historical 
trauma* 

Maternal 
support 

Collectivistic 
culture** 

Cultural 
teachings** 

Cooper et al. (2018)1 • • • • • • • 
Dalla and Gamble 
(1999)53 

 • • • • •  

Dehyle and 
Margonis (1995)54  • •  • • • 

Palacios et al. 
(2014)55 • • • • • • • 
Wakewich et al. 
(2016)56 • • • • • •  

Walkup et al. 
(2009)47 •    •  • 

Winer et al. (2015)57  • •   •   
*Identified as a factor in NAI women’s health   ** Influenced actual or future intervention 

 

Study Design: CBPR and/or PAR Methods 

CBPR is a collaborative research approach that engages stakeholders throughout the 

process to address a community-driven issue “ culminating in education and action for social 

change.”58 A variation of CBPR, PAR is a collaborative approach that focuses on promoting 

positive change, rather than “investigating or describing an issue.”59 Five articles discussed the 

use of CBPR or PAR approaches at various study stages (Table 2). Formative phase CBPR 

elements included: partnering with a community advisory board (CAB)47, 55, 56; piloting the study 

before a randomized controlled trial (RCT)47; implementing formal agreements or obtaining 

approval from community leaders47, 56, 57; and providing an active control condition so that all 

participants in a RCT receive beneficial services.47, 57 CABs, which are composed of diverse 

stakeholders from the community and research team, provide feedback and guidance throughout 
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the research process.60 CABs are increasingly common in tribal CBPR projects and are crucial 

for ensuring cultural protocol and humility throughout the research process.8 One study Principal 

Investigator (PI) was an AI female researcher who, because of a similar upbringing to her 

research participants, brought an emic perspective to the study.55 This AI PI also selected her 

data collection method specifically for its cultural and philosophical alignment with NAI 

beliefs.55   

CBPR and PAR elements during study design included research priority setting 

discussions with NAI communities and empowering study participants to define their 

intervention workshop goals.1, 61 Other study design CBPR elements were: creating educational 

content in collaboration with local tribal members and cultural advisors; and final review of all 

intervention content by community advisors and parents.57  

During implementation and data dissemination stages, CBPR/PAR elements included 

capacity building (through employment and training of local staff) and ongoing consultation with 

a steering committee or CAB.47, 56 One study aimed to have a community co-author on all 

publications.47, 56 Maintaining transparency with communities was also salient to the CBPR 

process and, in addition to CAB meetings, included continuous community visits by researchers 

and encouraging participation from geographically isolated community partners through regular 

teleconferences.56  

 

Data Collection: Qualitative Data Collection Methods 

 Focus groups and group-based discussion were common mechanisms for developing 

intervention activities, addressing research questions, and creating intervention content.1, 56, 57 
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Focus groups, with their resemblance to Indigenous talking circles,62 were applied as an 

Indigenous research methodology and created a culturally appropriate environment for women to 

discuss sensitive subjects.1 Researchers used interviews primarily to understand contextual 

factors of teenage AI parenting, including: agency of support; social transactions; social context; 

conflict; and historical and cultural factors.53  

 

Storytelling as Data Collection  

Storytelling is an Indigenous research method and culturally aligned approach to 

conducting research with NAI people.62, 63 Five of the 7 studies integrated stories as a form of 

data collection (Table 2). In most studies, stories were embedded organically within responses to 

interview questions. Participants used stories to illustrate an underlying point or to provide 

context to their responses. For example, two research participants shared a creation story that 

conveyed the importance of women in traditional matriarchal society.54 Their short narrative 

illustrated the complexity of Indigenous stories, intertwined with lessons, humor, teachings, 

values, and cautionary tales. Yet, through a simple short story, the researcher gleaned that 

women, especially mothers, are paramount to traditional society, revered within families, 

respected by men, and humorous in their teachings. 

 

Content Themes: Bridging Historical Trauma to Healing 

All 7 articles (Table 2) discussed the devastating, intergenerational effects of colonialism 

and historical trauma on NAI women's health. Historical trauma includes events “perpetrated on 

a group of people (including their environment) who share a specific group identity (e.g. 
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annihilation or disruption to traditional lifeways, culture, and identity) with genocidal or 

ethnocidal intent (i.e. annihilation or disruption to traditional lifeways, culture, and identity).”64, 

65 This theme centered primarily on the intergenerational health effects of forced relocation into 

residential schools. Women in nearly all of the studies spoke of rampant abuse, disruption of 

Indigenous parenting, disintegration of matrilineal cultural teachings, stigmatization of the 

female body, and attempted elimination of matriarchal societies as a result of residential 

schools.1, 50, 53-56   

Participants in these studies, however, went beyond recollections of historical trauma by 

bridging their trauma to healing.1, 53, 55, 56 The boarding school experience in particular was 

acknowledged for its traumatic effects but also as a source of familial strength and resilience.53, 

55, 56 Several women acknowledged the atrocities but also described their survival from a 

strengths-based perspective – as an impetus for healthy behaviors. Specifically, women 

transformed their survivorship into positive parenting methods so their children would not 

experience the same trauma.1, 53, 55, 56 In this respect, adult participants positioned historical 

trauma as a starting point for intergenerational healing, a source of resilience, and a foundational 

element for NAI women’s health interventions.55, 56  

 

Mothers as a major source of support 

 The most prevalent theme, appearing in 7 articles, emphasized mothers as an anchor of 

support and guidance throughout the life course (Table 2).1 Studies identified mother-daughter 

relationships as pivotal in health decision making.37, 39, 66 Winer et al,57 for example, designed a 

study that leveraged mothers and daughters as "reciprocal health educators.” Ninety-seven (97) 
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mother (or female legal guardian) daughter dyads were recruited to participate in a series of 

informal health education dinners. Despite significant limitations, mothers of girls who were not 

yet vaccinated increased their daughters' vaccine uptake.57 This study supported the 

implementation of mother-daughter dyadic approaches to public health issues in AI 

communities.57  

Maternal support was especially pronounced among matriarchal NAI people, such as the 

Navajo, who revered female familial networks.53, 54 Female familial networks included mothers, 

daughters, grandmothers, aunts, cousins, and clan relatives.53, 54 Within these networks, sources 

of maternal support could include aunts or older female relatives.  

Palacios et al.55 described the nuances and context behind AI mothering. This study 

highlighted how AI mothering may evolve over the life span and how NAI interventions should 

be cognizant of this dynamic. “Mother hen” acknowledges that many NAI mothers grew up 

helping to parent their younger siblings and, thus, had been mothering their entire lives.55 

“Interrupted mothering and second chances” referred to mothers who leveraged second 

opportunities with their children and/or grandchildren to redeem past childrearing practices.55 

“Community mothering” described how NAI mothers provided maternal support to extended 

family members and other community youth.55, 56  

 

Collectivist cultural values 

The concept of collectivism was most prominent in the two studies on Navajo women.53, 

54 Collectivism is identifying as part of a larger collective (i.e. tribe) and prioritizing the goals 

and well-being of the collective over individual gain.67 Navajo women were described as the 
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caretakers of traditional society through matrilineal networks.53, 54 According to these studies, 

this collective responsibility was a major reason why many Navajo women: 1) were less likely to 

leave the reservation to pursue a higher education or employment; 2) encouraged their children 

to prioritize the family's economic survival over their own; 3) encouraged their adult children to 

return home; and 4) expected female kin to assist with childrearing and childcare.53, 54 Most 

importantly, collectivism was seen as a positive trait and a mechanism for family and cultural 

preservation.  

The collectivist theme was subtle in other articles. For example, a majority of Canadian 

Indigenous girls age 8 to 11 years answered the question, “Who Am I?” by drawing or writing 

their responses within their family or community setting.1 Community mothering, which was 

described previously, was another example of collectivist cultural values.55  

 

Strengthening NAI interventions with cultural teachings 

 Research participants reaffirmed the validity of cultural teachings by: choosing art-based 

activities with the intent of prompting cultural knowledge sharing; using storytelling to describe 

intergenerational knowledge exchange; and answering research questions through stories.1, 53, 54 

Participants selected activities that promoted cultural dialogue but were flexible enough for 

families to express their own beliefs.1  

Other research participants provided examples of how cultural teachings may inform or 

enhance health interventions in NAI communities. Cultural teachings can be taught in various 

ways; they can be explained explicitly, modeled through behavior, or shared through stories.53, 54 

The most prominent example of cultural teachings that may inform an intergenerational AI 
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mother-daughter intervention involved the four-day Kinaalda (a rite of passage ceremony 

following a Navajo girl’s menses).54 In discussing the Kinaalda, Navajo women highlighted 

cultural teachings around puberty, motherhood, matrilineal networks, courtship and marriage, 

kinship, and traditional society.54 These teachings built resilience, instilled strength, promoted 

family cohesiveness, and reinforced the role of the woman within her family and community.53, 

54  

Cultural teachings were also used to interpret results.55 Investigators used the 

dreamcatcher, a widely recognized NAI symbol, to interpret and disseminate their study 

results.55 The 4 types of Indigenous mothering were integrated into the dreamcatcher to illustrate 

intersecting and dynamic relationships, as well as patterns among mothering styles.55  

Overall, cultural teachings were an important aspect of NAI health promotion activities in 

the studies reviewed. They were successfully applied across the research spectrum: solicited in 

the study design phase, utilized as intervention activities, and applied to interpret data.  

 

Discussion 

This narrative review employed systematic methods and three reviewers to examine 

promising practices or strategies of strengths-based, intergenerational interventions aimed at 

promoting female health in NAI communities. Multiple studies outlined how historical events 

have shaped NAI communities and why this should be a foundational element in designing 

intergenerational curricula. Many NAI health disparities, including high rates of substance abuse 

and teenage pregnancy, are considered intergenerational ramifications of such events. This 

review highlights how various emergent intergenerational NAI interventions aim to restore 
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protective health elements of pre-colonial life. Future AI mother-daughter interventions should 

continue this culturally aligned practice by consulting elders and community members in 

addressing historical trauma and use strengths-based perspectives iteratively.  

 This review identified the promise for using collaborative CBPR/PAR approaches to 

tailor intergenerational female interventions to NAI populations. In the studies reviewed, CBPR 

and PAR elements ranged from CAB consultation to research participants designing their 

intervention workshops. Studies who employed participatory approaches prioritized intervention 

feasibility, cultural fit, and community engagement. The reviewed studies suggest a supportive 

environment where participants felt comfortable discussing intersectional issues unique to NAI 

women and children. Recommendations for applying CBPR/PAR approaches include: (1) 

collaboratively designing studies; (2) capacity building through the hiring and training of local 

staff; (3) providing beneficial services to control groups; (4) developing formal research 

agreements with the community; (5) consulting CABs as an ongoing resource; (6) community 

co-authors on publications; and (7) supporting the professional development of NAI 

investigators. These findings also suggest that AI mother-daughter interventions apply 

CBPR/PAR approaches early and throughout the research process. 

Studies also demonstrated the importance of using qualitative data collection to identify 

the preferences of NAI intervention participants. Specifically, researchers conducted focus 

groups and interviews with mothers and daughters to design intervention content. Qualitative 

research methods were especially attuned to unique cultures and histories of NAI populations. 

Collecting data on sensitive subjects, such as boarding school experiences, in a group-based 

format was more comfortable given the resemblance to traditional talking circles. This type of 
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familiarity fostered a safe environment for data collection, while also facilitating emotional 

support among participants. 

 Qualitative research methods, including Indigenous research methodologies, provided 

processes for discovering effective approaches in NAI populations while also honoring life 

experiences. Indigenous research methodologies, such as storytelling, illustrated the complexity 

of peoples' lives and were especially powerful in communicating the intergenerational effects of 

historical trauma and colonization,55 a topic particularly difficult for Indigenous women to 

discuss.56 It may therefore be advantageous for researchers to support storytelling as a data 

collection method or health education strategy in AI mother-daughter interventions.  

 While the effects of historical trauma have been devastating to NAI families, the 

reviewed studies evidenced NAI women are turning this dark period of their collective history 

into a foundation for healing. Future mother-daughter interventions can support the healing 

process by acknowledging the survivorship and collective resilience of NAI people. Findings 

suggest that mother-daughter interventions emphasize the collectivist aspect of NAI people. 

Specifically, that NAI girls are descendants of survivors and part of an intergenerational healing 

process.  

 The nuances in Indigenous mothering, including community mothering and matrilineal 

networks, were additional, critical concepts that arose from this review. This fundamentally 

Indigenous belief, that a woman can parent beyond her biological children, can inform future 

interventions that might otherwise restrict the maternal role to the biological mother. For NAI 

communities, the concept of community mothering can be applied to interventions in different 

ways. Interventions can acknowledge that children may have multiple females who play a 
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maternal role despite not being biologically related. Thus, NAI youth interventions should 

consider broadening their eligibility criteria to include non-parental sources of support, such as 

aunts, adult sisters or cousins, and other influential adults in the child's life.  

 Although colonialism’s erosion of Indigenous values has been devastating for NAI 

communities, health promotion interventions have a unique opportunity to decolonize Western-

based research paradigms and revitalize what was nearly lost. Cultural teachings - whether 

shared through lived experiences, through an Indigenous framework, or a humorous story - 

convey life lessons in a way that is understood innately throughout "Indian Country." Fortifying 

cultural values increase protective factors, including family and cultural connectedness, against 

high-risk behaviors such as substance abuse, suicide, and teenage pregnancy.3, 68, 69 NAI mother-

daughter researchers can strengthen interventions by collaborating with CABs and community 

members in identifying, adapting, and incorporating appropriate cultural teachings into 

interventions.   

 

Limitations 

A major limitation was the small sample size that met the search criteria (N = 7), with 

only 2 studies qualifying as mother-daughter interventions. Despite this shortcoming, the 

research question was still addressed through formative studies included in this review. Validity 

of findings is also limited due to the heterogeneity of NAI nations. With over 550 federally 

recognized tribes in the United States and over 600 First Nations groups in Canada, it is not 

possible to generalize review findings to all NAI nations.55, 70 Review findings should be applied 

as guidelines for collaborating with NAI nations and should complement community-based 
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research efforts, including the hiring of local staff and extensive cultural consultation. Finally, 

while this review focused on methodology, only two studies discussed intervention efficacy.  

 

Conclusion 

 This systematic review achieved the goal of identifying key methodologies and concepts 

to inform and strengthen mother-daughter intervention development for AI communities. Despite 

the paucity of literature on NAI mother-daughter interventions, the resulting 7 studies were dense 

with asset-based formative research findings. While the potential for CBPR or PAR approaches 

in NAI communities to improve health is a familiar theme, peer-reviewed literature 

acknowledging historical trauma and colonialism as Indigenous determinants of health are 

relatively emerging.14, 70-72 This review supports the inclusion of both historical trauma and 

decolonization through the application of Indigenous ways of knowing into public health 

intervention design and implementation. While risk factors may not be fully eliminated through 

NAI interventions, the reinforcement of the mother-daughter bond can mitigate detrimental 

effects related to substance abuse and reproductive health.  

Most importantly, this review highlighted the key assets and protective factors inherent in 

NAI cultural teachings and etiquette. Indigenous peoples, with their collective resilience, 

matrilineal networks, communal mothering, stories, and ceremonies, have the cultural resources 

to create healthier nations. The task for researchers is to collaborate with NAI communities to 

integrate cultural assets into health promotion strategies.   



 

 

129 

References 

1. Cooper E, Driedger SM, Lavoie JG. Employing a Harm-Reduction Approach Between 
Women and Girls Within Indigenous Familial Relationships. Cult Med Psychiatry. Mar 
2019;43(1):134-159. 

2. Anderson K, Lavell-Harvard DM. Mothers of the nations : indigenous mothering as 
global resistance, reclaiming and recovery: Bradford, ON : Demeter Press; 2014. 

3. Henson M, Sabo S, Trujillo A, Teufel-Shone N. Identifying Protective Factors to 
Promote Health in American Indian and Alaska Native Adolescents: A Literature 
Review. J Prim Prev. Apr 2017;38(1-2):5-26. 

4. Ore CE, Teufel-Shone NI, Chico-Jarillo TM. American Indian and Alaska Native 
resilience along the life course and across generations: A literature review. Am Indian 
Alsk Native Ment Health Res. 2016;23(3):134-157. 

5. Lane DC, Simmons J. American Indian youth substance abuse: community-driven 
interventions. Mt Sinai J Med. May-Jun 2011;78(3):362-372. 

6. Marlatt GA, Larimer ME, Mail PD, et al. Journeys of the Circle: A Culturally Congruent 
Life Skills Intervention for Adolescent Indian Drinking. Alcoholism: Clinical and 
Experimental Research. 2003;27(8):1327-1329. 

7. Montag AC, Dusek ML, Ortega ML, Camp-Mazzetti A, Calac DJ, Chambers CD. 
Tailoring an Alcohol Intervention for American Indian Alaska Native Women of 
Childbearing Age: Listening to the Community. Alcohol Clin Exp Res. Nov 
2017;41(11):1938-1945. 

8. Whitewater S, Reinschmidt KM, Kahn C, Attakai A, Teufel-Shone NI. Flexible Roles for 
American Indian Elders in Community-Based Participatory Research. Preventing 
Chronic Disease. Jun 2 2016;13:E72-E72. 

9. Whitbeck LB, Walls ML, Welch ML. Substance abuse prevention in American Indian 
and Alaska Native communities. Am J Drug Alcohol Abuse. Sep 2012;38(5):428-435. 

10. Hawkins EH, Cummins LH, Marlatt GA. Preventing substance abuse in American Indian 
and Alaska native youth: promising strategies for healthier communities. Psychol Bull. 
Mar 2004;130(2):304-323. 

11. Wu LT, Woody GE, Yang C, Pan JJ, Blazer DG. Racial/ethnic variations in substance-
related disorders among adolescents in the United States. Arch Gen Psychiatry. Nov 
2011;68(11):1176-1185. 



 

 

130 

12. Foster SE, Vaughan RD, Foster WH, Califano JA, Jr. Alcohol consumption and 
expenditures for underage drinking and adult excessive drinking. JAMA. Feb 26 
2003;289(8):989-995. 

13. Friese B, Grube JW, Seninger S, Paschall MI, Moore RS. Drinking Behavior and Sources 
of Alcohol: Differences Between Native American and White Youths*. J Stud Alcohol 
Drugs. Vol 72; 2011:53-60. 

14. Walls M, Sittner Harshorn K, Whitbeck L. North American indigenous adolescent 
substance use. Addict Behav. 2013;38(5):2103-2109. 

15. Whitesell NR, Asdigian NL, Kaufman CE, et al. Trajectories of substance use among 
young American Indian adolescents: patterns and predictors. J Youth Adolesc. Mar 
2014;43(3):437-453. 

16. Barlow A, Mullany B, Neault N, et al. Effect of a paraprofessional home-visiting 
intervention on American Indian teen mothers' and infants' behavioral risks: a 
randomized controlled trial. Am J Psychiatry. Jan 2013;170(1):83-93. 

17. Barlow A, Mullany B, Neault N, et al. Paraprofessional-delivered home-visiting 
intervention for American Indian teen mothers and children: 3-year outcomes from a 
randomized controlled trial. Am J Psychiatry. Feb 1 2015;172(2):154-162. 

18. Chambers R, Tingey L, Mullany B, Parker S, Lee A, Barlow A. Exploring sexual risk 
taking among American Indian adolescents through protection motivation theory. AIDS 
Care. 2016;28(9):1089-1096. 

19. de Ravello L, Everett Jones S, Tulloch S, Taylor M, Doshi S. Substance use and sexual 
risk behaviors among american Indian and alaska native high school students. J Sch 
Health. Jan 2014;84(1):25-32. 

20. Richards J, Mousseau A. Community-based participatory research to improve 
preconception health among Northern Plains American Indian adolescent women. Am 
Indian Alsk Native Ment Health Res. 2012;19(1):154-185. 

21. Tingey L, Chambers R, Goklish N, et al. Rigorous evaluation of a pregnancy prevention 
program for American Indian youth and adolescents: study protocol for a randomized 
controlled trial. Trials. Feb 27 2017;18(1):89. 

22. Tingey L, Chambers R, Rosenstock S, Lee A, Goklish N, Larzelere F. The Impact of a 
Sexual and Reproductive Health Intervention for American Indian Adolescents on 
Predictors of Condom Use Intention. J Adolesc Health. Mar 2017;60(3):284-291. 



 

 

131 

23. Whitesell NR, Kaufman CE, Keane EM, Crow CB, Shangreau C, Mitchell CM. Patterns 
of substance use initiation among young adolescents in a Northern Plains American 
Indian tribe. Am J Drug Alcohol Abuse. Sep 2012;38(5):383-388. 

24. Whitbeck LB, Armenta BE. Patterns of substance use initiation among Indigenous 
adolescents. Addict Behav. Jun 2015;45:172-179. 

25. Markham CM, Craig Rushing S, Jessen C, et al. Factors Associated With Early Sexual 
Experience Among American Indian and Alaska Native Youth. J Adolesc Health. Sep 
2015;57(3):334-341. 

26. Indian Health Focus: Women, 2012 Edition. Rockville, MD: Indian Health Service, Dept 
of Health and Human Services; 2012. 

27. Trends in Indian Health: 2014 Edition. Rockville, MD: Indian Health Service, US Dept 
of Health and Human Services; 2014. 

28. Martin JA, Hamilton BE, Osterman MJK, Driscoll AK, Drake P. Births: Final Data for 
2016. National Vital Statistics Reports. 2018;67(1). 

29. Schinke SP, Cole KC, Fang L. Gender-specific intervention to reduce underage drinking 
among early adolescent girls: a test of a computer-mediated, mother-daughter program. J 
Stud Alcohol Drugs. Jan 2009;70(1):70-77. 

30. Schinke SP, Fang L, Cole KC. Preventing substance use among adolescent girls: 1-year 
outcomes of a computerized, mother-daughter program. Addict Behav. Dec 
2009;34(12):1060-1064. 

31. Schwinn TM, Schinke SP, Di Noia J. Preventing drug abuse among adolescent girls: 
outcome data from an internet-based intervention. Prev Sci. Mar 2010;11(1):24-32. 

32. Windle M, Spear LP, Fuligni AJ, et al. Transitions into underage and problem drinking: 
developmental processes and mechanisms between 10 and 15 years of age. Pediatrics. 
Apr 2008;121 Suppl 4:S273-289. 

33. Askelson NM, Campo S, Smith S. Mother-daughter communication about sex: the 
influence of authoritative parenting style. Health Commun. 2012;27(5):439-448. 

34. Crosby RA, Collins T, Stradtman LR. Promoting Teen Contraceptive Use by Intervention 
With Their Mothers. Am J Prev Med. Mar 2017;52(3s3):S271-s274. 

35. Evans D, Clark NM, Levison MJ, Levin B, Mellins RB. Can children teach their parents 
about asthma? Health Educ Behav. Aug 2001;28(4):500-511. 

36. Kunitz SJ, Levy JE. A prospective study of isolation and mortality in a cohort of elderly 
Navajo Indians. J Cross Cult Gerontol. Mar 1988;3(1):71-85. 



 

 

132 

37. Mosavel M. The feasibility of mothers accepting health advice from their adolescent 
daughters. J Health Care Poor Underserved. Feb 2009;20(1):42-49. 

38. Mosavel M, Simon C, Van Stade D. The mother-daughter relationship: what is its 
potential as a locus for health promotion? Health Care Women Int. Aug 2006;27(7):646-
664. 

39. Mosavel M, Thomas T. Daughter-initiated health advice to mothers: perceptions of 
African-American and Latina daughters. Health Educ Res. Oct 2009;24(5):799-810. 

40. Schinke SP, Fang L Fau - Cole KC, Cole Kc Fau - Cohen-Cutler S, Cohen-Cutler S. 
Preventing substance use among Black and Hispanic adolescent girls: results from a 
computer-delivered, mother-daughter intervention approach. 2011(1532-2491 
(Electronic)). 

41. Hutchinson MK, Jemmott JB, 3rd, Jemmott LS, Braverman P, Fong GT. The role of 
mother-daughter sexual risk communication in reducing sexual risk behaviors among 
urban adolescent females: a prospective study. J Adolesc Health. Aug 2003;33(2):98-107. 

42. Noone J, Young HM. Rural mothers' experiences and perceptions of their role in 
pregnancy prevention for their adolescent daughters. Journal of Obstetric, Gynecologic, 
& Neonatal Nursing: Clinical Scholarship for the Care of Women, Childbearing 
Families, & Newborns. 2010;39(1):27-36. 

43. Hamkins S, Schultz R. The mother-daughter project: How mothers and daughters can 
band together, beat the odds, and thrive through adolescence. Reprint edition, Plume. 
2008. 

44. Kaplan M, Kiernan NE, James L. Intergenerational family conversations and decision 
making about eating healthfully. J Nutr Educ Behav. Sep-Oct 2006;38(5):298-306. 

45. Dalla RL, Gamble WC. Teenage Mothering on the Navajo Reservation: An Examination 
of Intergenerational Perceptions and Beliefs. American Indian Culture and Research 
Journal. 2001/01/01 2001;25(1):1-19. 

46. Momper SL, Dennis MK, Mueller-Williams AC. American Indian elders share personal 
stories of alcohol use with younger tribal members. Journal of ethnicity in substance 
abuse. Jul-Sep 2017;16(3):293-313. 

47. Walkup JT, Barlow A, Mullany BC, et al. Randomized controlled trial of a 
paraprofessional-delivered in-home intervention for young reservation-based American 
Indian mothers. J Am Acad Child Adolesc Psychiatry. Jun 2009;48(6):591-601. 



 

 

133 

48. Greenwood M, de Leeuw S, Lindsay NM, Reading C. Determinants of Indigenous 
Peoples' Health in Canada: Beyond the Social. Toronto, Ontario, Canada: Canadian 
Scholars' Press; 2015. 

49. Evans-Campbell T. Historical Trauma in American Indian/Native Alaska Communities:A 
Multilevel Framework for Exploring Impacts on Individuals, Families, and Communities. 
Journal of Interpersonal Violence. 2008;23(3):316-338. 

50. Limb GE, Garza R. An examination of the living conditions of urban American Indian 
children in unmarried families: increasing cultural competence in child welfare. Child 
Welfare. 2012;91(3):173-190. 

51. Popay J, Roberts HM, Sowden A, et al. Guidance on the conduct of narrative synthesis in 
systematic reviews: A product from the ESRC methods programme. London: Institute for 
Health Research; April 2006. 

52. Fallon S, Smith J, Morgan S, Stoner M, Austin C. 'Pizza, patients and points of view': 
Involving young people in the design of a post registration module entitled the adolescent 
with cancer. Nurse Educ Pract. Mar 2008;8(2):140-147. 

53. Dalla RL, Gamble WC. Weaving a tapestry of relational assistance: A qualitative 
investigation of interpersonal support among reservation-residing Navajo teenage 
mothers. Personal Relationships. 1999;6(2):251-267. 

54. Deyhle D, Margonis F. Navajo Mothers and Daughters: Schools, Jobs, and the Family. 
Anthropology & Education Quarterly. 1995;26(2):135-167. 

55. Palacios JF, Strickland CJ, Chesla CA, Kennedy HP, Portillo CJ. Weaving 
dreamcatchers: mothering among American Indian women who were teen mothers. J Adv 
Nurs. Jan 2014;70(1):153-163. 

56. Wakewich P, Wood B, Davey C, Laframboise A, Zehbe I. Colonial legacy and the 
experience of First Nations women in cervical cancer screening: a Canadian multi-
community study. Critical Public Health. 2016/08/07 2016;26(4):368-380. 

57. Winer RL, Gonzales AA, Noonan CJ, Buchwald DS. A Cluster-Randomized Trial to 
Evaluate a Mother-Daughter Dyadic Educational Intervention for Increasing HPV 
Vaccination Coverage in American Indian Girls. J Community Health. Apr 
2016;41(2):274-281. 

58. Wallerstein N, Duran B, Oetzel JG, Minkler M. Community-based participatory research 
for health: advancing social and health equity: John Wiley & Sons; 2017. 



 

 

134 

59. Miller A, Massey PD, Judd J, et al. Using a participatory action research framework to 
listen to Aboriginal and Torres Strait Islander people in Australia about pandemic 
influenza. Rural Remote Health. Jul-Sep 2015;15(3):2923. 

60. Newman SD, Andrews JO, Magwood GS, Jenkins C, Cox MJ, Williamson DC. 
Community advisory boards in community-based participatory research: a synthesis of 
best processes. Prev Chronic Dis. May 2011;8(3):A70. 

61. Lucero J, Wallerstein N, Duran B, et al. Development of a Mixed Methods Investigation 
of Process and Outcomes of Community-Based Participatory Research. J Mix Methods 
Res. Jan 2018;12(1):55-74. 

62. Wilson S. Research Is Ceremony: Indigenous Research Methodology. Halifax, Nova 
Scotia, Winnipeg, Manitoba: Fernwood Publishing; 2008. 

63. Kovach M. Indigenous Methodologies: Characteristics, Conversations, and Contexts. 
Toronto, ON: University of Toronto Press; 2009. 

64. Walters KL, Mohammed SA, Evans-Campbell T, Beltran RE, Chae DH, Duran B. Bodies 
don’t just tell stories, they tell histories: Embodiment of Historical Trauma among 
American Indians and Alaska Natives. Du Bois Rev. Apr 2011;8(1):179-189. 

65. Walters K, Beltran R, Huh D, Evans-Campbell T. Communities, neighborhoods, and 
health: expanding the boundaries of place. Vol 1. Philadelphia, PA: Springer Science & 
Business Media; 2011:163-199. 

66. Dempsey AF, Abraham LM, Dalton V, Ruffin M. Understanding the reasons why 
mothers do or do not have their adolescent daughters vaccinated against human 
papillomavirus. Ann Epidemiol. Aug 2009;19(8):531-538. 

67. Triandis HC, McCusker C, Betancourt H, et al. An etic-emic analysis of individualism 
and collectivism. Journal of Cross-Cultural Psychology. 1993;24(3):366-383. 

68. Tingey L, Cwik MF, Rosenstock S, et al. Risk and protective factors for heavy binge 
alcohol use among American Indian adolescents utilizing emergency health services. Am 
J Drug Alcohol Abuse. Nov 2016;42(6):715-725. 

69. FitzGerald CA, Fullerton L, Green D, Hall M, Penaloza LJ. The Association Between 
Positive Relationships with Adults and Suicide-Attempt Resilience in American Indian 
Youth in New Mexico. Am Indian Alsk Native Ment Health Res. 2017;24(2):40-53. 

70. McNally M, Martin D. First Nations, Inuit and Metis health: Considerations for Canadian 
health leaders in the wake of the Truth and Reconciliation Commission of Canada report. 
Healthc Manage Forum. Mar 2017;30(2):117-122. 



 

 

135 

71. Walls M. Marijuana and alcohol use during early adolescence: Gender differences among 
American Indian/First Nations youth. Journal of Drug Issues. 2008;38(4):1139-1160. 

72. Walls ML, Whitbeck LB. Distress among Indigenous North Americans: Generalized and 
Culturally Relevant Stressors. Soc Ment Health. Jul 1 2011;1(2):124-136.  
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

136 

APPENDIX B: WOMEN’S HEALTH QUESTIONNAIRE 
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