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ABSTRACT 

Purpose. This study engaged Diné women in describing wellness and how they maintain 

wellness utilizing a qualitative descriptive methodology and application of the culturally valued 

process of relational accountability. A Diné Cultural Advisory Committee provided guidance for 

analysis. 

Background. Indigenous peoples, including Diné, experience health inequities often 

addressed via deficit-based approaches. Wellness as a concept and strength-based mechanism to 

enhance health is pertinent for Indigenous Peoples. Post-colonial feminist theory, Indigenous 

feminisms, resilience theory, and historical trauma theory add relevant theoretical foundations 

for the robust description of wellness by Diné women residing in a Navajo Nation bordertown. 

Methods. The study design was qualitative descriptive. Semi-structured interviews were 

conducted with six Diné women via Zoom. The culturally relevant process of relational 

accountability was applied alongside the qualitative research process. Analysis was conducted in 

a culturally informed and inductive manner. 

Results. Discoveries on how Diné women perceive and maintain wellness resulted in an 

overarching theme of “It [Wellness] lays a foundation of who you are,” supported by four 

domains: “A concept of balance,” “I take this all with me no matter where I am,” “Things just 

became natural,” and “Diné Asdzání” (Navajo Woman). Domains 1 and 2 corresponded to 

research questions 1) “How is wellness described?” and 2) “How is wellness maintained?” and 

Domains 3 and 4 were unexpected and emergent, providing rich, relevant and critical contextual 

information. 
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Findings support known data on Indigenous wellness: wellness as holistic, collective, 

inclusive of the living world, and specific to the Diné, inclusion of the concept of Hózhó as 

congruent to, or complementary to, wellness. Study findings reveal the integral aspect of 

relational wellness, and describe the diverse and complex manners in which Diné women 

maintain wellness, learn about wellness, and highlights personal attributes and values of these 

Diné women leaders. This study is an exemplar of the application of relational accountability 

when conducting research in Indigenous communities. Future research with Indigenous 

communities should integrate Indigenous methodologies and apply relational accountability. 

Further exploration of wellness with other Diné subpopulations is recommended as well as is 

inclusion of Indigenous feminisms as a theoretical foundation. 
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CHAPTER 1: INTRODUCTION 

This study engaged Diné (Navajo) women between ages 25 and 45, who live in a Navajo 

Nation bordertown contiguous with the Navajo Nation, in explicating their description of 

wellness and how they maintain their wellness when living outside of the Navajo Nation. This 

research approach honors Diné American Indian women as experts in their own wellness. Post-

colonial feminist theory and Indigenous feminisms provide the theoretical underpinnings for this 

study. Methodologically, a qualitative descriptive research design, guided by Relational 

Accountability (Wilson, 2008), a concept aligned with Indigenous cultural worldview and 

Indigenous research methodologies is utilized, and is detailed in Chapters 1 and 3. Specifically, 

the use of relational accountability as a guiding principle, described in Chapter 3, is expected to 

allow for a process of better understanding a culturally contextualized description of the 

phenomena of interest. 

In Diné Bizaad, the Navajo language, Diné means “The People,” (Denetdale, 2007). 

Traditional terms, such as Diné Bikéyah (referring to the land, or the entire Navajo Nation), and 

Diné Bizaad (referring to the Navajo language), is used in this dissertation to honor culture and 

self-determination as preferred by the Diné, specifically Diné elders. In some cases, there are 

clear preferences of use, and in other cases, both names may be used interchangeably. While the 

names Navajo and Diné may be used interchangeably, and the term Navajo Nation and Navajo 

Nation Government are official and openly accepted terms, this study will use the term Diné in 

reference to the Navajo people. The word Navajo will be used in reference to place and official 

governmental organizations, such as ‘Navajo Nation.’ 



 
 
 

 
13 

The majority (78%) of Indigenous peoples in the United States (U.S.) live outside of 

reservations or the boundaries of their Indigenous nations (Office of Minority Health, 2018). 

This holds true for the Diné, as 53% of the population or 33,370 individuals, live in towns 

bordering the Navajo Nation reservation (Navajo Division of Health, 2013). In this study, 

bordertowns are defined as towns that border Indigenous land bases (the Navajo Nation). 

Reservation bordertowns are composed of both Indigenous and non-Indigenous peoples where 

colonization practices continue to be tolerated and reinforced (Indian Country Today, 2014). 

There are 12 bordertowns, which meet the Navajo Nation government’s definition of towns or 

cities on the border of the Navajo Nation with populations of at least 500 Diné in each 

community (Navajo Division of Health, 2013). These 12 towns are Farmington, Gallup, 

Bloomfield, Aztec, and Grants, New Mexico, Flagstaff, Page, Winslow, and Holbrook, Arizona, 

Blanding, Utah, and Cortez and Durango, Colorado (Navajo Division of Health, 2013). 

According to the 2010 census, the Diné population of Navajo Nation bordertowns varies from 

483 persons in Durango, Colorado, to 9,522 in Farmington, New Mexico (Navajo Division of 

Health, 2013). Over half of Diné individuals living in Navajo Nation bordertowns reside in either 

Gallup or Farmington, New Mexico (Navajo Division of Health, 2013). It should be noted, that, 

although Diné living in Navajo Nation bordertowns reside outside of the current Navajo Nation 

boundaries, these towns are still within the four sacred mountains and traditional boundaries of 

Diné Bikeyah or Diné traditional homelands and territories (Navajo Division of Health, 2013). 

Lastly, population-level health data for Diné who live in bordertowns are difficult to extract from 

aggregated data for all Indigenous peoples present, as health data is presented for Indigenous 

People as a whole and not elucidated by tribe. Local county-level health data is aggregated with 
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that of non-Indigenous peoples and presented as overall McKinley County health data, as Gallup 

is located in McKinley County, New Mexico. 

Statement of the Problem 

In the U.S more than 5.2 million Indigenous peoples comprise a diverse group of 573 

federally recognized and approximately 100 state-recognized tribes (Office of Minority Health, 

2018). Despite a diversity of culture, geographical location, and urbanity, Indigenous peoples are 

characterized by historical and contemporary health inequities and disparities strikingly higher in 

number and intensity than those experienced by any other racial or ethnic group (Brave Heart, 

Chase, Elkins & Altschul, 2011; Adakai et al., 2018). These inequities lead to Indigenous 

peoples experiencing the highest premature mortality rates of any racial or ethnic group in the 

U.S. (Abbasi, 2018). Health inequities and disparities disproportionately affect Indigenous 

peoples across the lifespan, including neonatal and infant mortality (Solomon, Cordova, & 

Garcia, 2017; Horowitz, 2012). In comparison to white American males, Indigenous males 

experience 1.5 to 3 times higher rates of unintentional injuries and related deaths, an almost three 

times greater prevalence over the lifespan of post-traumatic stress disorder (PTSD). Indigenous 

peoples as a population experience the greatest incidence of poverty among all racial and ethnic 

groups, experience violent crime at double the rate of the overall U.S. population (Mitchell, 

2012; Sarche, Tafoya, Croy, & Hill, 2017), are three times more likely to be diagnosed with type 

2 diabetes mellitus (Office of Minority Health Resource Center, 2021) and experience a death 

rate from this disease which is three times higher than the general population (Mitchell, 2012; 

Sarche, Tafoya, Croy, & Hill, 2017). These disparities extend to cancer, especially liver, colon, 

renal, and pelvic cancers, heart disease, stroke, and, eating disorders in comparison to white 
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Americans (Horowitz, 2012). Intimate partner violence also occurs more often for Indigenous 

peoples of all genders than for the general U.S. population (Sarche, Tafoya, Croy, & Hill, 2017). 

Indigenous peoples’ health disparities data have been and continue to be used to inform 

well-intended but potentially culturally incongruent interventions. Disproportionate health 

inequities for Indigenous people have been historically interpreted from a deficit-based 

perspective (Rogoff et al., 2017), potentiating paternalism among researchers and healthcare 

providers. Though extant health disparities among Indigenous peoples are clinically concerning 

and complex, deficit-based approaches may cause further harm, thus potentiating both subtle and 

overt discrimination (Fast & Collin-Vezina, 2010). Deficit-based approaches to interpreting 

health disparities data are often incomplete and acontextual and overlook the inherent strengths 

and prevailing assets of Indigenous people. Deficit-based approaches serve to pathologize 

Indigenous peoples, undermining health sovereignty by presenting them solely as vulnerable 

populations (Kajner, Fletcher, & Makosis, 2012). Although population-level health data 

demonstrate inequities, a more optimal way to approach the resultant health disparities is through 

a strength-based approach. The inherent strengths and prevailing assets in, and resiliency of, 

Indigenous cultures (Unal, 2018) are actually cultural determinants of wellness (Kingsley, 

Munro-Harrison, Jenkins, & Thorpe, 2018). These are based on the premise that Indigenous 

cultures support and promote individual and collective wellness, are health-protective and health-

promotive, and are inclusive of Indigenous knowledge as scientific and evidence-based (Rivera 

Carpenter, unpublished manuscript, 2018). 

Strength-based approaches focus on populations’ pre-existing strengths and resources. 

This approach may center the role of Indigenous knowledge and culture rather than adverse 
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outcomes or disease-specific indicators. Strength-based approaches challenge the traditional 

medical model by replacing hierarchy with collaboration, expert opinion with resources, 

focusing on what is already working instead of failing, and maintaining a focus on the solution to 

the concern rather than on what is broken (Swartz, 2017). Strength or asset-based approaches 

center on what keeps people healthy rather than what is making them sick (Marshall & Easton, 

2018). This focus is respectful of community strengths, thus avoiding a paternalistic approach or 

continued colonialism where only outside entities bring solutions. Strength and asset-based 

approaches draw on the resiliency of Indigenous people, and can be centered on Indigenous 

value systems, norms, and standards, rather than the deficit-based attempt to shame or focus on 

what is wrong, even if this occurs inadvertently (Linklater, 2014). Strengths and assets, that 

represent Indigenous knowledge, include humor, family networks, intergenerational 

relationships, shared collective histories, spiritual and cultural resources, and community-based 

support systems (Linklater, 2014). Building upon these strengths with interventions centered on 

culture, and – by extension – Indigenous knowledge, may support both individual and collective 

wellness. There is an immediate need for strength-based, culturally grounded health and wellness 

interventions that promote and support health sovereignty for Indigenous peoples. Prior to the 

development of such interventions, however, an understanding of Indigenous peoples is required 

– specifically, Diné women’s perception of wellness and how their wellness is maintained when 

no longer residing on the Navajo Nation reservation. Strength-based approaches are aligned with 

traditional Diné orientation: hopeful, positive planning grounded in the belief that good things 

await in the future, if one keeps positive and hopeful thought, actions, and beliefs (Kahn John, 
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personal communication, 2020). A strength-based, positive and futuristic orientation is thus 

appropriate for the proposed research with Diné women. 

Purpose and Research Questions 

Purpose 

A qualitative descriptive research approach that centers participants’ experiences and 

voices, through consistent application of the culturally valued process of relational accountability 

will be used to explore Diné women’s descriptions of wellness and maintenance of wellness.  

Research Questions 

1. How do Diné women who live in Navajo Nation bordertowns describe wellness?  

2. How do Diné women who live in Navajo Nation bordertowns maintain wellness? 

Wellness  

The concept of wellness as a dynamic process of actualizing human potential (Pender, 

Murdaugh, & Parsons, 2015) contrasts in some areas with prevailing concepts of health. In 

Indigenous knowledge systems, healing philosophies are based upon wellness models (Linklater, 

2014), rather than on health models wherein illness and health are dichotomous. Wellness, as a 

measure of well-being, exists as a relational construct (Rountree & Smith, 2016) rather than a 

solely personal ownership of health or lack thereof. The focus is centered on balance with, and 

accountability to (Wilson, 2008) the self and to others (Linklater, 2014) and to the living 

environment (Cajete, 2000). Wellness is not only individual, but also collective and community-

centered, with reciprocity. That is, one who has improved wellness or achieved healing may then 

assist the community as a whole (Bassett, Tsosie, & Nannauk, 2012). In Indigenous 

communities, wellness also heavily depends on the individual’s place, or role, within the 
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community (Linklater, 2014). Thus, wellness is both individual and collective, a worldview that 

distinguishes Indigenous knowledge and worldviews from most western views of health and 

wellness. Wellness practices based upon Indigenous knowledge support both individual and 

collective needs, and thus may have advantages in both individual and public health among 

Indigenous populations. 

It is beneficial to understand the divergence of Indigenous and western worldviews 

related to the concept of wellness. Building on what was previously discussed; a foundational 

difference lies in the western separation or fragmentation initially of the self, and then the self 

from the living world. The separation of nature from the self, or Cartesian bifurcation, supported 

the industrial and post-industrial western scientific and societal view that the world is not a living 

entity, but is an inert object that can and should be controlled (Deloria, 1997). The cartesian 

bifurcation, still reflected in some models and definitions of health (Saylor, 2004) does not exist 

in Indigenous knowledge. The self is understood as a complex holistic being, rather than a 

fragmented and non-holistic sense of body, mind and spirit separated first from each other and 

then further separated from the ‘other’ or the external environment. The connections between the 

mind and body, the self and others, and self, other, and the living world remain intact. Thus, 

wellness is relational and sustained by a constant and conscious awareness of the complex inter-

related and interdependent and collective relevance and connectedness between the internal 

body, mind, and spirit of an individual and the external elements of other, nature, animals, spirits 

the environment, and the universe.  
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Definitions of Key Terms 

Terms specific to the population and setting in which this study is conducted, as well as 

relevant concepts that underpin Indigenous methodologies, are presented to facilitate 

foundational understanding and to situate the phenomenon of interest.  

Indigenous Peoples 

Although the terminology differs in the literature and individually in regard to the 

preferred population name for descendants of the original inhabitants of the Americas prior to 

European colonization (Burnette & Figley, 2016), the term Indigenous peoples is used in this 

study to refer to the population as whole. Specific tribal or band names will be given when 

discussing a specific Indigenous population. Other terminology present in the literature includes 

Native American and/or Alaskan Native (NA/AN) and American Indian (AI) as population 

names. Ultimately, the decision regarding terminology is personal, and individuals of the same 

community may have differing preferences in this area. For this study and resultant manuscripts, 

Indigenous peoples is the collective term that will be used. This term also carries political and 

global connotations (United Nations, 2007). Of note, the term ‘Indigenous peoples’ may include 

Indigenous peoples from throughout the Americas but the term is used specifically regarding 

American Indian/Alaskan Native persons for the purpose of this study.  

Indigenous Knowledge 

Indigenous knowledge is foundational to our understanding of the concept of wellness for 

Diné women and is critical to Indigenous research (Kurtz, 2012). A concept analysis of 

Indigenous knowledge was conducted prior to this study due to the foundational aspect and 

relevance to wellness (Rivera Carpenter, unpublished manuscript, 2019). It has been defined as 
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an (Indigenous) nations’ established knowledge, directing customs and traditions, and 

worldviews (Hart, 2010), and is foundational to culture and culturally related concepts for 

Indigenous peoples. However, an understanding of the underlying concepts related to Indigenous 

knowledge is of more value than a strict or delineating definition (Rivera Carpenter, unpublished 

manuscript, 2018). Indigenous knowledge is by nature local, holistic, oral (Hart, 2010), and 

relational (Wilson, 2008). Gonzalez, in Red Medicine (2012) presented aspects of Indigenous 

knowledge as Indigenous intelligence, encoded knowledge, multiple dimensions of knowledge, 

place, correspondence/co-respondent, origin and orientation, sacred formulas, ceremony as 

medicine, unity, explanation, embodiment and memory. Inclusion of Indigenous knowledge, 

worldviews and culture are necessary for the incorporation of Indigenous principles into health-

related research (Loppie, 2007) and resultant culturally grounded interventions. 

Decolonization 

The common description of the term “decolonization” refers to integrating a population’s 

traditional (non-western) political, social, spiritual, or psychological (Lucero, 2011) concepts, 

practices, belief systems, etc. into those which are based upon Western or Eurocentric values, 

approaches, or beliefs. Alternately, decolonization can be understood as recognizing and 

supporting Indigenous liberation through the resistance of restraints found in western scientific 

academy and practice (Dickerson et al., 2018). Definitions, intent and meaning of decolonization 

vary across a variety of professions, specialties, and areas of emphasis. Due to this variation and 

to the diversity of experiences related to colonization for Indigenous people, the process of 

decolonization includes understanding what decolonization means for and to a specific 

population. 
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Indigenous knowledge is foundational and necessary for decolonization. Although there 

are inherent challenges in the coexistence and blending of two separate and distinct knowledge 

systems, decolonization can be accomplished ethically (Marsh, Coholic, Cote-Meek, & Najavits, 

2015). In fact, one could argue that it is unethical to oppose the decolonization of wellness for 

Indigenous people. If Indigenous knowledge is to be acknowledged and integrated into research, 

and ultimately in nursing practice, then it may be posited that decolonization of science is 

necessary. Decolonization of wellness and healing practices is also imperative, as therapeutic 

interventions based solely upon western practices may potentially facilitate unintended (or 

undesired) cultural assimilation (Prussing, 2014). 

Relational Accountability 

Relational accountability entails a deep commitment to relationships and requires 

maintaining a reflexive and respectful Indigenous process of self-awareness and collaborative 

knowledge generation (Wilson, 2008); it supports meaningful engagement (Reich, Liebenburg, 

Denny, Battiste, Bernar, Christmas, Dennis, Denny, Knockwood, Nicholas, & Paul, 2017). 

Relational accountability is established in the literature and has been utilized in research with 

Indigenous Peoples globally (Kaner, Fletcher, & Makokis, 2011; Thomas, Eggins, & Papoutsaki, 

2016; Reich, 2017; Barlo, Boyd, Hughes, Wilson, & Pelizzon, 2021). Although an Indigenous 

concept, it has been utilized by other people of color (Kohil & Pizarro, 2016). Relational 

accountability extends beyond the concept of reflexivity used in qualitative research. Reflexivity 

in this study, detailed in Chapter 3, is present in the process of relational accountability, although 

there are distinctions between the two. Reflexivity includes self-appraisal, a continuous internal 

dialogue and critical self-evaluation of the researcher with the acknowledgement that the 
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researcher’s position has the potential to affect the research process and its outcome (Berger, 

2015). Relational accountability encompasses respect and caring for one’s relations, not only 

including one’s immediate family members or community, but indeed, with the entirety of the 

living world (Kajner, Fletcher, & Mantokis, 2012) in a reciprocal relationship (Wilson, 1999). In 

this way, even knowledge itself is relational, not objective nor static, and is shared by the living 

world (Latulippe, 2015). This relational and reciprocal approach extends to research, in that 

relationships, which are constructed or uncovered via research, converge into and may be used to 

develop theory (Latulippe, 2015; Wilson, 2008). Reciprocity ensures that all share in the power 

and substance of new relationships (Wilson, 2008) which are developed during the process of 

research, and so addresses actual or potential power imbalances between researcher and research 

participants. 

Understanding relationality and maintaining a deep commitment to relationships are 

essential for relational accountability (Wilson, 2008). The relationships established and built are 

vital to the research process and create space for negotiation and collaborative work. Through a 

collaborative relationship, the researcher becomes a stakeholder in the shared experiences of 

research, creating accountability (Thomas, Eggins, & Papoutsaki, 2016). Relational 

accountability is both a process and an ethic (Thomas, Eggins, & Papoutsaki, 2016), and thus, is 

as simple and complex as building more relationships, both with participants and necessarily 

with communities (Wilson, 2008). In research, to support meaningful and ethical engagement 

with research partners, the dynamics of relationships must be critically examined; relational 

experiences established through research facilitate engagement in the research process and 

subsequent co-creation of knowledge (Reich et al., 2017). Acknowledgement and application of 
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relational accountability by a researcher requires an awareness of the relational Indigenous 

worldview (as discussed in the previous section) and prioritization of and co-implementation of 

acts of relationality throughout the research process. 

As an Indigenous concept, relational accountability may be challenging to grasp from a 

scientific perspective. As an Indigenous concept, relational accountability may be expressed in 

necessarily local ways, reflecting culture and values of the community in which it is 

implemented (Reo, 2019; Barlo et al., 2021). Indeed, the researcher who pioneered bringing 

relational accountability into the literature does not offer a delineated definition of the concept, 

but rather guiding tenets of what relational accountability entails, and what it does not (Wilson & 

Wilson, 2001). What relational accountability is, and entails, is shared here. Relational 

accountability is ultimately a process of being in a good relation and maintaining kinship with 

the living world, and respecting and honoring the connections therein, and applying this 

conscious or unconscious Indigenous worldview to the research process (Wilson & Wilson, 

1998). Relationships are fundamental to the research experience (Thomas, Eggins, & Papoutsaki, 

2016). The presence of disrespect, even if felt and not necessarily shown, disrupts this balance 

and process, as do other negative emotions such as hostility, intolerance, or aggression (Wilson 

& Wilson, 1998). Thus, the researcher must take care to approach research, and the relationships 

therein, in a respectful manner. Respect was intentionally approached in this study, and relational 

accountability and respect are discussed throughout this dissertation.  

A researcher first must have an in depth understanding of the centrality and prioritization 

of relationality as a concept and relational worldviews among Indigenous peoples. Upon 

understanding the extensiveness of this relational worldview, the researcher is then expected to 
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apply this worldview to each step of the research process. The core element of relationality is 

awareness of the innate sacredness of self and other (other referring to all external to an 

individual, inclusive of other people, nature, spirits, the living world and the entire universe). 

Through each act of research, the researcher maintains this constant awareness of their 

positionality as a relational researcher. The attributes of respect, acknowledgement and honor are 

foundational to demonstrating relationality through acts of reciprocity, equality, shared 

accountability and constant exchange and collaborative knowledge generation and development.  

Background  

Indigenous peoples, including the Diné, have and continue to experience 

intergenerational and historically based disparities that are rooted in colonization (Warne & 

Lajimodiere, 2015). Both remote and recent historical events have strongly influenced social 

determinants of health and cultural determinants of wellness for Indigenous peoples. These 

events have laid the groundwork for the current state of inequity in the setting of sustained 

colonization and historical trauma, the complex and collective trauma endured by a group who 

share an affiliation or identity (Warne & Lajimodiere, 2015). Beyond loss of life and lifeways, 

many Indigenous tribes experienced enduring trauma by the dominant culture that resulted in 

loss of language, culture, and resources. Forced assimilation commonly occurred by forcibly 

removing Indigenous children from their homes and communities (Sarche, Tafoya, Croy, & Hill, 

2017). These traumatic acts directly contributed to power inequality between Indigenous peoples 

and the dominant society, which was enforced by the federal government via legislation and 

policy (Lucero, 2011) establishing a paternalistic approach to the issues of Indigenous peoples. 

These historical occurrences, including settling of Indigenous peoples on reservations, and the 
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more recent attempts at urban resettlement, have had a strong influence on the current 

socioeconomic state, and resultant health status, of many Indigenous peoples. Resettlement, in 

particular, contributed to and continues to contribute to cultural disconnection (Brown, 

Dickerson, & D’Amico, 2016). 

Indigenous peoples in the U.S. experience severe and expansive historical and extant 

socioeconomic and health disparities. These disparities, with multiple and complex roots, are 

strikingly higher in number and intensity than those found in any racial or ethnic group in the 

U.S. (Brave Heart, Chase, Elkins, & Altschul, 2011; U.S. Department of Health and Human 

Service Services, Office of Minority Health, 2021). While Indigenous peoples face health 

disparities which are influenced by the social determinants of health, such as poverty (Sarche, 

Tafoya, Croy, & Hill, 2017), historical trauma and loss uniquely create and potentiate disparity 

among Indigenous peoples. Historical trauma is defined as a cumulative, intergenerational 

psychological and emotional wounding stemming from severe group trauma, with historical loss 

as a measure, and is associated with current health and societal conditions (Warne & 

Lajimodiere, 2015), including adverse health-related outcomes (Yellow Horse Brave Bull, 

Chase, Elkins, & Altschul, 2011). Ongoing oppression and racism perpetuate the effects of 

historical trauma (Yellow Horse Brave Bull, Chase, Elkins, & Altschul, 2011). The foundations 

of historical trauma, imperialism and colonialism, remain measures of oppression in modern 

society (Tuhiwai Smith, 2012), continue to cause, and compound harm, to Indigenous Peoples. 

Thus, historical trauma and loss constitute an interdependent causal pathway in health disparity 

among Indigenous peoples, and one that is not strictly historical, but is ongoing. Additionally, 
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racial and social inequities (Dennis & Momper, 2016), many of which are structural, contribute 

to ongoing health disparity. 

Intergenerational trauma may also serve as a causal factor for health disparity among 

Indigenous peoples. Historical trauma and intergenerational trauma are used interchangeably but 

are unique concepts that can occur concurrently. Intergenerational trauma refers to the secondary 

impacts of a trauma between generations of the family unit, at the individual level, although the 

precipitating trauma may be experienced collectively (Cromer, Vasquez, Grey, & Frey, 2018). 

Indigenous peoples may experience intergenerational trauma from experiences such as the forced 

separation of Indigenous children to boarding schools, where separation was intended to “de-

indigenize” by eliminating familial bonds, cultural practices (Lucero, 2011) and preventing 

intergenerational access to Indigenous knowledge. Cultural disconnection and erasure were the 

objectives of these and other practices. Consequently, the pathways and eventual health-related 

disparity among Indigenous peoples are not unintentional consequences of past practice and 

policy, but intentional, well-planned approaches with the goals of assimilation, removal, and 

termination (Lucero, 2011). The endurance of Indigenous cultures and collective strengths are a 

testament to the goals of these actions not being realized.  

Culture and Indigenous Knowledge as Foundational to Wellness 

An understanding of the differentiation between western science and Indigenous 

knowledge, the extant health disparity experienced by Indigenous people, and strength-based and 

decolonized approaches, support the premise that Indigenous knowledge is foundational to 

wellness for this population. Wellness-related interventions based on cultural strengths in 

alignment with Indigenous worldviews and value systems based upon Indigenous knowledge, 
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honor the health sovereignty of Indigenous people, while decolonized and Indigenous 

methodologies support equitable relationships that include the whole person and the community 

(Linklater, 2012). Indigenous cultures are known to be health-protective (Linklater, 2014). 

Reciprocity, integral to Indigenous knowledge, can aid community building or rebuilding 

and the creation and maintenance of positive social support and social capital, two concepts 

established by evidence in the western scientific method as beneficial for wellness.  

Indigenous cultures, grounded in Indigenous knowledge, are a therapeutic and protective 

central modality for wellness and healing (Bassett, Tsosie, & Nannauck, 2012). Indigenous 

cultures and Indigenous knowledge are critical for community-based initiatives related to healing 

and wellness. Research demonstrates that Indigenous communities with the highest wellness are 

sovereign (self-governing), maintain cultural traditional practices and thus Indigenous 

knowledge, and have members who speak their native language (Linklater, 2014). By centering 

Indigenous knowledge as foundational to wellness, a culture-as-treatment approach can support 

cultural reclamation and revitalization, supporting individual and community wellness. An 

example of this is the negative association between positive cultural markers and suicide rates for 

First Nations communities (Barker, Goodman, & DeBeck, 2017). Participation in ceremony and 

tribal language are known to decrease delinquency among Indigenous adolescents, with 

participation in traditional activities linked to decreased suicide; resilience also was associated 

with enculturation, a protective factor (Henson, Sabo, Trujillo, & Teufel-Shone, 2017). 

Navajo Nation Bordertowns and Wellness 

In health-related research and in the field of Indigenous Studies, the lived experiences of 

Indigenous people living outside of tribal or reservation lands have not adequately been included 
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and understood (Denetdale, 2016). Understanding is imperative, as the majority of Indigenous 

peoples within the U.S. do not live within reservation boundaries (Dennis & Momper, 2016). 

Denetdale (2016) discussed the experiences faced by Indigenous peoples outside of home nations 

or reservation boundaries, which include displacement, relocation, and migration and 

experiences of violence and “othering” (as progressive, urban, or nontraditional). Histories of 

violence and microaggressions towards Indigenous peoples are commonly reported in 

bordertowns (Huyser et al., 2018). Research shows that a greater length of life spent on 

reservation lands versus outside of those lands has an association with lower levels of 

psychological distress, in that there are many factors, including social support systems, which 

promote resilience (Huyser et al., 2018). However, there is little data regarding cultural 

considerations of wellness, or ways in which wellness is maintained for Indigenous people who 

live in reservation bordertowns. These experiences include unique considerations for health and 

wellness. 

Historically, Diné people were encouraged to seek work outside of Diné Bikeyah (Navajo 

Nation) with the transition to a wage economy (Denetdale, 2016). Transition from traditional 

lifeways to one based upon based on currency exchange, such as in mainstream society, led to 

Diné peoples relocation to obtain wage-based employment. In these transitions, discrimination, 

racism, and gender disparities were experienced practices that continue to the current day in 

many bordertowns (Denetdale, 2016). Although these negative experiences exist and persist, the 

choice to live in a bordertown may be related to the presence of cultural and social benefits. 

Additionally, living in a bordertown may provide individuals with economic opportunity while 
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also maintaining close ties to land, community, and family who reside within reservation 

boundaries (Huyser et al., 2018), which may support wellness. 

Local Community  

The city of Gallup and surrounding communities are located within McKinley County, 

New Mexico. In 2016, Rehoboth McKinley Christian Health Care Services (RMCHCS) in 

Gallup published a community needs assessment that provided information on demographics, 

health factors (systems and conditions), quality of life, health behaviors, substance abuse, and 

social and economic factors. Assets and needs were discussed, providing a nuanced snapshot into 

health and wellness-related factors in the area. Although indicators were not broken down by 

Diné and non-Diné status, and Gallup is home to Indigenous individuals from multiple tribes, 

community and county information assists in understanding of the local community and health 

and wellness-related status of all community members, including those who are Diné. 

In McKinley County, 77.5% of the 26,708 residents are Indigenous, and within the city of 

Gallup, Indigenous people make up 43.8% of the population; overall, the Indigenous population 

in both the city and county is growing (RMCHCS, 2016). The median age in McKinley County 

is six years younger than in the overall U.S., at 30.7 years, but the average lifespan is four years 

less than the U.S. average, at 74.4 versus 78.8 years (aggregate age, not separated by gender) 

(RMCHCS, 2016). Cardiovascular disease and cancer deaths are lower than the state and 

national averages (thought to be a result of increased early deaths from other causes) while 

diabetes and suicide rates are higher than both the national and Navajo Nation averages 

(RMCHCS, 2016). The Robert Wood Johnson Foundation County Health assessment of the 32 

counties in New Mexico ranked McKinley County number 32 for health factors. Strikingly, 
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24.3% of McKinley County residents experience food insecurity, compared to 17.3% statewide 

and 5.8% nationally (RMCHCS, 2016). Pressing environmental issues in McKinley County 

include poverty, housing (permanent and transitional), and access to transportation, healthcare, 

education, and food (RMCHCS, 2016). Notably, the community needs assessment states that the 

Gallup community has been studied extensively over the past three decades (RMCHCS, 2016); it 

is unknown if this research has produced any measurable outcomes or impact for community 

members. 

Although these statistics are concerning, there are several positive community initiatives 

within Gallup and McKinley County. These include a Partners In Health affiliated program, the 

Community Outreach, Patient Empowerment (COPE), with a focus on the prevention of chronic 

disease and healthy food access, partnerships with the culinary program at Navajo Technical 

University, Navajo Nation physical activity, educational, and screening program “Just Move It!” 

events, behavioral health initiatives at Gallup Indian Medical Center, and the establishment of a 

Native Coalition between tribes to address trauma-related issues and sexual assault (RMCHCS, 

2016). There is also a long history of Indigenous advocacy in the Gallup area, including the 

presence of an Indigenous Women’s Breakfast, the Red Nation, an annual Native Liberation 

Conference, and many events targeting various topics such as sexual health. In presenting a 

relevant community overview of Gallup and McKinley County, similarities present between the 

overall community and that of research considerations for Indigenous Peoples. Both populations 

have been the recipients of research, often with a deficit-based approach and not necessarily in 

line with the desires of those being studied. An Indigenous research paradigm for Indigenous 

people, including those living in Gallup that embraces relational accountability, is community-
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led, strength-based, decolonized, non-paternalistic, and Indigenous is urgently needed (Hyett, 

Marjerrison, & Gabel, 2018). 

Theoretical Foundations 

Interventions developed for a specific cultural group such as Indigenous peoples must be 

grounded in theories, which are respective, inclusive, and in alignment with the values and 

knowledge systems of the target population. The influence of theory on intervention 

development is of unique consideration for Indigenous people, as theories and methodologies 

utilized for culturally adapted or culturally centered interventions should not impose theory that 

is not in alignment with Indigenous practices and value systems (Sarche & Whitesell, 2012). The 

centering of cultural considerations has been demonstrated to positively influence the success of 

interventions for Indigenous people (Kenyon & Hanson, 2012). At each stage of intervention 

development, from grand theory to midrange and from planned goals to outcomes analysis, 

Indigenous knowledge, methodologies, culturally informed ways of knowing, and value systems 

should be interwoven to produce optimal outcomes. 

Post-colonial feminist theory and Indigenous feminisms are especially pertinent to this 

study as they inform understanding and perspective on Indigenous cultural and wellness-related 

issues. These theories are contextually inclusive and center and support decolonization, 

Indigenous knowledge systems and worldviews, and the centering of Indigenous voices and 

resultantly qualitative research utilizing Indigenous cultural contexts. Lastly, the feminist foci of 

both foundational theories coalesce with the matrilineal and matriarchal aspects of Diné lifeways 

(Denetdale, 2001; Denetdale, 2020). Both post-colonial feminist and Indigenous feminisms are 

discussed in Chapter 2. 
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Significance to Nursing 

There exists an ethical obligation for nursing as a profession to challenge systems, 

frameworks, and structures that create or potentiate inequity, disparity, colonialism, paternalism, 

and forcefully imposed approaches to values, health, and culture. Nurses maintain an ethical 

obligation to address situations which cause harm while honoring cultural values and respecting 

autonomy and practicing to the fullest of their scope to support individual, community, and 

population health (American Nurses Association [ANA], 2015). This ethical obligation can be 

accomplished utilizing holistic, integrative, strength-based and interdisciplinary approaches and 

culturally aligned methodologies. 

In a call to arms, McGibbon and colleagues (2014) asserted that post-colonial and 

Indigenous feminist discourses have not yet been firmly established in the consciousness or 

political agenda of nursing as a profession. The authors and others maintain that nursing has also 

been party to establishing and extending colonial frameworks in education, research, and practice 

via grounding in western biomedical hegemony and colonialist ideals (McGibbon et al., 2014; 

Green, 2016; Waite & Nardi, 2017). These practices have historically resulted in the exclusion of 

Indigenous knowledge systems from the academy and resultantly nursing education and practice; 

an exclusion now being addressed through scholarly work such as this. 

Some behaviorally based health interventions among Indigenous peoples have shifted 

from application of primarily western practices to those that are culturally adapted for 

Indigenous peoples broadly or for specific Indigenous subpopulations. Research has shown that 

culturally adapted interventions are more efficacious than non-culturally adapted interventions 

among Indigenous peoples (Montag et al., 2017). This finding has yielded further culturally 



 
 
 

 
33 

adapted or mediated health interventions, which often demonstrate mixed results regarding 

efficacy and workability (Dickerson et al., 2018). Thus, reframing western or non-Indigenous 

interventions by simply adding in cultural aspects may not be the most optimal method of 

addressing health disparity among Indigenous peoples. 

By centering Indigenous knowledge systems (Getty, 2010) and applying relational 

accountability in the research process (Wilson, 2008), nursing can support a decolonized 

approach to wellness for Indigenous peoples (Chinn, 2020). Data generated in this study will 

contribute to understanding of Diné women’s perspectives on maintenance of wellness while 

residing in border communities, support future theory development, and may ultimately lead to 

wellness interventions that promote wellness and support health sovereignty for Indigenous 

peoples. There is limited literature that addresses the impact or benefits of a research approach 

informed by Indigenous knowledge, for Indigenous peoples, despite long-standing health-related 

research (Kinchin et al., 2017). This study seeks to address this gap. 

The Researcher 

Indigenous scholars highlight the necessity of researchers to write about themselves and 

their positionality at the outset of the research (Kurtz, 2012). How the researcher engages in 

relationality, as it may aid in establishing, clarifying, or deepening authentic and purposeful 

relationships must be explicated. Thus, a detailed introduction of the positionality and strategies 

for engaging in relational accountability by this Indigenous researcher is offered.  

I have lived and worked within the Navajo Nation since arriving in 2009 as a new 

graduate nurse. As a Mestizx woman with Lipan Apache, Indigenous Mexican, and European 

American lineage, I have learned to respect and appreciate the Indigenous knowledge systems, 
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cultures, and strengths of my family, friends, coworkers, and patients. As a mother of Diné 

children, I acknowledge that by not being Diné, I will never have the knowledge and cultural 

expertise of Diné women. I approach this study with respect and humility. I have practiced 

during the last decade in Diné Bikeyah in accompaniment with patients and community in 

varying nursing and non-nursing positions. I will approach this research with relational 

accountability (Wilson, 2008), creative collaboration (Thomas, Eggins, & Papoutsaki, 2016), and 

reflexive self-study (Latulippe, 2015). It is from family and experiences as a nurse that my 

interest in the intersection of culture and wellness emerged in areas, which are personal, 

professional, and academic. As a nurse, I have learned from and with my patients and family 

members, who use both western and cultural methods of healing, to appreciate the manner in 

which Indigenous knowledge and culture supports wellness. I seek to understand Diné women’s 

perception of and maintenance of wellness in a respectful, reciprocal, and anti-oppressive 

manner while supporting the health sovereignty of participants (Latulippe, 2015). 

Summary 

This study seeks to engage Diné women in explicating wellness and how they maintain 

wellness by utilizing a qualitative methodology that centers participants’ experiences and voices 

through the application of the culturally valued process of relational accountability. Indigenous 

peoples, including Diné, experience health inequities often addressed via deficit-based 

approaches. Strength-based approaches, such as those centering and founded upon Indigenous 

knowledge and culture, offer a valid and decolonizing approach to addressing health inequities 

and supporting health sovereignty for Indigenous peoples. The qualitative approach aligns well 

with the Indigenous worldview, as it is open-ended and allows for the co-creation of knowledge 
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focused on the experience of the subject/participant. Consideration of and integration of 

Indigenous knowledge and culturally valued processes, specifically the application of relational 

accountability while conducting research with Diné women will add pertinence and cultural 

grounding to this study. The description of wellness and the maintenance thereof of Diné women 

residing in a Navajo Nation bordertown addresses a gap in the literature related to the 

phenomenon of interest, while post-colonial feminist theory and Indigenous feminisms add a 

relevant theoretical foundation to this study. Finally, a brief narrative of the researcher and her 

relationship to the Diné confirm the active engagement, the first steps of relationship building 

required to initiate and demonstrate relational accountability by the researcher. 
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CHAPTER 2: REVIEW OF THE LITERATURE 

This chapter is divided into two sections: an introduction and discussion on relevant 

theories, which inform the proposed study, and an exploration of the literature regarding 

Indigenous women and wellness. The first section provides an overview and discussion of 

relevant theory, both foundational and mid-level. These theoretical frameworks are important in 

understanding the context in which the proposed research is approached. The second section 

explores an expanded literature review, originally focused on bordertown residing Diné women 

and wellness and broadened due to paucity of findings. 

Theory  

Post-Colonial Feminist Theory 

Post-colonial theory transcends disciplines, in health-related fields focusing on discovery 

of health inequities (disparities) linked to colonialism and colonization, and challenging Western, 

Eurocentric knowledge sources as superior to that of those who have been colonized (Bickford, 

2014). With inherent involvement in social justice and commitment to praxis (Kirkham & 

Brown, 2006), post-colonial theory includes a focus on the intersection of health and gender, 

race, social class (Racine, 2009) for descendants of colonized peoples, allowing a theoretical lens 

through which the everyday experiences of the marginalized (or vulnerable) can be examined 

(Bickford, 2014). Central to post-colonial feminist theory are the following concepts: 

deconstruction of colonial pasts, decentering western or dominant cultures, constructing 

knowledge based upon the voices of the marginalized or vulnerable, re-creating knowledge via 

analysis of systems, analyzing power relationships and imbalances, contesting ideologies which 

totalize, analyzing conditions which perpetuate oppression, and challenging the status quo 
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(Bickford, 2014), which may potentiate resistance and change (Racine, 2009). It must be noted 

that one must cautiously regard the term “post-colonial” due to ongoing colonial realities for 

Indigenous peoples (Todd, 2016). In other words, although the tern ‘post-colonial’ is used, 

colonialism has not ended and is a current oppressive system.  

Post-colonial feminist theory addresses how traditionalism, patriarchy, and modernity 

intertwine to subordinate both men and women (Racine, 2009). Thus, it is not exclusive to 

gender but instead generates transformative knowledge, which can inform both political and 

social actions while addressing discriminations, which create and potentiate health disparity 

(Racine, 2009). Postcolonial feminist theory contains central themes of power and resistance, 

including the agency of non-western women, including examination and emphasis on multiple 

power positions which between and across identity, rather than simply binary identities (Deepak, 

2011). While recognizing the creation and potentiation of oppression, post-colonial feminist 

theory also affirms agency (Deepak, 2011). In affirming agency, the theoretical foundation of 

post-colonial feminist theory supports the ideals of health sovereignty for Indigenous peoples. 

Pertinent to the population of interest, Diné women residing in a Navajo Nation 

bordertown, application of this theoretical paradigm supports health sovereignty for Diné women 

through freedom from Western, Eurocentric concepts of health and wellness and supports 

culturally centered interventions. This further contributes to the decolonization of health and 

wellness and can be operationalized to reflect the lived experiences of women who live in cross-

cultural environments with tensions between heteropatriarchy imposed by the dominant society 

and traditional cultural roles related to womanhood. These tensions may also relate to historic 

and current oppressive dynamics present in reservation bordertowns (Denetdale, 2016). In the 
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proposed research, agency is respected and supported, the focus is on the descriptive, focusing 

on wellness and maintenance of wellness as experienced and defined by the women themselves. 

Integrated are aspects of pertinent Indigenous methodology: co-construction of knowledge, 

reciprocity, and reflexivity (Kovach, 2012; Kirkham & Anderson, 2012; Wilson, 2008). These 

aspects, foundational to Indigenous methods and relevant to post-colonial feminist theory, 

support the broad range of factors, which should be considered with regard to the health/wellness 

of Diné women in a Navajo Nation bordertown and how health/wellness is intervened upon. 

These include political, social, cultural, and economic factors.  

Indigenous Feminisms 

An Indigenous feminist approach to nursing research and practice promotes human 

dignity through acknowledgement of oppression and the injustices experienced by Indigenous 

peoples and promotes their self-inherent right to self-determination and self-governance 

(Huhhndorf & Suzack, 2010). Indigenous feminisms complement post-colonial feminist theory 

by integrating a non-western and Indigenous-specific lens, including foci on personhood, which 

exceed the limits of western approaches to individualism, an emphasis on not only equality 

between genders but also equality between persons and the living world, with emphasis on 

dignity and relationships (Castillo, 2010). Additionally, Indigenous feminism is intersectional, 

inclusive of, and crucial for decolonization work (Goeman & Denetdale, 2009).  

Indigenous feminism is complex, local and global, and decenters and disrupts western 

scholarly hierarchies (Dulfano, 2017). It is concerned with the decolonization of hierarchal 

structures and authorities in resistance to patriarchy, colonialism, economic exploitation, 

unsustainable development, and racism (Dulfano, 2017). Indigenous feminism exceeds 
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mainstream application of the term “feminism” as issues concerning Indigenous women are not 

separate from those facing Indigenous Peoples as a whole, and resolution occurs via 

decolonization and sovereignty rather than only through parity (Arvin, Tuck, & Morrill, 2013). 

As such, Indigenous feminism refutes a false binary of separating Indigenous issues from 

gendered issues, as both historical and ongoing imposition of heteropatriarchal and colonial 

structures are root causes of problems which affect all genders (Arvin, Tuck, & Morrill, 2013). 

Indigenous feminism is inclusive of cultural connections including spirituality, land, family, and 

nature, is holistic, and draws on cultural rootedness (Dulfano, 2017). Indigenous feminism in 

contextual, maintaining dialogue with past, present, and future, while founded in ancestral 

knowledge and working to challenge the hierarchal, monopolistic western dominance of critical 

thought and providing space for counter-hegemonic discourse (Dulfano, 2017). 

Intersectionalism, not inclusion, is a goal of Indigenous feminism, as inclusion plays into the 

concept of hierarchies of knowledge rather than that of radical transformation (Arvin, Tuck, and 

Morrill, 2013). Indigenous feminism is concerned with Indigenous sovereignty (Arvin, Tuck, & 

Morrill, 2013), complementing interventions which support health sovereignty, rather than those 

limited to addressing disparity. 

Indigenous feminisms coalesce with the centering of Indigenous knowledge (which also 

may be referred to as ancestral or traditional knowledge or wisdom), strong bases in holistic and 

relational worldviews, and support of and for Indigenous sovereignty (Arvin, Tuck, & Morril, 

2013), which may extend to health sovereignty. Moreover, Indigenous feminisms address 

disempowerment (a legacy of colonialism) through personal narratives and spoken truths 

(Goeman & Denetdale, 2009). A theory driven approach grounded in Indigenous feminisms 
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support the understanding of the environment of interest (Gallup, New Mexico) as a microsystem 

within a settler colonial nation-state with the recognition that settler colonialism has and 

continues to be process, which is gendered. This supports a contextual understanding of the 

voices and life experiences related to health and wellness among Diné women. Denetdale (2016) 

discusses the environment of interest, which acts as both a place of opportunity and potentially 

violent center of resource extraction for the Navajo Nation, of pertinent consideration for Diné 

women. Although the location of interest is outside of the Navajo Nation, it is within Diné 

traditional homelands; Indigenous feminisms recognize that land is more than place; it is 

knowing and knowledge (Arvin, Tuck, & Morril, 2013), which informs context. 

Post-colonial feminist theory and Indigenous feminisms as specific critical theories have 

underpinned studies conducted by nursing researchers (Luebke, Hawkins, Lucchesi, Klein, 

Weitzel, Deal, Ruiz, Dressel, & Mkandawire-Vahlmu, 2021). Post-colonial feminist theory and 

Indigenous feminisms theories can be interwoven complementarily and support a theoretical 

foundation appropriate for and respectful of the unique experiences of Indigenous peoples both 

locally and globally. Although both are inclusive of global or transnational issues experienced by 

Indigenous peoples, a strength of both is the recognition of localized experiences and 

application. These theories blend with concepts related to both Indigenous knowledge and 

Indigenous research methodologies as both are global and deeply local. This current study 

extends the body of science by exploring Diné womens’ wellness through the critical lens of 

Post-colonial feminist theory and Indigenous feminisms. 
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Resilience Theory  

In alignment with a decolonized and strength-based approach to the proposed research, 

resilience theory is contextually and theoretically appropriate. Resilience theory, as a mid-range 

theory, may be used in conjunction with other theories, as in the case of the proposed study with 

critical theories. Resilience is not simply an inverse of risk factors but is a dynamic response in 

the face of challenges and demands, which encompasses adaptation, adjustment, and 

transformation (Kirmayer et al., 2011). Not a problem-oriented theory (Richardson, 2002), 

resilience theory may be grounded in cultural values, and be applied to individual, collective, 

communal, and systemic dimensions (Kirmayer et al., 2011). Resilience may be innate, and/or 

supported or cultivated, and people maintain autonomy to choose (consciously or otherwise) the 

outcomes of disruptions (Richardson, 2002). It acknowledges the importance of 

interconnectedness, with foci on individual and collective processes within complex adaptive 

systems such as human populations (Oré, Teufel-Shone, & Chico-Jarillo, 2016). This theory 

coalesces well with the strengths-based approaches inherent in Indigenous research methods. For 

Indigenous peoples, resilience may reside in the durability of interpersonal relationships such as 

extended family, as well as social support structures (Kirmayer et al., 2011). This aspect may be 

of particular interest for a population of Diné women who have relocated from the Navajo 

Nation to a reservation bordertown such as Gallup, as challenges to and potential disruptions of 

these familial and social networks may occur.  

Resilience and resilience theory in Indigenous populations are emergent in the literature, 

(Oré, Teufel-Shone, & Chico-Jarillo, 2016). For Indigenous peoples, health disparities have an 

association with an interaction between cultural and biopsychospiritual factors within a 
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socioecological system which has been, and is currently, influenced by detrimental extant social 

and historical determinants (Oré, Teufel-Shone, & Chico-Jarillo, 2016). Themes regarding 

resilience with Indigenous populations include resilience as a dynamic process, resilience within 

a life course framework, access to resilience through lived experiences, practices, worldviews, 

beliefs, and values, resilience as collective and intergenerational (Oré, Teufel-Shone, & Chico-

Jarillo, 2016), social support, and cultural engagement (Teufel-Shone et al., 2018). Each of these 

aspects may be applicable to the population of interest’s experiences. 

Several tenets of resilience theory may be of particular interest in the proposed study, 

particularly biopsychospiritual homeostasis and reintegration. Biopsychospiritual homeostasis 

refers to an adapted state of mind, body, and spirit in one’s life (Richardson, 2002). Stressors, 

including life prompts, opportunities, and adversity (Richardson, 2002) constantly bombard it 

externally and internally. Thus, not all challenges to biopsychospiritual homeostasis are negative, 

and challenges have the potential to change one’s worldview (Richardson, 2002). For example, 

for a Diné woman relocating from her home community to a Navajo Nation bordertown may 

find her biopsychospiritual homeostasis challenged, and concurrently or subsequently her 

wellness. For a woman of childbearing age who has assumed or is assuming a leadership role 

personally, professionally, or culturally, inclusion of the life course perspective of resilience 

theory may be especially relevant and has previously been found to be applicable among Diné 

women (Oré, Teufel-Shone, & Chico-Jarillo, 2016). In fact, biopsychospiritual homeostasis 

relates well with the concept of wellness as a measure of well-being, in that there is a focus on 

balance between the body, mind, and spirit (Linklater, 2014). Additionally, relevant is the 

inclusion of spirituality, or the soul (Richardson, 2002). Recognition of spirituality is essential in 
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understanding how the sacred and practical are intertwined in Indigenous research, as the seeking 

of knowledge can be understood as a sacred quest (Kovach, 2012; Wilson, 2008).  

The population of interest, specifically Diné women of childbearing age, self-described 

as leaders, who have relocated from the Navajo Nation to Gallup, New Mexico, a reservation 

bordertown, exemplify resilience theory in several ways. First is the challenge to 

biopsychospiritual homeostasis caused by relocating in general, which may be augmented by 

other stressors such as work, educational demands, parenting, etc. Women may experience 

resilient reintegration, reintegration back to homeostasis, reintegration with loss, or dysfunctional 

reintegration (Richardson, 2002). Each of these types of reintegration has the potential to 

influence wellness. Reintegration refers to the process of time and adaptation (Richardson, 

2002). Reintegration can impact health outcomes and/or wellness via support of non-pathological 

adaptive responses, potentially facilitating optimism, strength, and coping. For the Diné women 

who participated in this study, two years or more have passed since relocating to Gallup; thus, 

time and adaptation have likely come into play in some manner. Research has found that 

resilience, due to its dynamic nature, manifests with generational differences (Oré, Teufel-Shone, 

& Chico-Jarillo, 2016). Inclusion of a culturally informed life course perspective lends greater 

context. 

As a mid-range theory, resilience theory may be used in conjunction with other theories 

in the proposed study, lending a more holistic contextual approach. For example, resilience 

theory may be used in conjunction with Indigenous feminism(s) and Indigenous methodologies, 

which may potentially address limitations of the theory. Resilience theory in itself does not 

address the underlying factors that create and perpetuate disparity; such as political, social, or 



 
 
 

 
44 

economic influences, so may provide more benefit as an overarching theory than one targeting a 

specific indicator. However, when used to inform research endeavors and paired with an action-

oriented method, resilience theory may provide both a conceptual framework and methodology. 

Resilience theory may also inform reflexivity and critical self-reflection for the researcher by 

challenging potential assumptions and biases. In the proposed study, the researcher may have an 

assumption regarding resiliency in and of the participant population, or that certain themes or 

aspects of resilience theory that are or are not relevant. These assumptions can be challenged, 

and biases addressed, to support both rigorous and respectful research with Diné women.  

Historical Trauma Theory 

Historical trauma, which undergirds racial trauma theory (Gone et al., 2019), is defined 

as a cumulative, intergenerational psychological and emotional wounding stemming from severe 

group trauma and is associated with current health and societal conditions (Warne & 

Lajimodiere, 2015), including adverse health-related outcomes (Brave Heart, Chase, Elkins, & 

Altschul, 2011). Historical trauma is the complex and collective trauma endured by a group who 

share an affiliation or identity (Warne & Lajimodiere, 2015).  

As introduced and further developed by Brave Heart (1998, 2003), historical trauma 

theory is relevant in both academic and grassroots community applications (Kirmayer, Gone, & 

Moses, 2014), and experienced reformulation in differing disciplines (Hartmann et al., 2019). 

This reformulation, resulting in differing research and theoretical frameworks has resulted in 

three distinct programs of research related to the theory (subsequently discussed), each 

presenting promises and challenges in advancing the goal of improving the lives of Indigenous 

peoples (Hartmann et al., 2019). The following research programs are related to historical 
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trauma: healing trauma, promoting resilience, and practicing survivance (Hartmann et al., 2019). 

A systematic review of historical trauma literature demonstrates a lack of consistent empirical 

and coherent data and suggest that further research can address this issue by refining measures 

related to historical trauma and clarifying the construct itself (Gone et al., 2019). Ultimately, 

historical trauma theory has brought much-needed attention to historical processes and events 

that have shaped the experiences of contemporary Indigenous peoples, providing historical 

contextualization (Gone et al., 2019). 

Indigenous peoples in the U.S., including the Diné, experience intergenerational and 

historical disparities that are rooted in colonization (Warne & Lajimodiere, 2015). Remote and 

recent historical events have impacted health and wellness for Indigenous peoples socially and 

culturally, establishing and maintaining inequity in the setting of sustained colonization and 

historical trauma. These traumatic acts (Sarche, Tafoya, Croy, & Hill, 2017), created power 

inequality between Indigenous peoples and the dominant society, and were enforced by the 

federal government (Lucero, 2011), establishing a paternalistic approach to the issues of 

Indigenous peoples. These occurrences, including more recent attempts at urban resettlement, 

have influenced the current socioeconomic state, and resultant health status, of many Indigenous 

peoples. Resettlement particularly affected cultural disconnection (Brown, Dickerson, D’Amico, 

2016). 

Historical trauma uniquely creates and potentiates disparity (Sarche, Tafoya, Croy, & 

Hill, 2017). Ongoing structural violence (Goodkind, Hess, Gorman, & Parker, 2012), oppression, 

racism perpetuate the effects (Yellow Horse, Chase, Elkins, & Altschul, 2011). The foundations 

of historical trauma, imperialism and colonialism, remain (Tuwahi Smith, 2012), and continue to 
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cause and compound harm to Indigenous peoples. Thus, historical trauma constitutes a continued 

and interdependent causal pathway in health disparity among Indigenous peoples. Additionally, 

structural racial and social inequities (Dennis & Momper, 2016) contribute to ongoing disparity. 

In sum, historical trauma detrimentally affects the health and wellness of Indigenous peoples, 

including the population of interest, the Diné. Historical trauma theory has been contextualized 

in the areas of mental health, public identity projects, and politics (Kirmayer, Gone, & Moses, 

2014). Contextualization may take the form of providing focus, entering stories of individual 

suffering, locating causation, addressing responsibility, valorizing struggle, and mobilizing 

effective responses (Kirmayer, Gone, & Moses, 2014). These strategies support individual 

healing and/or recovery, which can be leveraged to support individual and collective wellness.  

Attributes of historical trauma theory include colonial injury, collective experience, 

cumulative effects, cross-generational impacts (Kirmayer, Gone, & Moses, 2014). Colonial 

injury refers to injury experienced by Indigenous Peoples as consequences of the experience of 

conquest, dispossession, and subjugation by (European & Euro-American) settlers, while 

collective experience refers to the experience of said injuries by Indigenous collectives or 

communities as social lives, ideals, and identities were impaired (Hartmann & Gone, 2014). 

Cumulative effects can be understood as snowball effects, influenced by continued oppression 

and extended harm, and cross-generational impacts are resultant from these injuries as legacies 

of risk and behavioral health problems are transmitted generationally until healing occurs. 

Related and altered ideas are that of historical trauma as a type of public narrative and as a 

distressing and contemporary reminder of historical loss (Hartmann & Gone, 2014).  
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Attributes of historical trauma theory may be applied towards the population of interest, 

Diné women. Though not specific to women, previous intergenerational research with Diné 

participants demonstrates historical trauma as a conceptual framework for behavioral health 

disparities, which affect the well-being of multiple generations (Goodkind, Hess, Gorman, & 

Parker, 2012). Denetdale (2007) and Kahn John (2010) discuss historical trauma from Diné 

perspectives, providing context. Particular to Diné history is The Long Walk, which has long-

lasting effects on Diné family, economic, and political processes (Denetdale, 2007). From one 

traditional cultural Diné perspective shared in the literature, addressing historical trauma may 

pose harm, analogized to opening of old wounds, but is necessary for healing; appropriate 

support for healing was emphasized as necessary (Goodkind, Hess, Gorman, & Parker, 2012). As 

found in the literature, and applied critically, and in a culturally appropriate and respectful 

manner, colonial injury, collective experience, cumulative effects, and cross-generational injuries 

are concepts relevant to the health and wellness of the Diné, including Diné women.  

Historical trauma can inform the proposed methodology in multiple ways. It can be seen 

as a clinical condition, life stressor, or critical discourse (Hartmann et al., 2019). The manner in 

which historical trauma theory can inform a methodology in describing the wellness of Diné 

women may vary. From a clinical condition standpoint, the focus is healing trauma (Hartmann et 

al., 2019). Historical trauma theory may present through acknowledgement (as central to the 

healing process), catharsis, and transformation at both the individual and community/societal 

level (Goodkind, Hess, Gorman, & Parker, 2012). Acknowledgement may be included in the 

research approach or methodology to support healing and wellness. When historical trauma is 

seen as a life stressor, the theory focuses on promoting resilience (Hartmann et al., 2019) and it 
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could be assessed and/or integrated into a life course perspective; for Diné women who have 

relocated to a Navajo Nation bordertown, addressing historical trauma explicitly or implicitly 

may present a life transition or period of growth, just as other transitions such as relocation may. 

Finally, as a critical discourse, the focus is on practicing survivance (Hartmann et al., 2019), and 

historical trauma may provide a theoretical and conceptual framework in designing and 

implementing a research study regarding Diné women’s well-being.  

Review of the Literature  

This section of Chapter 2 discusses a literature review that was conducted to examine the 

extant evidence base related to wellness as experienced by Diné (Navajo) women of childbearing 

age living in Navajo Nation bordertowns (towns contiguous with the borders of the Navajo 

Nation), to identify gaps in the literature, and to identify implications for future research. The 

location of a Navajo Nation bordertown was purposeful, due to the unique context and setting as 

discussed in Chapter 1. Literature review of CINAHL, Google Scholar, PsychInfo, and 

PsychARTICLES included qualitative, quantitative, theoretical, and conceptual peer reviewed 

literature. These databases were chosen based upon relevance to the subject matter, the 

researcher’s previous experiences in literature searches, relevance to health-related fields (e.g., 

nursing, psychology, medicine, etc.) as well as inclusion of other fields such as education. The 

search terms were determined a priori and later expanded due to a paucity of initial results. No 

extant literature was identified that explored wellness or wellbeing among Navajo Nation 

bordertown residing Diné women. Thus, the expansion of search terms is inclusive of works 

reflective of multiple Indigenous nations. Emergent themes related to wellness/wellbeing of Diné 

and other Indigenous people included Hózhó and wellness, Diné populations, community based 
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participatory research, connection to land, wellness as collective, and traditions and culture as 

wellness. 

Search Terms 

The initial search terms were Navajo or Diné AND wellness. Although initial findings 

would not necessarily be specific to women/female gender, it was thought that using less-specific 

search terms (such as not including specific intended location), would net a greater number of 

articles and a more comprehensive evidence base. Inclusion criteria included the English 

language, wellness as a central theme, population of interest in North American, and peer-

reviewed research (qualitative, quantitative, conceptual, or theoretical). Scholarly 

discussions/explorations of concepts were also included. Exclusion criteria included literature 

greater than 15 years old (expanded from five years due to concern for paucity of results and to 

inform development of knowledge over time), editorials, and literature focused on singular 

health-related indicators rather than holistic wellness. 

This initial search yielded 466 results, of which six met inclusion and exclusion criteria. 

Based upon the dearth of literature meeting the criteria, an expanded search was performed. 

Search terms were expanded to Native American or American Indian or First Nations or 

Indigenous AND wellness or well-being or wellbeing or well-being. Although ‘wellness’ and 

‘wellbeing’ may have slight but important differentiations according to author, it was felt that the 

terms were similar enough in content to inform the area of interest. Some 5,910 articles resulted 

via Google Scholar and 545 from the other databases (total N=6, 455). Of these, 124 articles 

were selected via title review. Following abstract reviews, 54 articles were selected for full text 

review, with seven subsequently excluded due to irrelevance of content. Following full-text 
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review, articles focusing on youth and those not centered on wellness were removed, resulting in 

17 articles for inclusion. A large number of articles were excluded because content was specific 

to areas outside of North America. Although publication date had been originally extended to 15 

years, all literature with the exception of five articles were published since 2014, suggesting a 

recent interest and centering of wellness/wellbeing as a focus of research with Indigenous 

populations. 

Results 

No literature that focused on or included the wellness of Diné women in Navajo Nation 

bordertowns were identified. In fact, no articles, which focused on wellness as a strength-based 

central focus for Diné women in any setting, were identified. Due to the lack of a body of 

literature focusing on wellness among the Diné, wellness and well-being centered literature from 

other North American Indigenous populations were included and 17 articles with potential 

relevance to the research area at large were identified. The following presents content areas and 

themes (many of which are nonlinear and interconnected) which may inform the researcher and 

state of the science as research with the specific population of interest is planned. While wellness 

has cultural understandings and implications, there exists shared values and cultural norms 

between many Indigenous groups, and thus these results may be beneficial in provision of a 

foundation from which to approach further research. 

Hózhó and Wellness 

Two articles address Hózhó, a complex Diné wellness belief system and philosophy. The 

first is a concept analysis (Kahn-John, 2010). The second presents Hózhó as a wellness 

philosophy that when applied in health care and promotion for the Diné, becomes as an exemplar 
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of an integrative nursing approach. The principles of integrative nursing align with the 

intentional design of this study resulting in a qualitative approach, informed by an Indigenous 

cultural worldview, (Kahn-John & Koithan, 2015). Together, the articles offer a nuanced 

introduction of Hózhó, which can assist in understanding and applying this philosophy. In order 

to do so respectfully and appropriately, more context for the reader/researcher is necessary, and 

the articles do not replace relationships and experiential learning. These articles present a 

specifically Diné wellness philosophy, and it remains to be seen how this is integrated into 

wellness-related beliefs of Diné women living in Navajo Nation bordertowns. Although a 

qualitative study on Hózhó has since been published (Kahn John Kahn-John, Badger, McEwen, 

Koithan, Arnault, & Chico-Jarillo (2020), a limitation at the time of this review of the literature 

was the lack of qualitative data on Hózhó with Diné participants, to provide further description 

and add related lived experiences. 

Diné Populations 

Five of the selected articles focused on Diné populations. Dalla et al (2010) investigated 

Diné adolescent mothers’ intimate partner relationships over time, including psychosocial 

wellbeing in adulthood and was measured via descriptive statistics. Finances, employment, home 

management, and education affected well-being, with considerable variability. However, the 

study did not engage in investigating perceptions of well-being for participants and focused only 

on women who became mothers during adolescence. Additionally, participants were adolescent 

and adult residents of a small reservation community therefore findings cannot be generalized to 

populations in other localities. A strength-based approach was not taken in this research, and 
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findings centered upon indicators such as intimate partner abuse, infidelity, substance abuse, and 

limited support. 

A study located in another rural community within the Navajo Nation, focusing on an 

intergenerational sample highlighted the importance of land and place for healing and well-being 

(Goodkind et al., 2015). Although not specific to Diné populations, this consideration likely has 

implications with the population of interest, or women who live in Navajo Nation bordertowns, 

as their location of home is outside of reservation boundaries but within the Diné traditional 

homelands. 

Diné relational health beliefs, including wellness encompassing body, mind, spirit, and 

environment, are presented by Chief et al. (2016), in explicating culturally centered approaches 

to smoke-free policies in commercial spaces. This informs the discussion of culture as a 

protective mechanism and one that supports the well-being of Diné. A Diné paradigm and belief 

system that enhances well-being is presented and applied in the realm of public health. A 

limitation of this study is that it is specific to smoking in commercial spaces but provides an 

example in the literature of specific Diné belief systems, which positively affect well-being. 

While the presented studies address well-being of Diné participants, gaps remain. Wellbeing, 

rather than wellness, is discussed, and participants are all located within the Navajo Nation. 

Thus, gaps remain with regard to the perceptions and experiences of Diné living outside of the 

nation. 

Community-Based Participatory Research 

Multiple studies, with Diné and other Indigenous peoples included the use of community 

based participatory research (CBPR), a method often focused on social justice (Fraser, Parent, & 
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Dupéré, 2018), which has become a best practice in research with Indigenous peoples (Rasmus, 

2014). Evaluation of an indigenized CBPR research process for a wellness program in one 

Yup’ik community demonstrated outcomes beyond the study focus (Rasmus, 2014). These 

included individual, familial, and community-level effects, and supported sustainability of the 

project. This finding supports wellness as a relational construct. A limitation of the applicability 

of this study is cross-cultural application, as the Yup’ik are Alaskan Native; it is unknown if 

results would be similar in a Diné community. Indigenous elders from an urban southwest area 

supported use of CBPR in investigating well-being in this population; results demonstrate this 

model is both efficient and culturally appropriate (Verney et al., 2016). This multitribal study 

demonstrates the benefits of CBPR utilization with Indigenous peoples in urban settings.  

CBPR with an Inuit community in Quebec demonstrated links between familial and 

community well-being; participants were all adult parents (Fraser, Parent, & Dupréré, 2018). 

This exploration of socio-ecological determinants of well-being included both familial and 

community-level indicators. A limitation of this study is the highly specific population, Inuit 

living in isolated communities, which may limit applicability of findings to other populations. 

However, findings demonstrate the relationship between familial and community wellness.  

CBPR was also utilized in a study with Diné youth, parents and guardians, and 

grandparents (Goodkind et al., 2015). This method was chosen purposively with focus on the 

aspect of social justice, relationship building, the strength-based approach, flexibility in the 

research process, which ultimately supported interpersonal connections and intergenerational 

knowledge transmission. CBPR supports long-term relationships with the community. The 

selected studies demonstrate the applicability of CBPR with diverse populations of Indigenous 
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peoples. The proposed research is not defined as a CBPR project but maintains shared attributes 

with CBPR. 

Connection to Land 

Findings from multiple studies emphasized connection to the land as an integral aspect of 

wellness. Connections to the land were identified as a central cultural strength for 

intergenerational Diné participants, a belief in line with traditional cultural teachings regarding 

strength and survivance (Goodkind et al., 2015). Generational differences related to the land and 

well-being presented, with shared aspects of connection (Goodkind et al., 2015). Yup’ik cultural 

practices also centered on deep bonds to place, including connectedness to the natural world 

(Lardon et al., 2015). A literature review of well-being indicators for Indigenous families and 

children found that connection to land or access to sacred sites impacting well-being in half of 

the reviewed studies (Rountree & Smith, 2016). Rural Indigenous Canadians who engaged in 

traditional land based cultural activities (such as hunting and fishing) demonstrated higher levels 

of well-being (Hossain & Lamb, 2019).  

Connection to land as an aspect of wellness was a theme in a variety of studies across 

cultures, tribes, and generations a strength to this identified theme (Goodkind et al., 2015; 

Rountree & Smith, 2016; Hossain & Lamb, 2019). Limitations include a focus on rural settings, 

as it is unknown how this aspect presents for Indigenous peoples away from their traditional 

lands or in urban or reservation bordertown areas. 

Wellness as Collective 

Several studies highlighted wellness as collective rather than solely individual, in line 

with Indigenous worldviews (Goodkind et al., 2015). Among Myaamia in Oklahoma, increased 
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tribal knowledge via language and cultural revitalization efforts resulted in increased well-being 

for both students and community members, and supported kinship with and commitment to other 

tribal members (Shea et al., 2019). Among Diné families and communities, finding supported 

that healing from historical trauma and both individual and community levels were integral for 

the well-being of all (Goodkind et al., 2015). In a description of Lakota healing practices, Gone 

(2016), discusses norms of wellbeing as a return to relationship and selfhood, rather than an 

individualized approach. In one First Nations community with high rates of opioid dependence 

and treatment, a unique opioid-dependence treatment program led to widespread increases in 

community wellness measures (Kanate et al., 2015). The increase in wellness-related measures 

were broad and included a 350% increase in influenza vaccinations and significant drops in child 

protection cases (60%) (Kanate et al., 2015).  

While each of the presented studies had limitations, including highly specific populations 

of interest and unique considerations, wellness as a collective entity is a theme common among 

Indigenous cultures in the studies reviewed. Although not solely focused on Diné women, due to 

the lack of available literature, the inclusion of literature focusing on Diné families provides 

substance to the presence of this theme in Diné culture. However, the subjects in the reviewed 

studies resided in rural Indigenous communities and/or reservations. It is unknown if collective 

wellness is a common theme among Indigenous populations in other locales. 

Tradition and Culture as Wellness 

A majority of wellness endeavors included traditional and cultural aspects, supporting 

culture as an indicator of wellness. Cultural healers were integrated into follow up care in a novel 

opioid dependence program in a remote First Nations community (Kanate et al., 2015), which 
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provided facilitated cultural healing. Culture and activities were identified as a family and 

community determinant of well-being for Inuit families (Fraser, Parent, & Dupéré, 2018). 

Among patients at an American Indian/Alaskan Native health care center in the U.S. Midwest, 

participants discussed that wellness was inclusive of spiritual, mental, and physical well-being, 

with traditional healing seen as complementary to western modalities of health care 

(Moghaddam, Momper, & Fog, 2013). Traditional healing and related cultural practices were 

supported as a way to improve health and well-being (Moghaddam, Momper, & Fog, 2013). 

Among Indigenous Canadians, increased cultural attachment was associated with greater well-

being, with the inverse also true (Hossain & Lamb, 2019). Older adult multi-tribal participants 

demonstrated increased wellness in part by educating others about their culture (Verney et al., 

2016). In the establishment of coordinated mental health services for First Nations in Canada, 

culture is a foundation from which to transform existing systems (Restoule et al., 2015). The 

Yup’ik cultural wellness survey findings reflect the positive effects on wellbeing facilitated by 

Yup’ik cultural practices (Lardon et al., 2026). In one study, focusing on CBPR in a wellness 

program aimed at decreasing suicide and substance abuse, supporting traditional cultural roles of 

community elders was an aspect of intervention (Rasmus, 2014). Cultural revitalization has also 

been utilized as an intervention to improve student and overall community wellness among the 

Myaamia (Shea et al., 2019). Gone (2016) presents Lakota healing practices as a means to 

restore wellness within the community. Half of the studies reviewed in Rountree and Smith’s 

(2016) literature review on well-being indicators for Indigenous children and families include 

lifecycle events and traditional activities and practices. For Diné families, increased cultural 
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knowledge emerged as a benefit of a community mapping project, supporting well-being 

(Goodkind et al., 2015).  

Although each study experienced limitations, often related to small sample size and 

limitations to generalizability, the overall prevalence of the role of culture as an aspect or 

foundation of wellness among diverse Indigenous peoples is compelling. Multiple gaps in the 

literature remain, including a lack of research on wellness among non-rural or reservation-based 

Indigenous peoples, and a dearth of information about wellness as experienced by Indigenous 

peoples, including the Diné, who reside in reservation bordertowns.  

Summary 

The previous overview of the literature related to Indigenous peoples, particularly the 

Diné, presents several themes. First, there is extant literature on Diné wellness philosophies, 

which may inform research in the area of wellness with Diné women. Secondly, CBPR emerged 

as a preferable and strength-based approach to wellness/wellbeing-related research with 

Indigenous peoples, and a method that can be indigenized to reflect the values and worldviews of 

Indigenous peoples. Wellness for many Indigenous peoples, including the Diné was found to be 

collective rather than solely individualized, and to often include a connection to land and place. 

The most prevalent theme, tradition and culture as wellness, encompasses culture as intervention, 

foundation of wellness, and the role of culture in creating and maintaining wellness for 

Indigenous peoples. Challenges to application of these themes to the population of interest exist 

and are relevant considerations. This includes inclusion of finding from research conducted with 

Indigenous peoples other than Diné and samples other than the specific population of interest 

(including locality, gender, age, etc.). However, due to the paucity of research in the specific area 
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of interest, and similar overarching themes, it is appropriate to consider these sources of 

information. 

This literature review informs the proposed study by supporting the premise that there is 

a gap in the literature that explicates Diné women’s perception of wellness and how they 

maintain their wellness when living in a Navajo Nation bordertown. Though scant, the available 

literature does provide context and informs the current state of the science on wellness 

perspectives among Indigenous peoples. The themes explored above provide increased 

understanding on the expanded topic, but it remains to be seen if they are relevant to the specific 

population of interest, Diné women residing in a Navajo Nation bordertown. Care must also be 

taken to ensure that the findings from this review of the literature do not unduly influence 

analysis in the proposed research. Thus, reflexivity remains key. 
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CHAPTER 3: METHODS 

This chapter introduces the qualitative research methodology for this study, which sought 

to engage Diné women in explicating their description of wellness and how they maintain their 

wellness when living in a Navajo Nation bordertown. A qualitative descriptive approach 

(Sandelowski, 2010) centered the participants’ experiences and voice as the focus of this study 

through application of the culturally valued process of relational accountability throughout the 

research process. This allowed for a qualitative research approach with cultural thoughts, 

behaviors and considerations that reflect relational accountability thereby encouraging cultural 

congruence, cultural relevance, and a process by which consistent and authentic cultural 

engagement was promoted throughout the research process and perhaps even beyond. 

Methodology, special permissions, study participants, sampling, procedure, method of analysis, 

and ethical concerns and considerations are discussed in this chapter. 

Research Questions  

1. How do Diné women who live in Navajo Nation bordertowns describe wellness?  

2. How do Diné women who live in Navajo Nation bordertowns maintain wellness? 

Methodology 

The chosen methodology for this research is qualitative descriptive with application of 

the culturally valued process of relational accountability and informed by the foundational 

theories of post-colonial feminist theory and Indigenous feminisms. This approach demonstrates 

accountability to Indigenous communities, works to bridge epistemological differences, and 

acknowledges and appreciate Indigenous epistemologies (Kovach, 2009). The application and 

operationalization of relational accountability is discussed below. 
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Qualitative Description 

The qualitative description method was appropriate for the research questions focused on 

describing wellness and maintenance of wellness among Diné women for the following reasons: 

a) it supports a broad range of philosophical and/or theoretical choices (including the theories 

discussed in Chapter 2); b) it supports most, if not all, purposive sampling techniques, including 

relational techniques; c) allows for qualitative content analysis; and, d) a descriptive summary of 

the data which stays close to the participants’ assertations with minimal abstraction (Colorafi & 

Evans, 2016). The research questions were intentional and aimed at understanding the 

perceptions as expressed by Diné women. The questions were designed to elicit 

descriptionsfacilitating analysis and reflection (Magilvy & Thomas, 2009). Qualitative 

description provides insight regarding phenomena that are generally poorly understood (Kim, 

Sefcik, & Bradway, 2016), such as the focus of this research. Each of these aspects was relevant 

to the aims of this research. Utilization of the qualitative description methodology provided 

foundational knowledge from which to build basic understanding about wellness among Diné 

women through provision of a richly descriptive study (Willis, Sullivan-Bolyai, Knafl, & Cohen, 

2016).  

A goal of qualitative description is to describe the individual’s experience from their 

perspective (Willis, Sullivan-Bolyai, Knafl, & Cohen, 2016), providing a comprehensive 

summary (Sandelowski, 2000). Given the sensitive and personal nature of the research questions, 

the history of unethical research practices that Indigenous people have experienced (Hodge, 

2012), and the fact that well-intentioned researchers have incorrectly interpreted dialogue and 

mislabeled themes in qualitative research with Indigenous peoples (Wilson, 2008), remaining 
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close to the data was methodologically and ethically required. Qualitative description is 

descriptive in nature (Kim, Sefcik, & Bradway, 2016), and thus is in alignment with the 

descriptive aims of the proposed research. Utilization of qualitative description may have had 

additional benefits related to the time-bound nature of the researcher’s doctoral course. Finally, 

given that the researcher is not Diné, utilization of qualitative description, and its low inference 

in interpretation (Sandelowski, 2000), was a more appropriate and respectful methodological 

approach. 

Relational Accountability 

Although qualitative description is the method utilized for the proposed research, 

relational accountability as a culturally valued process and aspect of an Indigenous research 

methodology was utilized as a guiding principle, and further discussed below. A discussion of 

Indigenous research methodologies may prove beneficial in establishing context and general 

understanding related to relational accountability. It may also support understanding the 

importance of relational accountability for Diné women residing in a Navajo Nation bordertown, 

the population of interest. 

Inclusion of relational accountability is appropriate in the setting of a qualitative 

description methodology and in research with Indigenous populations. Although no universal 

Indigenous paradigm exists (Loppie, 2007), and Indigenous methodologies are necessarily local 

(Wilson, 2008), there exist consistent guiding principles across the collective Indigenous 

populations and resultant research methodologies such as relational accountability, relationality 

(Wilson, 2008), partnership, community connection (Loppie, 2007), decolonized approaches 

(Braun et al., 2013), and reciprocity (Hart, 2010). Indigenous knowledge systems, and resultantly 
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Indigenous methodologies, differ in fundamental ways from western methodologies, beginning 

with distinctions in the ownership of knowledge, which is seen as not individually owned but as 

belonging to the cosmos of which all are a part (Wilson, 2008). Within an Indigenous research 

paradigm, knowledge itself is relational (Latulippe, 2016), and respect and relationality create a 

space for creative collaboration (Thomas, Eggins, & Papoutsake, 2016). Creativity is also an 

integral aspect of Indigenous research paradigms and Indigenous knowledge systems and is an 

aspect that is often constrained in mainstream research (Loppie, 2007). 

For this research, the culturally valued process of relational accountability (Wilson & 

Wilson, 1998; Wilson, 2008) was utilized as a guiding principle for a qualitative descriptive 

methodology. The inclusion of relational accountability in this study was pivotal to this work, as 

it demonstrated an active effort of awareness and intentionality of the researcher who was 

working towards the inclusion of traditional or Indigenous knowledge systems (Ray, 2012). 

Relational accountability was central to both process and ethics in this study. A definition of 

relational accountability and example of its application was provided in Chapter 1 (Wilson & 

Wilson, 1998; Wilson, 2008). Relational accountability was created and maintained in this study 

by developing relationships and supporting pre-existing relationships in the Gallup area and with 

members of the population of interest prior to the onset of the study. Indeed, the researcher built 

upon pre-existing relationships with regards to recruitment. These relationships were reciprocal, 

and based upon relationality and respect, rather than solely on the research area of interest. With 

relational accountability, it is essential that the researcher be a part of, or connected to, the 

community (Wilson, 2008). The researcher lives nearby, but not in Gallup, so the building of 

relationships further supported community connection, and it is expected that these relationships 
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will endure following study completion. Relationships are built that support and develop the 

research and the findings benefit the participants and community (Kovach, 2009). The 

relationship building, reciprocity, and relationality sustain relational accountability. The 

researcher and participants are mutually accountable to collaboratively honoring the research 

process and findings, through acts of inclusive of respect, relationality and reciprocity. 

In this study, the researcher must first have demonstrated an understanding of 

foundational knowledge of what relational accountability means in the local community, and 

then specifically among Diné women who reside in a Navajo Nation bordertown. While this has 

been approached via academic and experiential learning, much of this understanding was 

facilitated via the research process itself, from participants and feedback from the cultural 

advisory committee. The transformational process of learning occurred throughout the research 

process, and was integrated as an ongoing practice, and assurance that principles of relational 

accountability were met was confirmed by participants, the cultural advisory board, and 

community. 

Ethics 

Research ethics must be considered in all aspects of research, including data collection 

and storage. Ethical challenges may be situational, relational, or emergent (Øye, Sørensen, & 

Glasdam, 2016). Ethics with regards to data collection include minimizing harms through 

meaningful protections, being/becoming mindful of local norms and hierarchies, and respecting 

participants’ knowledge and boundaries (Fujii, 2018). Additionally, there are unique ethical 

considerations regarding the prevention of extractive research in Indigenous communities and 

regarding cultural and/or Indigenous knowledge. Obtaining informed consent was completed in 



 
 
 

 
64 

accordance with the University of Arizona institutional rules, with Institutional Review Board 

(IRB) approval prior to data collection. As interviews may include cultural knowledge, practices, 

or ceremony, additional ethical considerations apply, such as respect for the knowledge and 

guarding against knowledge/resource extraction. Relational accountability also demanded that 

the researcher maintain a relationship of honor and respect with the data (Wilson, 2008). This 

was done via self-assessment of approach and attitude in all stages of the research process, 

spiritual preparation (further discussed under special permissions), and respectful data 

management.  

Honor and respect are cultural values espoused by many Indigenous peoples (Wilson, 

2008), including the Diné (Kahn John, personal communication, 2020), and were integral to all 

steps of the research process. The researcher through relationships has also learned this 

experientially with elders and in nursing practice. For example, ensuring honor and respect with 

the data included proper and respectful ceremonial disposal of data samples or printed materials, 

as allowed by university IRB recommendations and guidelines. Honor and respect extend to 

dissemination of results in that potential deficits in findings are framed/re-framed in a future-

oriented, hopeful, and positive manner (Kahn John, personal communication, 2020). Honor and 

respect were present in the daily and routine work required by the research if indicated by 

cultural norms through honoring of cultural practices such as participation in prayer and specific 

spiritual practices, such as smudging and offerings. 

Confidentiality and privacy were held in highest regard throughout the research process. 

A unique element of this study design was the need to utilize technology via the use of web-

based technology, Zoom video interface, to conduct the participant interviews. Though this is not 
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the ideal approach when working with an Indigenous community, the global public health crisis, 

COVID-19, that emerged in the spring and summer of 2020 required social distancing and made 

this approach mandatory during data collection for this study. It was important to convey this 

modification to the study design to the participants and to inform them of the reasons for use of 

this web-based interface to conduct this study as well as the need to ensure privacy and security 

of the video recordings. As an extra level of privacy, the web-based interface allowed for 

increased privacy and protection of the identity of the Diné women who chose to participate in 

this study. Participants were allowed to select a location of their choice, thereby maximizing the 

privacy of the interview time. Confidentiality was further supported via use of numeral 

identifiers in the de-identified data. 

The researcher conducted transcription of the recorded qualitative interviews and 

participant identifiers were removed during the transcription process. However, participant 

identifiers (codes or pseudonyms, and/or names chosen by the women) remained attached to 

digital files, to assist with facilitating member checks, including those by cultural experts. All 

aspects of the research process including recruitment, data collection, storage, analysis and 

interpretation and dissemination of results had oversight and contribution from the Diné cultural 

experts to maximize culturally sensitive and aligned approaches consistently across the study. 

Institutional review board mandates regarding data storage were explained to each participant to 

ensure full understanding, disclosure and transparency. This was also an aspect of relational 

accountability. 
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Indigenous Considerations with the Research Process  

Specific cultural considerations in qualitative research with Indigenous peoples and 

which were applicable to the proposed research include respectful co-creation of knowledge and 

transformation of the researcher (Chilisa, 2012) and the inclusion of cultural values, behaviors, 

and protocols (Kurtz, 2012). Respectful co-creation of knowledge may be complex and involve 

the researcher developing a close relationship with, and understanding of, culture and context, in 

order not to misrepresent or misinterpret. Here language is also important, as mistranslation can 

cause harm to both participants and the community (Wilson, 2008). The concern for 

mistranslation is especially pertinent when the researcher is not of the community where the 

research is being conducted. For these considerations, the researcher sought guidance and 

clarification from a cultural expert advisory board.  

Care was taken in developing interview questions that are respectful and culturally 

appropriate, and that inadvertent positioning of western knowledge as superior did not occur, as 

has been the case historically (Tuhiwai Smith, 2012). It should be noted that cultural 

considerations are unique to specific populations and/or communities; that is, the researcher 

should ensure that the approach is contextually and culturally relevant (Kelley & Small, 2016). 

Care must be taken not to generalize or maintain assumptions, which are not culturally 

appropriate or reflective of the population, community, tribal worldviews, Indigenous knowledge 

systems, or cultural practices. Ensuring that the approach is contextually and culturally relevant 

was also an aspect of respectful research, which was assessed in an ongoing manner. 

Respect is an important cultural consideration for all research with Indigenous peoples 

(Kovach, 2012; Windchief & San Pedro 2019; Wilson, 2008), and was integrated into all steps 
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contextualized in this study. This included respect for cultural protocols (Kurtz, 2013; Tuhiwai 

Smith, 1999). Recommended by the cultural experts, traditional offerings of cedar were given as 

a sign of respect (Struthers, 2001). Openness to cultural protocols by the research team such as 

prayer at onset or closing of the interview (if initiated or request by participants) was maintained. 

Time is another aspect of respectful research with Indigenous Peoples; time-constraints related to 

funding or deadlines may be considered disrespectful and interfere with relationship building 

(Stanton, 2014). Time was noted as a limitation in the proposed research; allowing for only a 

single interview limited opportunity for meaningful and contemplative co-analysis of data by 

researcher and the participants. Additionally, more time could have allowed for the benefit of in-

depth cultural translation via more time to meet, reflect, and discuss with the Cultural Advisory 

Committee. The final review and cultural translation of findings could have benefitted from 

additional consultation sessions if time allowed and will likely occur with future publications and 

future analysis of data that may occur beyond the dissertation.  

Study Participants and Sampling 

Inclusion and Exclusion Criteria 

Inclusion criteria were: 1) self-identification with female gender (often described as 

female, woman, or femme); 2) Diné/Navajo tribal affiliation; 3) age 25-65 years of age; 4) self-

report as fluent in speaking, reading, and writing in English; 5) self-identifies as a leader; 6) 

primary residence for at least two years in the Navajo Nation border community of Gallup, NM; 

7) ability to participate in a one- time, web-based Zoom interview for a period of 60-90 minutes; 

and, 8) agreeable to an audio recorded verbal consent to participate and interview session. There 

were no exclusion criteria. Two inclusion criteria were modified during the course of the study: 
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age was expanded from 25-45 years of age, and women required to have a past history of living 

within the boundaries of the Navajo Nation was eliminated. 

The age range provided was important in centering the voice of women of childbearing 

age to when they may begin to be considered an elder, when women may begin to assume 

leadership positions culturally, within their families, and/or professionally (Kahn John, personal 

communication, 2019). A focus on leadership was culturally appropriate as the Diné are 

traditionally matrilineal, and women are often considered leaders culturally as well as in other 

areas. Additionally, it is often Diné women who may leave the Navajo Nation to seek education 

and job opportunities which may differ than those often pursued by men (Kahn John, personal 

communication, 2019). The research questions were formulated to target the unique experiences 

of Diné women residing in a Navajo Nation bordertown (Navajo Nation Human Rights 

Committee, 2009). The age range, and history of living on the Navajo Nation, were two 

inclusion criteria that were changed, with IRB approval, during the course of the study. The 

rationale was to allow participation by women whose community of origin was the Gallup 

community, and to allow for a greater age range, and range of experiences, among the Diné 

women. 

Sample Size and Description 

The intended sample size was expected to be at least six women or until data saturation 

was achieved and the research questions had been answered. Kim, Sefcik, & Bradway’s (2016) 

systematic review of 55 qualitative descriptive studies found that the majority of studies had 

fewer than 20 participants. A smaller sample size is appropriate in qualitative designs, as it is the 

robust data in which the research questions are answered and data saturation occurs, not the 
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number of research subjects. In addition, smaller sample sizes are often used with data-rich 

individual interviews (Kim, Sefcik, & Bradway, 2016), and this study had both a small sample 

size (N=6) with data-rich interviews. The geographical, age and gender-related, and ethnic/tribal 

(demographic) homogeneity (Robinson, 2013) resulted in dense sample specificity (Malterud, 

Siersma, & Guassora, 2016), which may justify a relatively smaller sample. However, the 

research question maintains a wide aim, even in the setting of some demographic homogeneity, 

which justified a larger sample. The final sample was dependent of several factors including 

successfulness of recruitment, the relatively short window of time available for interviews, a 

single interviewer (the researcher), achieving data saturation and the variation of emergent 

themes. 

Sampling Method and Recruitment  

Qualitative description is amenable to virtually any sampling technique, which is 

purposeful (Sandelowski, 2000). Sampling in Indigenous research methodologies is also 

purposive; participants may be chosen based upon what they may bring to the study and may 

draw upon pre-existing and ongoing relationships (Kovach, 2012). The relationality of 

Indigenous inquiry presents uniquely as relationship factors, which assist in offsetting mistrust 

towards research (Kovach, 2012). Sampling in qualitative description may take various strategies 

(Robinson, 2014), and is amenable to virtually any purposive sampling technique (Colorafi & 

Evans, 2016). A relational approach (building upon existing community connections and 

relationships) to sampling was utilized and is convergent with qualitative description’s flexibility 

in this area and was consistent with an Indigenous approach which honors the importance and 

values existing kinship, relationships and community connectedness. Some participants were 
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women with whom the researcher has previous knowledge of, due to living in a rural area, 

working in healthcare, or via shared affiliations or knowledge of institutions or organizational 

affiliations. Culturally congruent convenience sampling was utilized to recruit the Diné women.  

Rigor in sampling was addressed by relationality from an Indigenous viewpoint, and by 

prioritizing the relationship between researcher, women, and community. Culture congruence 

and sensitivity were supported by relational accountability, situating relationality, and 

maintaining both new and pre-existing relationships with respect.  

The population of interest may be considered hard-to-reach and a relational method may 

establish trust (Robinson, 2013). Realistically, accessing a population of Indigenous women with 

highly specific and distinct inclusion criteria may not have been easily completed without the use 

of a relational recruitment methodology, which added to the appropriateness of this recruitment 

method. An example of relational recruitment methodology is informing a local Diné female 

community member (gatekeeper) of the study and inviting her to share the flyer or verbally 

mention the study to potential Diné women who meet inclusion criteria. The relational 

recruitment method was a ‘word of mouth’ approach, where the women in the community 

informed one another through their own pre-existing networks and communication methods of 

the recruitment announcement, seeking participants for the study. A goal of this method, taken 

from face-to-face advertising, was the development of gatekeepers serving as champions to assist 

with publicity and encouraging participation within the community (Robinson, 2013). Although 

there were several potential gatekeepers (trusted Diné community elders & leaders) that were 

approached for assistance with recruitment, recruitment was not effective with this approach. 

Relational accountability (Wilson, 2008) influenced the sampling method, and recruitment was 
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built on existing relationships through purposive and snowball sampling. This included asking 

women for recommendations and the creation of referral chains (Robinson, 2013). This sampling 

method likely decreased heterogeneity of the sample. Snowball sampling was especially relevant 

due to the shortened timeframe for developing relationships and completing research. This 

sampling method may also develop organically, as individual women referred those in their 

social networks. 

Institutional Review Board 

The University of Arizona College of Nursing Office of Nursing Research (ONR) offered 

a preliminary review of the proposed research. Upon approval from the ONR, University of 

Arizona Institutional Review Board approval was obtained prior to the onset of the proposed 

research. The Navajo Human Research Review Board did not require approval, as the research 

was conducted outside of the Navajo Nation, but courtesy notification was provided informing 

the Board of the study prior to onset and subsequent inclusion criteria revisions. 

Cultural Advisory Board 

A two-person cultural advisory board was formed for the following purposes: translation 

of words or phrases in Diné when participants did not offer an English translation, to clarify or 

identify cultural inferences (especially those that the researcher, being non-Diné, may not readily 

identify), to provide cultural context and ensure cultural sensitivity, and to review selected 

chunks of de-identified data in transcripts to ensure accurate interpretation. Availability of an 

expert cultural advisory panel greatly contributed to the strength of this research through 

advising and expertise of the subject matter and cultural context and further validated the 

commitment to relationship accountability that was central to the methodology of this study. The 
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cultural advisory board met via Zoom meetings during the iterative process of data collection and 

data analysis. Consultation with the Navajo cultural advisory group occurred on three occasions, 

for three (one-hour consultation sessions) to discuss the research proposal, any questions that 

arise in the research process and one final consultation session to discuss the results and 

culturally aligned translation and interpretation of the findings to ensure culturally respectful 

research processes and correct interpretation of the research findings. Inclusion criteria for 

cultural advisory board members included: 1) being a Diné tribal member; 2) adult; 3) has Diné 

cultural expertise as either a traditional elder, culture and language instructor or traditional 

wisdom keeper; and, 4) ability to meet via Zoom for one hour consultation meetings on at least 

four separate occasions during the pre-implementation phase, data collection phase, and twice in 

the data analysis and dissemination phases of the study. 

Indigenous Spiritual Permissions 

Indigenous spiritual permissions have been addressed in nursing research (Struthers, 

2001; Yellow Horse Brave Bull, personal communication, 2019), and were an aspect of applying 

the principles of relational accountability throughout the research process. Spiritual permissions 

included offerings, permissions from the spirits to engage in the work, and were approached via 

ceremony. Spiritual permissions were interwoven throughout the research process, from seeking 

permissions and blessings prior to onset to use with daily or routine work. The research itself 

was approached in a ceremonial manner with spiritual guidance as an integral component 

suggested by the cultural experts as well as the study participants, considered and implemented 

when appropriate. Spiritual permissions were sought at key moments during the research process 

as well as in an ongoing manner. These key moments included prior to proposal defense, 
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following IRB approval (onset of study), at onset of analysis, and prior to final defense and prior 

to future dissemination of study findings. Guidance was sought from elders, participants, cultural 

expert advisory board and key community members in the researcher’s local area with whom the 

researcher had personal ties, in a respectful manner and awareness of IRB considerations.  

Data Collection 

Language is both data and method in qualitative research (Green & Thorogood, 2015). 

Thus, the data collected was the women’s responses to questions obtained via semi-structured 

individual interviews, as directed by the interview guide (Appendix A), which occurred via a 

web-based password protected, encrypted Zoom interface. Semi-structured interviews were 

conducted, as this less-structured method aligns with Indigenous methodology in the co-creation 

of knowledge (Kovach, 2009), allowed freedom and flexibility in the interview process, and 

involved less control by the interviewer (Bernard, 2011), which may also have reduced actual or 

potential power differentials in the qualitative description research process. Semi-structured 

interviews are optimal when conducting only one interview per participant (Bernard, 2011), and 

optimally allow participants to more freely express views and feelings and follow their own 

narrative arcs (Marks & Yardley, 2004), and the ability to pursue interesting or unexpected 

responses.  

The data collection process, one-on-one interviews, occurred within a strict and 

delineated timeline with encouragement to maintain a 60-90 minute timeframe for each 

interview. The time restriction may have been perceived by participants as culturally restrictive 

or insensitive however, the time limitations and the modifications to the study design occurred 

because the global pandemic required more realistic (Zoom restrictions, cost of air time and 
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cell/computer data usage for each participant) constraints be applied to the data collection 

process and the reasons for these less flexible approaches were clearly conveyed to the 

participants. The proposed timeline for data collection was up to three months, in alignment with 

the cultural advisory board meeting timeline and was initiated once IRB had been obtained and 

after participants consented into the study. Interviews were conducted via Zoom due to current 

social distancing measures and research-related implications. Interviews were video recorded 

within the Zoom password protected, University based student access portal. Potential variation 

in participant availability was expected and the researcher was intentional about ensuring 

flexibility and availability, due to the women’s work, familial, or other obligations (Fujii, 2018). 

Demographic data was collected following informed consent and prior to beginning the 

interview process (Appendix A). Interview questions were designed to elicit descriptive answers; 

qualitative description generally supports five to eight interview questions with a variety of 

available probes (Marks & Yardley, 2011). There were be six interview questions with two 

banks of possible probes focused on perception of wellness and maintenance of wellness 

(Appendix A). Cultural advisory board members reviewed all questions prior to the study, and 

the banks of probes (sub-questions) assisted in the interview process, with silence as probe being 

particularly relevant and culturally advised (Russell, 2011). Questions were designed to be open-

ended. In qualitative descriptive research, questions may be omitted, altered, or new questions 

may emerge (Willis et al., 2016).  

Consenting Process 

Informed consent was obtained prior to obtaining demographic data. The University of 

Arizona consent form for adult participants was used (Appendix B). Participant reviewed the 
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consent form and researcher via share screen and each woman provided a recorded, verbal 

consent. The consent form included an introduction, study purpose, description of study 

procedures, potential risks and benefits to study participation, confidentiality, compensation, 

right to refuse or withdraw, right to ask questions and report concerns, and consent. After 

informed consent was obtained, the demographic data was obtained and then a transition to the 

semi-structured interview occurred. Although the dollar amount of the incentive was stated in the 

informed consent form, it was not advertised or promoted to prevent explicit or implicit coercion 

to participate.  

Procedures 

The data collection process was be guided by the interview protocol and interview guide. 

The interview protocol (Appendix A) was standardized and scripted in order to provide 

consistent instruction and information to all participants, and the interview guide provided 

guidance including specific questions and prompts (Appendix A). The interview protocol 

included a relational, personal, and professional introduction at the beginning, guided by Diné 

cultural interpersonal communication etiquette and norms (Fujii, 2018). This culturally aligned 

interview protocol offers an example of how relational accountability is operationalized in the 

data collection phase of the research process.  

Initiating the interview began by introduction of the participant with several demographic 

questions (Fujii, 2018) such as name, clans, age, gender and/or preferred pronouns (such as 

her/she/them, they), tribal and ethnic affiliation(s), religious preference, community or origin and 

current community, self-description of leadership role, and any other information that the 

participant wished to share at that point. Relationality and relational accountability were 
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discussed; this included establishing or acknowledging shared relationships (Wilson, 2008). This 

was especially pertinent given the interviewer’s preexisting personal and professional 

relationships in the Gallup area. After the introduction and demographics data, a transition to 

interview questions occurred.  

The interviews were closed with a formal conclusion, per the interview protocol. This 

included asking the participant if there is anything else that they wished to share, clarification of 

any responses, if needed, and a reminder that the interviewer would contact the participant within 

2-4 weeks for their feedback or respondent validation. Allowing for feedback and respondent 

validation provided opportunity to facilitate accuracy, credibility, validity, and transferability of 

study findings, and finally to present the option for participants to opt in for a member check 

conducted via Zoom, should they choose to participate. Following the completed interview, 

participants were compensated with a $20 gift card and gift of cedar. Due to the interviews being 

conducted via Zoom, the compensation gifts were sent via certified mail. Additionally, in support 

of reciprocity and relational accountability, a $20 donation was given to the community 

organization of the participants choice, with receipt provided to participant via certified mail 

along with incentive and gift. Data (participant responses) were digitally recorded via the 

password protected web-based Zoom platform, with handwritten notes taken during the 

interviewing process by the researcher. These notes served as a form of data collection (field 

notes) and were a source of information for analysis. 

Data Analysis Approach 

With Indigenous research methodologies, care must be taken to not approach data 

analysis via an over reductionist approach and to avoid fragmentation (Kovach, 2012). This is 
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also in line with analysis in qualitative description, where one stays close to the data (low 

inference) (Sandelowski, 2000). The process of relational accountability was applied when 

analyzing data by maintaining objectivity, prioritizing the participant voice and the use of 

cultural experts to advise on correct interpretation and analysis of participant responses. 

Additionally, positionality and self-reflexivity were critical aspects of ensuring rigor in 

qualitative research. Constant self-assessment on aspects of positionality and self-reflexivity 

assisted in addressing biases and assumptions, which may influence analysis (Chilisa, 2012). 

Member checks and the input of cultural experts were integral to data analysis. The cultural 

advisory board’s expertise was used to ensure accuracy and cultural sensitivity in interpretation 

of the research findings.  

Ensuring rigor may also be contextual, as with some populations it may be preferable to 

have participants approve interview transcripts (Kovach, 2012), while with Diné women this 

may be seen as reductionist and inappropriate or place a burden or create discomfort if the 

participant is invited or asked to assist with review of lengthy written transcripts (Kahn-John, 

2019, personal communication). Therefore, member checks with participants were co-created via 

Zoom for those who opted-in, or volunteered, to allow for the development of a respectful and 

co-created member check process, which maximized accuracy and authenticity of the data. Opt-

in member checks were conducted as an additional Zoom meeting of 15-30 minutes. A member 

check consisted of the following procedures: 1) Participant had the option to accept or decline an 

invitation to participate in a member check during the recruitment and consenting phase; 2) 

Researcher will have completed initial phases of qualitative data analysis and will comprise a 

summary of the participant responses to the interview questions and research questions; and, 3) 
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The themes of thematic analysis and the overall conclusion of the research findings were shared 

with each participant who opted to assist with the member check process. Member checks are an 

integral aspect of Indigenous methodologies (Kovach, 2009) and this method is commonly 

incorporated in qualitative descriptive research (Willis, Sullivan-Bolyai, Knafl, & Cohen, 2016). 

Initially, five women opted in to participate in member checks; however, only two women 

completed member checks. 

In qualitative descriptive, analysis includes looking at chunks and clusters of data, coding 

descriptions of the investigated topic(s), and looking across transcripts for differences and 

commonalities (thematic analysis) (Willis, Sullivan-Bolyai, Knafl, & Cohen, 2016). Analysis 

focuses on surface description of individuals’ experiences in their own words (Willis et al., 

2016).  

An inductive, rather than deductive, approach is in line with Indigenous research 

paradigms and decolonizing approaches (Kovach, 2009). The researcher must be aware of, and 

address, bias and maintain a respectful relationship with the data (Wilson, 2008). In the 

integration of qualitative description and relational accountability as an aspect of an Indigenous 

methodology, care was taken during the analysis process to not overly reduce participant 

responses and themes, as all are part of the whole. Care was taken to not take data out of context. 

The cultural advisory board assisted in ensuring the interpretation of cultural context. 

Open Coding and Thematic Analysis 

Open coding and thematic analysis were utilized. Transcribed documents were formatted 

with wide margins to allow for hand-written coding in the case of manual coding (Colorafi & 

Evans, 2016). Codes were not determined a priori to align with the research question, as 
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emergent data were generated outside of the research questions (Sandelowski, 2000). The 

researcher sorted through the data, with efforts not to overly reduce it, to find similar values, 

experiences, phrases, beliefs, and emotions (Willis et al., 2016). Chunks of descriptions and data 

ideas were clustered and coded, and similarities and variations explored (Willis et al., 2016). 

This led to identification of patterns and themes (Willis et al., 2016). 

Thematic analysis relates to data management and to analysis (Willis et al., 2016). 

Thematic analysis is the search for themes of importance that present in the data, and the 

recognition of patterns in the data in which emerge to form categories for analysis (Fereday & 

Muir-Cochrane, 2006). Common themes were reported, and ideas from multiple participants 

were clustered (Willis et al., 2016). The clusters of major descriptive terms and possibly 

subthemes were generated from participants own language or common (non-academic) language. 

When the themes were fully developed, descriptive and interpretive validity were supported via 

member checks (Willis et al., 2016).  

Reflexivity and transparency were ensured by having another, experienced qualitative 

researchers (dissertation Co-Chairs), review and validate data and findings via use of an audit 

trail (Willis et al., 2016), in which records and journaling were kept. The audit trail was 

conducted independently by each qualitative researcher and then discussed. Any differences in 

the analysis were discussed until consensus was achieved. Clusters of major rich descriptive 

themes and subthemes were presented in language, which is easy to understand, and was 

presented in the women’s own language when possible (Willis et al., 2016).  
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Data Storage and Security 

Data storage and security were ensured by immediately transferring digital recordings to 

a password protected and encrypted hard drive that was kept in a locked container. Paper forms 

and field notes were kept in the same locked container. All data related to the study was 

maintained in a locked container in a locked room in the researcher’s home office. Additional 

security measures for the storage and handling of data included uploading digital recordings to 

the researcher’s laptop, which had multiple data security measures (password protected access, 

firewall and antivirus software) at the interview’s end, transported in a locked briefcase, and 

stored in a locked file cabinet in a locked room in the researcher’s home. Other digital 

protections were utilized, such as password protected and encrypted storage drives. As 

interviews were conducted via a password protected UA student Zoom portal, security measures 

specific to this platform were utilized. The latest upgrade of Zoom was downloaded, the 

researcher’s student account with encrypted password was used, and a waiting room was enabled 

to ensure the researcher had total control of all persons who entered the Zoom web-based 

interview platform. This ensured privacy during the Zoom-based interview sessions.  

Rigor 

Rigor standards and criteria that were used in this study include reflexivity, positionality, 

and member check through consultation with members of the Cultural Advisory Board. One of 

the Committee Chairs, Dr. Kahn-John, is Diné and is an experienced researcher who has 

previously completed research with Diné participants and served as one of the cultural 

consultants for this study. A second cultural consultant, Dr. Alberta Arviso, also Diné, served as 

the second cultural consultant.  
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Reflexivity  

Reflexivity, or the researchers’ presence in the accounts presented (Creswell & Poth, 

2018), and an intentional, ongoing awareness and self-scrutiny on the researcher’s part (Bourke, 

2014), differs from positionality (Stauber, personal communication, 2019), which is the 

acknowledgement of the researcher’s cultural background, beliefs, etc. (Bourke, 2014). While 

reflexivity was an ongoing process throughout the study and can be understood as the 

researcher’s self-reflection in the process of creating meaning (Kovach, 2009), and demonstrated 

an awareness of how biases may emerge (Whiting, 2008), positionality “sets the stage” so to say, 

for the researcher’s lens. This is important as the researcher is a tool in qualitative research, and 

data collection or interviewing is a shared space between researcher and participant (Bourke, 

2014). Reflexive journaling and addressing positionality at the outset of the study and throughout 

were utilized. Critical reflexivity, as developed in anti-oppressive approaches, was utilized in 

giving space to examining privilege and location, both of which are political in nature (Kovach, 

2009). Both reflexivity and acknowledgement of positionality were integral to this research as 

the researcher is non-Diné. There were opportunities for debriefing sessions between the 

researcher and her committee members and Co-Chairs, specifically those with experience in 

qualitative analysis to assist the researcher in maintaining objectivity throughout data analysis 

and interpretation of study findings.  

Trustworthiness 

Trustworthiness can be defined as how rigor can be appraised in qualitative research 

(Lincoln & Guba, 1985). It has been described in different ways; quality, authenticity, 

truthfulness of findings, and/or confidence readers can have in study results (Lincoln & Guba, 
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1985). Aspects of trustworthiness include credibility, confirmability, dependability, and 

transferability (Lincoln & Guba, 1985). Credibility can be supported via prolonged engagement 

(Lincoln & Guba, 1985), rich description, and triangulation (Jiggins, Colorafi, & Evans, 2016). 

Confirmability, or objectivity, was addressed via explicit description of the methods and 

procedures of the proposed research and awareness and transparency regarding personal biases 

(Jiggins, Colorafi, & Evans, 2016). Dependability was supported by the use of the semi-

structured interview questions and observational data in order to foster consistency (Jiggins, 

Colorafi, & Evans, 2016). Reflexive journaling and field notes were recorded during the 

interviews and audit trails were maintained. Although time was a limitation for the proposed 

research due to funding limitations, and there were restrictions placed due to the global 

pandemic, the researcher has long-standing engagement in the Gallup area that will continue 

following this research study. Peer debriefing and the option for participants to engage in 

member checks also supported credibility. Dependability and confirmability were supported by 

auditing and reflexive journaling. Member checks and cultural consultation with cultural experts 

prior to dissemination of any findings also support trustworthiness. There may be transferability 

to other Diné health and wellness contexts, such as for other women in Navajo Nation 

bordertowns other than Gallup, New Mexico. 

Trust in Indigenous methodologies is focused on accountability to the community and is 

community-determined rather than accountability (primarily) to academic experts or readers. 

Trust between participants, the community, and the researcher is key (Kutz, 2012). Rigor thus 

has a relational aspect and is relevant to relational accountability. Additionally, tension may 

present between academic definitions of methodological rigor and emergent rigor criteria as 
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determined by Indigenous participants and communities (Rasmus, Whitesell, Mosseau, & Allen, 

2019). Relational accountability, spirituality, authenticity, and self-reflexive data collection 

(including reflexive journaling) address rigor relating to Indigenous communities. Several of 

these aspects may intertwine or overlap with academic rigor criteria and are not necessarily 

mutually exclusive. Participants may additionally determine the determination for rigor in the 

proposed study and the community, so additional considerations related to rigor were potentially 

emergent. It was unknown what in particular makes study results trusted and valid with this 

population of Indigenous women; here the cultural expert advisory board and participants 

themselves informed the research process to gauge whether relational accountability and cultural 

alignment were upheld throughout the research process. 

Multiple Indigenous scholars (Kurtz, 2012; Wilson, 2008; Struthers, 2001) address 

authenticity. It includes the inclusion of Indigenous researchers, scholars, and community 

members to collaboratively assess the attributes of authenticity present in and during the research 

process (Kurtz, 2012). Authenticity is necessary for trust and was supported through critical self-

reflexive journaling (reflexivity) and ongoing debriefing with mentors and cultural experts 

(member checks). 

Spirituality and ceremony were present throughout all aspects of the research process and 

are established in Indigenous research methodologies (Wilson, 2008; Struthers, 2001; Lucchesi, 

2019). Operationalization of spirituality is previously discussed. When requested and 

appropriate, ceremony was utilized along the research process. In Nursing research with 

Indigenous peoples, spiritual practices such as smudging and prayer have been utilized during 

the interview process, and prayer, dreams, meditation, and communication with spirits have been 
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acceptable and significant elements of the research process (with regards to sampling, intuitive 

processes, and writing) (Struthers, 2001). Prayer and consultation by other women also assisted 

the researcher in conducting research as a sacred process (Struthers, 2001). The purpose of 

spiritual practices implemented during the research process include requesting spiritual 

permissions, requesting spiritual guidance, and to implement acts of relational accountability 

which honors the cultural protocols expected of significant processed, such as research. 

Spirituality is also inherent in relational accountability (Wilson, 1999). Research itself, then, can 

be articulated as a spiritual practice (Wilson, 2008). It is one that can also be described as rooted 

in spiritual practices of the researcher, impacted and influenced by the spirits involved in the 

work, and inclusive of the researcher’s spirit (Lucchesi, 2019). The inclusion of spirituality may 

also address power differentials that may present in research; when people come together in 

ceremony, there is no hierarchy. Here too, relational accountability is relevant, as if we are all 

relations, with each other, the plants, the animals, and the cosmos, no one is above another. The 

spiritual aspect or grounding of Indigenous methodologies is difficult to delineate or explain, and 

so faces challenges in discussion in mainstream academic settings (Lucchesi, 2019). Because of 

these challenges, courage is also necessary, in that the researcher presented a new approach in 

spaces where aspects of it, such as spirituality, are not commonly utilized or accepted.  

The Researcher 

The researcher’s positionality has been discussed in Chapter 1. Here, I address my 

previous relevant experience and training. The researcher has more than 12 years of nursing 

experience, in a variety of positions from direct patient care to administration. The majority of 

the researcher’s nursing experience has been in the Indian Health Service or 638 (self-governed) 
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facilities providing health care to Indigenous patients, primarily the Diné. The researcher has 

experience in nursing education with Indigenous and non-Indigenous students as an instructor for 

Northern Arizona’s American Indian nursing program. The researcher was prepared to carry out 

the proposed research and has basic experience with quantitative and qualitative research with 

Diné study participants.  

Summary 

The proposed study sought to describe how Diné women who live in a Navajo Nation 

bordertown describe and maintain wellness, utilizing a qualitative description methodology. 

Utilization of post-colonial feminist theory and Indigenous feminisms provided a strong 

foundation for a decolonized approach, as does application of relational accountability as a 

guiding principle with a qualitative description methodology. This novel approach will provide 

understanding of an under investigated phenomenon, wellness among Diné women who reside in 

a Navajo Nation bordertown and provides an opportunity for further theory development and 

knowledge which may support the eventual development of culturally grounded wellness 

interventions. 

Anticipated outcomes included a description of perception and maintenance of wellness 

among Navajo Nation bordertown dwelling Diné women. A second anticipated outcome was the 

integration of qualitative descriptive and relational accountability as an aspect of an Indigenous 

methodology to optimally support the research goal. Interview questions were developed to 

target description of each of the aspects of interest and will be delivered in the setting of semi-

structured interviews. Thick description demonstrating a continuum of experiences was 
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expected, for varying depths of the concepts to be described, and it was hoped that this study 

would result in cases that may serve as exemplars. 
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CHAPTER 4: RESULTS 

The background, theory, and methodology of this study have been described in previous 

chapters. Chapter 4 contains demographic data for the Diné women participants and results of 

data analysis. The women met all eligibility criteria and demographics were collected on age, 

location of home, tribal affiliation, etc. The demographic form used to collect the women’s 

demographic data is found in Appendix C. 

The Women’s Demographic Data 

The six women who participated in the study met all inclusion criteria and had both 

demographic diversity and similarities. The small size, close community networks, and rurality 

of the geographic area increase the risk of certain demographics revealing identities of 

participants; therefore, it was decided to exclude some of the collected demographic data to 

protect participant identity. A few key demographic features of this group of women are 

presented next. All of the women were employed in healthcare, in either direct care or 

administrative roles. All had completed secondary education and/or training which included 

various experiences such as military experience and Ivy League educational attainment. The 

women ranged in age from 38 to 62, with an average age of 43 years. The majority of the women 

(N= 4) were mothers. Although all of the women resided in Gallup, only half worked in Gallup, 

and half commuted to the nearby (30 miles away) Navajo Nation for work. Two of the women 

grew up in the Gallup area, and three grew up on the Navajo Nation. The women were raised in 

various communities both on and off the Navajo Nation; one woman had no history of living 

within the current Navajo Nation boundaries. The women had varied religious and/or spiritual 
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preferences ranging from no preference, Christian preference with multiple denominations, inter-

spiritual beliefs (Christian and traditional Navajo), and Diné beliefs.  

Self-identification as a leader was an inclusion criterion. The women could self-identify 

as leader in any area(s) of their lives. The demographic aspect of leadership helped determine 

eligibility for participation in this study and was important and intentional, as description of 

wellness for women in leadership positions was the focus of this study. The trajectory of the 

women’s leadership experiences emerged as an important demographic for this group of women 

and was significant enough to warrant the documentation of this as a unique demographic 

attribute. The significant experiences of leadership, such as the different leadership roles and 

how those roles and responsibilities evolved will be highlighted for this group of women, as 

demographics related to leadership. 

The women’s current and previous leadership experiences varied widely, and included 

leadership in academics, their professions, their spiritual lives, families, and communities. 

Leadership in their job or career (professional leadership) was acknowledged by each of the 

women but was not always the primary or sole focus of leadership experience. The importance of 

leadership in other areas, such as in one’s spiritual life or within one’s family or community, was 

also noted. For some of the women, leadership emerged as early as high school, and for all, was 

ongoing.  

Demographic data not shared includes participants’ communities of origin, religious 

preference, and clans. Sharing these demographics, along with the knowledge that the women all 

live in the community of Gallup, and work in healthcare, along with narratives shared below, 
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may allow for possible identification therefore, these demographics are intentionally excluded to 

protect the privacy of the participants. 

This inclusion criterion was intentionally developed and reflects the foundational theory 

of Indigenous Feminisms, described in Chapter 3 and further discussed in Chapter 5. The 

experiences influencing the women’s views and experiences in wellness may also have informed 

their views and experiences in wellness. This will be discussed in Chapter 5. 

Culturally Sensitive Organization and Presentation of Results 

It was intended that the results of this study were presented in a manner respectful of 

Indigenous populations. When possible, the thematic domains and categories were named using 

the women’s own words. Long quotes, using the actual responses from the women are present to 

avoid reductionism and to provide context. As results are presented, participant number did not 

identify the women’s quotes nor will detailed demographics be offered alongside participant 

responses. This intentional approach aligns with the cultural etiquette required to maintain 

respect when working with these Diné women. It not only conveys respect, but also offers a level 

of protection and privacy for responses from women who reside in the same town and who may 

cross paths in their personal or professional roles. The women all reside in the same rural 

location and may have shared professional connections in healthcare. This approach also allows 

the researcher and the women to maintain a relational manner in the recruitment and sharing of 

personal stories (data collection process). This respectful and relational approach is emphasized 

and is a necessary approach that promotes a culturally aligned research process. This relational 

approach to the research method in this study takes into consideration the historical and current 

context and experience of Indigenous populations, the fact that the researcher, although a long-
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time community member, is not a Diné woman, and maintains the standard of applying the 

highest regard for Indigenous cultures, values, and knowledge systems throughout every aspect 

of the research process. This respectful approach was further guided and achieved by 

consultation and discussion with the two-member female, Indigenous (Diné) cultural advisory 

committee. The preferences, culture, and experiences of the Diné women participants were 

integrated in a manner that was used to guide and navigate through a ‘culturally respectful’ 

research approach. Per the advisement of the cultural advisors, all aspects of the research process 

were guided and grounded through ceremony, prayer, and other spiritual practices. Examples of 

integrated respectful, culturally aligned, ceremonial or spiritual research practices included: 

permission given to the women to offer prayer before the interviews began and the use of prayer 

and spiritual permission seeking before the principal investigator met with the cultural advisors. 

Results are organized and presented by Research Question 1 “How do Diné women who 

live in Navajo Nation bordertowns describe wellness?”; and Research Question 2 “How do Diné 

women who live in Navajo Nation bordertowns maintain wellness?” respectively, and responses 

will be presented as domains. Domain 1 and 2 answer Research Questions 1 and 2. Domain 3 

was emergent and describes how the women learned about wellness. Domain 4 was also 

emergent, and is self-reflective, describing the women’s personal attributes and values, which 

contributes to an understanding of Domains 1 and 2. Detailed descriptions of the broader 

taxonomy of emergent themes, overarching theme, domains, categories, and subcategories are 

presented below. 



 
 
 

 
91 

Figure 1 

Overarching Theme and Domains 

 

Results of Analysis 

This analysis of the qualitative exploration of wellness among Diné women is presented 

with the following taxonomy: overarching theme, domains, categories, and subcategories. Four 

broad domains with a total of 17 categories and 55 subcategories were revealed. As an 

overarching theme, the theme of wellness can be described using words from one of the women, 

“It [Wellness] lays a foundation of who you are” indicating the main message and the process to 

attain wellness is an ongoing, perhaps even lifelong process. Domain 1, “A concept of balance” 

is supported by eight categories and 31 subcategories, Domain 2, “I take this all with me no 

matter where I am,” is supported by three categories and nine subcategories. Domains 3 and 4 

were emergent domains derives from open coding. Domain 3 “Things just became natural,” is 

represented by three categories and six subcategories, and Domain 4, titled “Diné Adzáni,” is 

represented by three categories and nine subcategories. Categories and subcategories that support 

each domain are presented. Approaching and analyzing research from an Indigenous standpoint 

requires cultural awareness, intentionality, and care must be taken to avoid a reductionist 

approach, as described in previous chapters. Therefore, some overlap with and in the emergent 

thematic domains exists. 
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Research Question 1: How Do Diné Women Who Live in Navajo Nation Bordertown 

Describe Wellness?  

Domain 1. How Diné Women Who Live in a Navajo Nation Bordertown Describe Wellness: 

“A Concept of Balance” 

The women described wellness in their own ways, producing rich data for which 8 

categories and 31 subcategories. The women described wellness as complex and dynamic, with 

interrelated aspects including physical, emotional, spiritual, and relational wellness. Wellness 

was also described as actions, or states of being, along with culturally specific concepts. A 

culturally specific concept of balance, harmony, and Hózhó was also present. Responses from 

the six Diné women resulted in eight categories. These eight categories, along with subcategories 

represent domain number one, the domain of how wellness is described by these Diné women. 

Figure 2 

Domain 1: “A Concept of Balance” 

 

Domain 1 is wellness as described by Diné women can be conceptualized under the 

overarching theme, “a concept of balance.” Categories identified in this domain are Physical 

Wellness, Mental and Emotional Wellness, Spiritual Wellness, Relational Wellness, Natural 

World Wellness, Culture as Wellness, Wellness for Diné Women, Peace/Harmony, and Wellness 

as a Process (Figure 2). Taken together, these categories present wellness as a complex, dynamic, 
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inclusive of their own personal wellness and the wellness of things and others external and is a 

constantly evolving state of being. 

One woman stated,  

“… it [wellness] means having peace within myself and with the thoughts that go through 
my head… contributing to people that I have relations with, and it means that whatever I 
give to people is good and positive, and I can only do that if me, myself, my mind and my 
body, and everything, is good…I can’t help people if I’m having difficulties. So, wellness 
is just for me to be able to feel comfortable in myself, feel confidence in myself, to be a 
good mother, or to be a good leader, or to be a good friend.” 

Another woman shared,  

“I never thought of wellness as what some people might think of it as, as exercise and 
eating right, it was more of a peace and a sense of harmony you keep with yourself, you 
keep with your family and you keep with the earth.” 

Participants also readily described wellness as a ‘collective or holistic’ type of wellness, 

inclusive of body, mind and spirit, as shared here, 

“Wellness is the health and wellbeing as an individual as a whole. It encompasses 
physical, spiritual, emotional, mental, I guess the mental health of every individual, 
within that individual’s health. So, it’s not just one thing, they all play some big role in 
it.” 

Physical Wellness: “A Form of Coping, and a Way to Relieve Stress” 

This aspect of wellness was described and emphasized by each participant. The six 

subcategories of physical wellness included physical wellness described as both individual (the 

women themselves), communal (the women and others), impacting the family, an aspect of 

balance, prevention of adverse health conditions, and inherent to lifestyle and culture. The aspect 

of wellness described as impacting the family was stated by one of the women, 

“… it’s important to me because, I think mainly because my children, especially the 
physical part. Like, I wanna be able to keep up with them, I wanna be able to play with 
them, I wanna be able to teach them how to build, because my husband and I, we’re 
builders. We like to work on projects, like we just did roofing a couple of months ago, 
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and we just did a patio too, our patio and we did repairs on it. But, that’s something we 
enjoy, and if we’re physically unable to, it’s gonna be hard to teach our children how to 
do those same things, when we can’t even do it ourselves.” 

Physical wellness was defined as an aspect of balance and recognized as interdependent and 

impacting other aspects of wellness,  

“... knowing that if I am physically active and physically healthy, and I continue to do 
some form of physical activity, it produces the good endorphins, it produces the good 
chemicals in your brain that are needed to maintain your mental wellness so that one 
doesn’t slip into depression…there’s a form of coping, and a way to relieve stress. I also 
find that if you’re physically active, you tend to be a little more willing to maintain your 
spiritual wellness as well… it doesn’t matter what you believe in, but, if you’re physically 
active, you’re a little more motivated to go to church, to get up and go to church every 
day. They’re all interrelated, so if you have one that can be motivated, that that one 
wants to motivate all the others.” 

Physical wellness was described as prevention for adverse health conditions.  

“There’s diabetes in my family, there’s obesity in my family, and with those two, just the 
obesity alone comes with a lot of other comorbidities. So, to avoid those, I’ve chosen the 
path to make sure that I stay physically active and keep my physical health up.” 

All of the participants described specific types of physical activity as supporting physical 

wellness, including walking, running, weightlifting, and exercise classes. However, as described 

by one of the women, physical wellness was inherent to lifestyle and related to culture (itself a 

category),  

“Our grandmothers and grandfathers before us herded sheep, they herded their cattle, 
whether they realized it or not, that was some sort of physical activity. A lot of our Native 
families still have horses and tend to ranches, and that physical activity is something 
that’s probably keeping them healthy …” 

Mental and Emotional Wellness “How You Present Your Life” 

Mental wellness, or wellness in the area of processing information and experiences, was a 

predominant subcategory shared by the women. This aspect of wellness was described as having 

to do with one’s mindset and being hopeful and forward-looking. Emotional wellness, or living a 
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fulfilling life, was another common subcategory expressed by all of the women. These are 

grouped into one category. This aspect was particularly relevant to the women as the majority of 

them described having stressors and/or experiences which helped them realize the importance of 

emotional wellness. Emotional wellness is described as reconnecting to the self, sources of 

strength, and in moments of reflection, “My job is very stressful, so when I get through these 

tough times, especially this pandemic, or whatever I’m going through, I always think back onto 

what makes me who I am and how am I gonna handle this.” Mental and emotional wellness has a 

strong overlap, with both addressing stressors, and are thus presented together. 

One of the women described her experience with her mental wellness, “Wellness is 

important because it keeps my sanity.” Two of the women discussed the role of confidence in 

their mental wellness. There was also an overlap between mental and spiritual wellness as voiced 

by several of the women, 

“… knowing that, if you take care of yourself, that if you have good mentality, if you think 
about things in a positive perspective, and you also, of course, have your spiritual beliefs, 
all those things kind of play a role in who you become and how you handle things in your 
lifetime, my role, my job is very stressful, so when I get through these tough times, 
especially this pandemic, or whatever I’m going through, I always think back onto what 
makes me who I am and how am I gonna handle this.” 

Spiritual Wellness: “Being More of a Whole Person” 

Spiritual wellness was discussed by each of the women, with two subcategories present: 

spiritual practices and spirituality as a mediator of other aspects of wellness. Although religious 

preference varied, spiritual practices were important even when the women had no religious 

preference. Spiritual wellness was described as prayer, meditation, attending religious services, 

and ceremony. Spiritual practices were only one aspect of this category as expressed by this 

group of Diné women. The women discussed mediation, or a relationship or influence, between 
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spiritual wellness and other aspects of wellness, including culture as wellness, physical wellness, 

and emotional wellness. As voiced by one woman, 

“I think from just feeding into that spiritual part of it, I started to figure out that there’s 
more aspects of wellness than just the physical part. And, feeding into the spiritual part 
kind of helped me with my relationships with others around me, and helped me to be 
more of a whole person, and a confident person, than what I was before.” 

Relational Wellness: “My Heart Full and Happy”  

The category of wellness as relational emerged as one of the most pertinent categories in 

describing wellness. Five subcategories were also present: these included relationships and 

connectedness, children, youth and the future, relationality, reciprocity, and collective wellness. 

One of the women described, 

“I think my relationships with the people that are closest to me are very important. Like 
with my husband, with my children, with my family. I think sometimes it can be 
conflicting … there needs to be that peace in between us, so that way there’s no conflict 
… so, I think that’s part of the relations, relational wellness.” 

Another woman described the importance of relationships as,  

“One thing that’s really important for me is keeping in contact with my family, my 
parents, some people might not think of that as wellness, but to me, having that 
relationship with somebody in my life, is insanely important. I also try to reach out to my 
younger nieces and nephews, because that keeps my heart full and keeps my heart 
happy.”  

Another women stated,  

“I’m always trying to help people, whoever needs help. Whether it’s at work, whether it’s 
a friend, whether it’s in the community, it makes me feel good, it makes me feel like I’m a 
good person or I’m a better person. But, if you don’t have wellness, you can’t help.” 

Relational wellness in the area of children, the youth, and the future, was present in each 

interview. One participant described relational wellness relating to her children as,  

“Just my relationship with them, if I don’t have good wellness in my life, then they’re not 
gonna have that good wellness in their life. I just wanna teach them how to be a full 
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person, to know themselves, to be opinionated when they need to be, to know when not to 
be. So, it’s mainly for them.” 

This care for others as the future of healthcare or future leaders along with connectedness can be 

illustrated by the following, 

“I’m very into, relationships having a lot to do with healing, a lot to do with your 
wellness, how you motivate people, how you succeed with a team, it’s all about being 
connected to them. You can’t just superficially talk to people, you have to actually, I like 
to understand who I’m talking to, what’s important to them. What they may have faced in 
their life so I know how to approach them, and work the best with them, cause I know 
what their strengths are, and I know places that maybe they’re vulnerable in, so I can 
help heal some of that, so that they can continue to succeed. it’s a lot to do with 
empowerment. So that is all the way I look at, the way I deal with my staff.” 

Relational wellness was also described as awareness in relationships, as exemplified here,  

“And I think that a lot of part of my wellness is, I have to be aware of who really cares 
about me or who just kind of acts like they do, you know what I mean? Because 
sometimes people just take advantage of you and stuff like that, so I try to be aware of the 
people I’m surrounded by.” 

Natural World Wellness: “Home” 

Half of the women described nature, being in the natural world, or the environment as 

aspects of wellness. Two subthemes, being in the natural world, and homeland, are present. One 

woman stated,  

“I love being in touch with nature. It, it’s very important to me. When I lived on the east 
coast, I used to sail quite a bit, and so that my big time of being on the water. I have to 
tell you, I actually love the desert mountains better, so I’m very happy to be home. I love 
sunsets and sunrises and, I don’t know, there’s something so awesome about being here, 
it’s just you feel everything, you see everything, so it’s quite a privilege, I think, to, to be 
able to look at the stars at night, and things like that. It sounds simple, but it’s actually 
very meaningful.” 

This quote illustrates the impact of the natural world as part of her wellness, but also the 

connection to homeland.  

Another participant stated,  
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“I lived … by the lake and so, being well never was an issue. I never had issues with 
being physical because being out there in nature you want wanna walk, you wanna be 
outside. I had animals, goats, chickens, dogs, cats. And that was so wonderful for me.” 

For her, being in nature was both an important aspect of wellness and also a way to maintain 

wellness.  

Culture as Wellness: “We’ve Known This for Thousands of Years” 

Culture as an aspect of wellness was present in all interviews. Even for women who did 

not practice certain aspects of traditional Diné culture (example, spirituality), other elements 

were still discussed, and the importance of culture as wellness for others was recognized. Culture 

as wellness presented as a rich category with six subcategories: wellness as inherent, Diné 

knowledge, tradition and language, the impact of colonization, peace and harmony, and Hózhó. 

These emergent subcategories intertwined and collectively demonstrate the complex and vibrant 

manner in which culture is wellness for these Diné women and perhaps other Indigenous 

Peoples. 

As one woman noted,  

“I’ve been really super impressed with our young. And that makes me feel really good, 
that our, the kids have been really pushing to save our culture. I think that in itself is 
wellness. Taking back what you have lost is wellness. So, it makes me feel really good to 
see our youth advocating for our language, advocating for the environment, advocating 
for different issues.” 

This quote exemplifies the role of both culture and actions by the youth contributing to wellness. 

It is important to recognize, though, that this is the woman’s opinion; we are unable to 

understand how the youth themselves would perceive cultural engagement as being supportive of 

wellness, or not. 

Another woman described learning about holistic wellness while in medical school,  
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“I didn’t think of it as wellness, or as a thing, I would say until I went to medical school, 
when all of a sudden, the medical school people were talking about holistic medicine. 
And it sounded like this kooky, crazy thing …, but a lot of these non-Indigenous 
professors and physicians felt like they just discovered this key to whole-being and well-
being, and I think one of the big things when I went to medical school was … it was like 
this cutting edge, scientific thing. People did well, cancer patients did well because they 
were taking care of their spirits, and along with taking their cancer medications, and I 
just remember like I didn’t have any really, I had one half-Indigenous person in my class, 
and I remember when they would talk about these things, we’d kind of side-eye each 
other, like, we’ve known this for thousands of years. Like, move on... So, it was really 
interesting, and I think that’s when it started to hit me that people think that this is 
something new, and it’s something cutting edge and that it’s something that we should be 
doing all the time in medicine and that it’s something we should be encouraging. And I 
kind of thought, I thought we always did that.” 

She continued, 

“I think its super important to me because it stems way, way back, pre-colonialization, 
where nobody probably thought of wellness and it kind of came back in the form of 
resilience and strength through cultural customs and practices, and like I said, it’s kind 
of funny now, because people are like wow! This great, new thing where we not only 
think about our bodies but we think about our minds, and our spirits, and it’s just, like 
every Indigenous person is just like scratching their head, like what,? It’s kind of funny 
…” 

As stated by multiple women, and present in previous quotes, peace and harmony were 

noted to be both aspects and goals of wellness, and something to be maintained while 

maintaining one’s wellness (an aspect to achieve and then maintain). Like wellness overall, 

obtaining and maintaining peace and harmony was seen as a process. This interesting finding 

shows the importance and perhaps centrality of this subcategory. Excerpts from longer quotes, 

some present above, demonstrate the integrated aspects of peace and harmony as aspects of 

wellness, “it means having peace within myself and with the thoughts that go through my head,” 

“… my family, and they’re a big component of my wellness and my Hózhó or my harmony,” and 

“there needs to be that peace in between us, so that way there’s no conflict between like my 

husband and I.” 
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Two of the women named the concept of Hózhó. Regarding wellness and Hózhó, one of 

the women stated, “Wellness is Hózhó.” The other further explained, 

“… There’s not really a concept of wellness but there’s a concept of balance. That’s what 
they called hózhó, or harmony, where everything is in this life balance, good, bad, dark, 
light, male, female, so there’s always some of the good, some of the bad, there’s always 
an opposite, keeping everything in balance.” 

Hózhó was both experienced by the women as both an equivalent of wellness and as 

conceptually separate from wellness. Interestingly, with both of these viewpoints, balance was 

central.  

Wellness for Diné Women: “We Just Practice Differently”  

The women described wellness specifically from their perspective as Diné women. There 

may be similarities between this category and that of Culture as Wellness; however, this category 

speaks specifically to cultural expectations and responsibilities distinctly related to being a 

woman. Here, the women had very different descriptions, but several common categories 

emerged. Five subcategories for this category included the historical context, social determinants 

of health, and the role of a Diné woman and her Diné culture, differing perspectives, and 

“finding that fine line to walk” between worlds (compromise). 

The differences in descriptions can be understood via the following quote,  

“There are different ways in which women perceive wellness, I think as Diné women, I 
mean some of em, they go back to values of like parents, grandmother’s teachings, 
beliefs, and then there’s others that maybe not so much believe those kinds of things and 
kind of go to a different aspect of teachings or beliefs that they’ve grown up on. Not a lot 
of my Native American coworkers or friends that I know, they perceive it very differently 
sometimes, and it all varies. It just depends on your growing up and parents and their 
beliefs and what they’ve done.” 

Several subcategories are present in the following quote,  
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“With your expectations as a Navajo woman, you are often looked to as somebody who’s 
gonna be there, somebody that is respectable, that is looked up to, even if you’re not a 
professional in this role. There are grandmothers out there who’ve never, don’t know 
how to read, and don’t know how to speak English, but they garner so much respect from 
their communities, and I think, with them, surviving, we have a lot of elderly Navajo 
women who survived so much, and the tribe itself, and other Indigenous people have 
survived so much trauma in our lives, that I think wellness is becoming more and more 
important. I look back, and I see, I read history, I hear stories, I look at people in my 
community, and I think, even my own mother, and her mother, my great-aunts, and my 
mom’s sisters, I look at things they’ve been through and I think, without their, strength, 
and their prayers, and everything they put through, what we would consider wellness, or 
what I would consider wellness, I don’t think they’d be here or as resilient, so I think it’s 
really important to me to note those things.” 

In comparing wellness with non-Diné women, one of the women stated, “We just practice 

differently.” Another of the women further described,  

“I think wellness, to an Indigenous person, is not only me, it’s me, and how I relate to 
everyone else, and to my surroundings, and I often think that wellness in the non-
Indigenous population, can be viewed, or skewed, or viewed, as selfish, where women are 
often taught to not worry about everybody else, and take care of yourself, so I think those 
are two contrasting things between Indigenous, or at least Diné women and wellness and, 
non-Indigenous people and wellness.” 

This description also highlights the collective aspect of wellness named prior. 

The subcategories of “finding that fine line to walk” impacting wellness was described 

several ways. One of the women stated,  

“… for Navajo women, or Diné women, I think it’s kind of built in to how we’re raised, 
but I think sometimes the, the pop culture, the western side of everything, kind of takes 
over, can kind of throw you off your balances, like I said at the beginning, women are 
taught to care for, not only themselves, but for other people, and there’s different 
expectations in your role as a Navajo woman.” 

Another of the women expressed competing worldviews in a different manner as a compromise. 

“I think with, with Diné women, we have traditions, as well as non-traditions. So being a 
Christian, versus being a traditional person, because I grew up in tradition, there are 
things that we do practice, that non-Diné women wouldn’t even know about. …And they 
believe that everything in the world, or everything that’s natural in the world has an 
effect on you, so you need to treat those natural things correctly, and respect it, in order 
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for it not to affect you. And I don’t think non-Diné women think about those things, or 
even believe that any of that affects them… they believe certain things and it’s hard as a 
Christian, Navajo to remove those traditional things from your head, cause in 
Christianity, you’re not supposed to believe in those things, but then when you’re raised 
in that tradition, it naturally comes to your mind. So, you’re kind of trying to find that 
fine line to walk, because you’re like, do I just completely give it up, or, but in my head 
it’s still there, because that’s what I was raised to believe… Yeah, so it is, it is a battle. 
Of trying not to, I don’t know, just find a compromise, or, figure it out with prayer.” 

One of the women described her experience growing up rurally in the Navajo Nation, then 

adjusting to a different worldview,  

“It’s an adjustment where you’re not only trying to grow up to be the person you are, or 
trying to be the woman you are, you’re also trying to adjust yourself to trying to be in this 
world, that you didn’t grow up in.” 

Another participant discussed learning about wellness from other women, and described 

differences as,  

“And I think that it is different in, in that maybe they look more at the Navajo wellness 
model. I mean, there’s always commonalities between the way we all look at, I might look 
at something Buddhist or Catholic, Navajo Wellness Model, and I find that there’s a lot 
of common themes in there. It’s just the milieu in which it’s taught.” 

Wellness as a Process: “Something Will Always Take Precedence”  

The final category in describing wellness is that of wellness as a process. Two 

subcategories emerged: that of wellness as a process, and that of wellness as a choice. The 

women described wellness as a process of balancing, of harmony, of resilience and overcoming. 

Regarding balance, one of the women stated, “Wellness to me is a balance of your spirit, your 

soul, your mind, and your body. And it is an interesting balance, because something will 

probably always take precedence in that balance, but they’re all very important.”  

This process of wellness can also be seen as a choice, and as influencing resilience. As 

one woman describes, 
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“So, to me it’s like, you have to learn how wellness and all these aspects play a role in 
you, so you can handle things that you’re not able to handle or you can live a fulfilling 
life of something like happiness or being a good mom or just kind of being the person that 
you are.” 

Interestingly, although some women had descriptions in line with the “standard” or 

mainstream definition of wellness, and others described a more culturally specific concept, the 

aspect of balance and wellness as a process was present in both. 

Research Question 2: How Do Diné Women Who Live in a Navajo Nation Bordertown 

Maintain Wellness? 

Domain 2. How Diné Women Who Live in a Navajo Nation Bordertown Maintain 

Wellness: “I Take This All with Me No Matter Where I Am” 

Domain 2 addresses how women maintain their wellness when living in a Navajo Nation 

bordertown. The women discussed a diversity of experiences and wellness approaches in 

maintaining wellness. Three categories and nine subcategories were identified in this domain. 

Categories included Living in Gallup, Intentional wellness, and Factors affecting wellness. 

Subcategories of each are also presented. 

Figure 3 

Domain 2: “I Take This All with Me No Matter Where I Am” 
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Bordertown Wisdom: “We’re Far From Home” and “I’m Very Fortunate” 

In discussing maintaining wellness while living in Gallup, the women discussed both 

challenges and benefits. The women discussed navigating both the challenges and benefits in 

maintaining their wellness in the unique environment of a Navajo Nation bordertown. These two 

subcategories, along with provision of context, provide a nuanced view of living in a Navajo 

Nation bordertown. Interestingly, in the subcategory of “good for you food,” the women’s 

experiences varied. Additionally, it is important to note that while the majority of women had 

relocated to Gallup, several of the women had grown up in Gallup or in the Gallup area. 

Challenges of living in Gallup were present in the majority of interviews. This 

subcategory was described as in access to fresh fruits and vegetables as those present in farmer’s 

markets, challenges in accessible outdoor trails, safety concerns when engaging in outdoor 

physical activity, concern for the health and wellness of community members, cost and 

availability of gyms, and distance from family and home. 

Geographical distance from family, cultural, and spiritual is exemplified by the 

following, 

“I think that the big thing that’s while living in Gallup is that I don’t live with my family 
anymore, so just, being in touch with them is really important, and then the ceremonial 
thing, my family will often come here and we’ll go to see the medicine person …” 

Another woman stated,  

“I live here in Gallup, for a long time it was just me and my kids but recently my mother 
moved to Gallup and then a few years ago one of my aunts moved to Gallup, so it’s kind 
of nice that I kind of have some family out here now, but we’re far from home. We just 
kind of make do with the best that we can, being out here in Gallup.” 

The geographic distance from home communities was noted as a challenge to living in Gallup,  
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“It’s really hard because living outside of the rez, you lose a lot of things that you’ve held 
so close as you grew up. Like, you lose your language, you lose your medicines, you lose 
your prayers and songs.” 

Concern for community was also present when sharing challenges of living in Gallup,  

“It’s difficult too, because in Gallup, you see a lot of negativity. It’s hard to not feel 
down. When you see our unsheltered relatives, you see young kids, I mean they’re kids, 
they’re young, and they’re basically walking the streets, like, they look like they’ve been 
doing drugs and alcohol for years. But they’re young kids! It’s so sad to see, it’s difficult 
to deal with the issues of this community, and it’s hard because there’s always a black 
and white. There’s people who are wanting to help and there’s people who are judging. 
Judging our relatives, without taking into account what our people have been through. 
Even at work sometimes you get people who work, contractors, who are not from this 
community, who come and their judgements are difficult to handle. So, it is difficult 
because in Gallup all of the negativity that people talk about, it’s in your face. So, I’m 
always constantly trying to have compassion. I don’t know, Gallup’s a difficult place to 
be.” 

As health care practitioners, the women also share insights and concern for the health of the 

Gallup community,  

“I don’t know if you really know about Gallup but there’s a lot of alcoholism in Gallup, 
and a lot of homelessness among our Native people. So sometimes it’s difficult to see that 
and it’s difficult to see all this going on and then you see all the comorbidities of my 
patients that I see, from diabetes, high blood pressure, to a lot of chronic kidney disease 
…” 

Regarding access to exercise facilities, one woman shared,  

“There isn’t access to a gym for an individual in healthcare or an individual who works 
long hours. Things don’t open until 7 am and things don’t close until six o clock. So, by 
the time we get off work there’s nothing left open for us. So we have to figure something 
else out. It can be a little challenging.” 

Benefits of living in Gallup included access to food and ability to engage in outdoor activities. 

Community resources were also noted. As shared by one woman who lives on the outskirts of 

Gallup and noted the location of her home as a benefit,  

“When I first moved here about ten years ago, it was really hard for me to change my 
mindset that I needed to have a gym to workout. So what I did is that I eventually I 
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learned. I get up and go run, where I live is great because there’s not a lot of traffic and 
you can get up and go run at any hour. Within the city of Gallup it’s a little harder, to 
just get up and go run, I feel that it’s not as safe. There’s obviously more people out 
there, more people runnin’ around out there. So, I would be a little uncomfortable 
running in the city of Gallup myself.” 

Another woman discussed community fitness events,  

“They have wellness walks, and you can participate from your lunch hour, they have like 
a diabetes clinic here at the hospital to where the staff or either anybody in the 
community can participate. I’m not sure if you’re aware of the Just Move It program as 
well, the Navajo Nation has.” 

Regarding the benefit of access to food, one woman shared,  

“… it’s sad because I think on the rez, it’s such a food desert, that people don’t have 
access to good foods or foods that are good for them, I think there’s this small advantage 
in Gallup where we have definitely more supermarkets, and more options and availability 
of more good-for-you foods, so, that’s one thing that’s different from living on the rez.” 

Thus, living in Gallup was noted to be both a challenge and benefit in maintaining wellness, and 

experienced differently by the women. The following demonstrates both aspects,  

“Living here can be stressful, thinking on it and looking out, but as long as you know that 
you try to help people, and then at the same time, try to maintain your wellness as well 
knowing the facts of exercise can help in this way, eating this can help in this way, 
making sure that you’re, praying, making sure that you’re participating in church 
activities, getting your kids involved in those kinds of things as well.” 

Intentional Wellness: “Very Balancing to Me”  

The women all identified the importance of specific practices in maintaining wellness. 

These were diverse and included activities like walking, running, reading, praying, attending 

spiritual services, meditating, attending exercise classes, and cooking, spending time with family, 

among others. The four subcategories in the category are specific practices, relationships, 

reconnecting, and mindset and emotions. Approached with intentions, these subcategories 

assisted the women in maintaining their wellness. There was a wide variety of intentional 
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wellness practices described, with the following excerpt demonstrating the complexity and 

volume of wellness practices shared by one woman, 

“I walk every morning, that’s my ritual every, every single morning/ on weekends and 
evenings I’ll listen to music, I’ll read, I’ll talk to friends. I love my dogs, so I’ll hang with 
my dogs…. I still help my parents, mostly on the weekends, but I’ll cook their Sunday 
dinner every Sunday. My brother lives up around the corner too, I don’t see him too 
much, ‘cause he works like I do, but for holidays and birthdays and certain things we 
certainly get together... I try to meditate every day, so I do that when I’m home. I try to 
enhance spiritually like by reading things that I feel enrich the soul. I’ll exercise at night, 
if I get home in time, I’ll exercise at home…. And that’s kind of a way to wind down for 
me. And I cook, I love to cook! I don’t even have to eat it, I just love to prepare it, and 
taste it, and I do that a lot on Friday nights and weekends. And that’s very balancing to 
me. And I actually have a small garden, I’m not as good as I’d like to be, but I do grow 
some vegetables and some things every year, and I like the earth, I like touching it, I like 
planting, watering it every day, I have flowerpots and everything. I’m very nature 
connected.” 

Being in nature was discussed by another of the women as, “And that’s difficult, trying to get 

outside and feel the sun, feel the earth, feel the wind, and just be better to to my body and do 

more exercises.” 

All participants discussed the importance of physical activity in maintaining wellness. 

This could be individually, such as in running, in classes with other women, or with one’s pets. 

The majority of the women who were mothers expressed physical activity specifically with one’s 

children as a way of maintaining wellness. As stated, 

“I just started a new thing with my little boy, where I’ve gotten him involved in fitness 
and so, to ensure that he gets what he needs, we will do some sort of workout, for about 
thirty minutes in the evening.” 

Another woman shared regarding physical activity and nutrition,  

“My kids exercise at night, so sometimes I’ll go walk with them, on the treadmill that we 
have a little gym in our house, so I do that for exercise and then as far as eating, my kids 
and I, we are participants of the myfitness pal, so we do calculate our calories, what we 
ate, sometimes we have cheat nights where we, the kids are like, mom, we have enough 
calories to go have ice cream, so we’ll do that.” 
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The majority of the women described the importance of relationships in maintaining 

wellness. These relationships were with family (biological and chosen), friends, co-workers, and 

pets. The impact of the current COVID-19 pandemic was noted in affecting this aspect of 

maintaining wellness but is discussed separately under “Navigating Wellness.” 

One woman shared,  

“When I feel stressed, I have to make it a point to talk to someone, someone that I know 
and someone that I trust…I try to make sure that I don’t bottle things up. That if I need to 
talk to someone, if I can’t talk to a counselor, then at least I can call one of my 
girlfriends.” 

Another shared,  

“I didn’t learn this really right away, but I’ve learned over time to appreciate the time 
you have. And the time you have with people, and that goes along with your 
relationship… and I truly believe in that, I can’t just do something without having a 
relationship. It won’t have meaning to me.” 

One woman stated,  

“I know we have a prayer group with some of my friends and some of my coworkers, we 
have it every other day, we all call in just like we’re having a meeting right now, and we 
talk, we pray with each other.” 

In this way, she maintained friendships even during the COVID-19 pandemic, when people 

could not be together in person. 

Another woman discussed the complex ways that relationships and connectedness 

intertwine,  

“I think that you have to have balance in your life to do the best work that you can, to 
have the best relationships. I don’t have a ton of friends, but the ones I have, I’m very, 
very connected to them. And that’s another big thing I wanted to mention to you, 
connectedness. I’m very into, relationships having a lot to do with healing, a lot to do 
with your wellness, how you motivate people, how you succeed with a team, it’s all about 
being connected to them.” 
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The majority of the women discussed the importance of reconnecting with self, nature, 

spirituality, culture, or other areas in maintaining wellness. Reconnecting can be understood as a 

wellness practice. One woman shared,  

“If I feel there’s this kind of need to reconnect with who I am as a Navajo person, my 
mom and I will often go to a medicine man, and get prayers done, just to restore 
harmony, to make sure that all things are good, and to remind the earth that I’m here, 
and that I’m trying to do good for our people.” 

Another woman shared, “I’m trying to read more about our people, I’m trying to read more and 

learn more about Native medicine.” 

All of the women discussed the impact of mindset and emotions in maintaining wellness. 

One woman described the importance of maintaining a positive mindset in the setting of stress 

and anxiety,  

“I think like I get stressed out about certain things and I get anxiety, but then I think back 
to well why am I feeling so anxious? Why do I feel like this, I mean I’m responsible for 
my own thoughts, my own emotions, so I tend to try to think on things that are gonna be 
good rather than bad.” 

Another woman shared,  

“I have to evaluate myself, my mental health, my physical health, and when I start to feel 
like things are getting difficult, I just take a break. And I need to not hold the world on my 
shoulders. And so for me, that’s my wellness, taking care of myself.” 

The role of emotions such a love was further described by one woman as,  

“I try to treat everyone fairly, I look at everyone very compassionately, I laugh a lot, I 
love to laugh, I love a good story, yeah I love a good laugh. And love! I mean, everything 
I approach with love. And I tell that to my staff, and it makes them a little uncomfortable 
sometimes, but I’m all about, you gotta do things with love, or it won’t be meaningful for 
you. So, that’s my wellness, is trying to keep all that in my life, not looking at how hard 
something is, but looking at what good we’re doing with it.” 

Several of the women discussed other supports, such as speaking with a counselor, in 

maintaining wellness. 
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Navigating Wellness: “We Have to Love Them from a Distance”  

Several unique factors were identified that affected the women’s experiences in 

maintaining wellness. These three subcategories were time, health issues, COVID-19. Time and 

sleep were seen as sacrifices for some of the women in maintaining wellness, but not by others, 

as the following excerpt demonstrates,  

“I do make sacrifices, just time spent with the people around me, like I try to do those 
things with them, but only one person can fit on a treadmill, and my kids just end up 
coming in and out, are you done yet? Are you done? When are you gonna get off? I’m 
hungry. So, it’s a small sacrifice... I guess I wouldn’t even call it a sacrifice. It’s just, 
some of my own time spent on me. Yeah. For my wellness.” 

Most of the women described waking up as early as four am every morning to maintain their 

wellness through spiritual practices and physical activity. As explained by one of the women,  

“I sacrifice my sleep. I found that the only time that my family would not bother me, was 
if they were all asleep! Getting up at four am, to go for a run, is my sacrifice. I get up 
earlier so I can, so that I’m able to have that, that small amount of time for myself, to 
take care of me.” 

Another woman shared, “I wake up every morning at like 4:30 in the morning, and I start 

reading my Bible and I pray. And then I have to exercise because I don’t have any other time 

during the day to do it …’’ 

Several participants also identified health issues as factors affecting the maintaining of 

wellness. One woman stated,  

“I give up my time, I give up my sanity, because I kind of take on everyone’s hardships as 
my own hardships, and I think that, like I’m saying, it’s gotten to the point where the 
stress of dealing with everything has caused me to have blood clots in my legs, it’s 
caused me to lose huge patches of hair, it’s caused me to gain a lot of weight, it’s affected 
me physically …” 
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Health issues made it more difficult for the women to engage in their preferred wellness 

activities, primarily in the area of physical activity. Stress was also identified as a factor 

contributing to health issues, especially in the setting of the current COVID-19 pandemic.  

The pandemic itself emerged as a factor affecting wellness and was brought up by all 

participants. Interestingly, there was a difference in the impact of COVID-19 upon wellness for 

those who provided direct healthcare services and those who did not. Several of the women 

discussed both professional and personal impacts such as caring for patients with COVID-19 

clinically and losing family members to the disease. As shared by one woman,  

“COVID-19 has affected me tremendously this past year. I had my grandmother, passed 
away from COVID 19, she was in the nursing home here and they had an outbreak. And 
that was really difficult. And I think when that happened, is when all of my hair fell out. It 
was so traumatic, her passing away, and I was already stressed with everything, but I 
think her passing away just threw me over the top.” 

She also shared,  

“I can never, never, never, get used to listening to a grown man cry. Someone like the 
age of my uncle or grandfather. These are our, our people and to listen to them cry, and 
saying their prayers in Navajo, and begging the Creator to help them. And, and I see the 
fear in their eye. The last time I went in to do an x-ray on a patient in ER, the man said 
that he went home for ten days to isolate, and he said for ten days he was home alone, 
and for ten days all he did was pray. Pray, pray, pray, so hard for ten days. And on the 
tenth day, he said his body couldn’t take it anymore. So, he came in and he was like 
looking at me, and he was begging me, in Navajo he was telling me all of this in Navajo, 
he was saying, please pray for me. Pray hard for me. And I just tell him, yes, and you 
literally can see the fear in their eyes. And all I could do is just kind of stand there with 
him for a little bit, I just put my hand on his shoulder, and as I was leaving, in Navajo he 
told me, mom, take care of yourself, and he said, I’ll pray for you too. And that made me 
cry… to see patients die… so, one minute you take their x-ray, thirty minutes later, 
they’re just like, calling it. It’s just been so hard to see people die. People of different 
ages. Men, women, grandparents, it’s been really difficult.” 

The COVID-19 pandemic was described as impacting women’s physical, mental, and emotional 

wellness. Women discussed increased stress and anxiety professionally, as well as concern for 
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themselves, their families, and their patients, and the stress of caring for patients and colleagues. 

One woman described,  

“Spiritually, it’s definitely taken a toll on me because, thankfully I haven’t lost anyone 
due to COVID, haven’t lost anyone personally close to me, but thinking about other 
Navajo families, anybody’s family, … thinking about that those people losing someone to 
this disease is spiritually draining…. and just trying to stay afloat of all these topics 
scientifically, and from an allopathic physician perspective is very difficult, especially 
when patients and parents come to you, even my family members will say, what does this 
mean? What do we have to do? How do we get rid of it? How, what works? Should we 
get the vaccine? Does the antiviral work? There’s just so much to navigate and interpret, 
to my patients and their families and their own family that it just gets exhausting, so, 
definitely has taken me for a spin.” 

Another woman shared,  

“Working at the hospital, all you can do is just encourage each other, be there for each 
other. And then as friends also, I’m sure you know friends and relatives who’ve passed 
away, and so you’ve just kind of like, have to love them from a distance and that’s hard.” 

Although negative impacts on wellness and maintaining wellness were noted, half of the women 

also discussed aspects that were not so stark. One of the women discussed a benefit of isolation,  

“… You think it’s the opposite but like this whole isolation thing, is definitely good for 
me. I was talking with a friend, and I told this friend, some days I just want to sit in my 
house by myself. And she said, yeah, your job is literally to interact and talk with people 
all day, every day. And you’re constantly interpreting medical data into a different 
language and then a different language back into medical data. And then you’re 
interacting with people of all ages all day long, sometimes all night long, and it’s no 
wonder you want to be at home by yourself.” 

Increased time with family was also noted as a result of the pandemic. One woman shared,  

“I can’t say it’s a good thing, because I know COVID’s not a good thing at all, but, just 
being able to stay home with my kids, and not have to be up for work at five am, I get to 
sleep in til seven, those things, it’s just been, it’s been nice. Resting longer and being 
around my family, and watching my children grow up, seeing what my husband goes 
through daily with those two, yeah, I understand him now.” 

Hope looking to the future post-pandemic was also discussed. As one woman shared,  



 
 
 

 
113 

“But I’m hopin’ that, after all of this, it will bring our community together. I’m hopin’ 
that it’ll give people an awareness of how precious our traditions are, our language, our 
elders, it’s been, not just with COVID, but even with politics and environmental issues 
…” 

The majority of the women discussed the importance of reconnecting with self, nature, 

spirituality, culture, or other areas in maintaining wellness. Reconnecting can be understood as a 

wellness practice. One woman shared,  

“If I feel there’s this kind of need to reconnect with who I am as a Navajo person, my 
mom and I will often go to a medicine man, and get prayers done, just to restore 
harmony, to make sure that all things are good, and to remind the earth that I’m here, 
and that I’m trying to do good for our people.” 

Another woman shared, “I’m trying to read more about our people, I’m trying to read more and 

learn more about Native medicine.” 

Emergent Domains 

While Domains 1 and 2 addressed research questions 1 and 2, respectively, context was a 

recurrent theme. Context regarding how the women learned about wellness and who the women 

are provides an integral and necessary backdrop in understanding their descriptions of wellness 

and then how they maintained their wellness. This information regarding context formed the two 

emergent domains, Domain 3 and 4. Domain 3 is titled Learning about Wellness: “Things just 

became Natural” and contains three categories and six subcategories, and Domain 4 is titled Self-

Reflective: “Diné Adzáni” (adult Diné woman) and contains three categories and nine 

subcategories. 
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Figure 4 

Domain 3: “Things Just Became Natural” 

 

Domain 3. Learning about Wellness: “Things Just Became Natural” 

Learning about wellness was an emergent domain discussed by all of the women. Each 

Diné woman naturally included a description of how they came to learn about wellness practices 

as part of their response to the interview questions. This natural and consistent inclusion of the 

learning process, the significance of this learning process was recognized as a significant aspect 

of wellness for these participants. This domain is richly described by participants and provides 

context focused on how the women came to learn about wellness, including the learning process, 

sources of this knowledge, the teaching, training, and education they received in this area, and 

the important people and figures from whom they learned from. Women learned about wellness 

in a variety of ways and identified through the following six categories: Experiential learning 

(subcategories: Personal and academic/professional) relationships (subcategories: 

intergenerational teachings, women’s knowledge), Role modeling (subcategories: learning and 

teaching). These categories are not separated in the text below, as in the previous sections, but 

are presented in sum to avoid parsing the data and to demonstrate the complexity and 

interrelationships in this process. Additionally, although similarities may present between the 

categories and subcategories in this domain and Domain 1, the categories in Domain 3 can be 
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seen as conceptually different as they pertain to learning about wellness itself, not a description 

of wellness. 

In discussing how the women learned about wellness, specific stories were shared. The 

following stories contain multiple categories: 

“My mom grew up on the Navajo reservation, she comes from a very poor family, her 
parents were not educated, and so her mentality growing up was, she didn’t want to be a 
burden on her family, and my mom was the only graduate of her siblings and her family, 
the first college graduate, so she said that in order to get to be a graduate, she had to 
take all the values she learned from growing up with her mom, and her grandmother and 
using those values to know that you have to live a decent life, you have to work hard, you 
have to make sure that you eat healthy foods, that you exercise every day, and that you 
use that as a foundation to get better in life. So, that’s how I learned from her is that 
watching her and knowing her background, knowing all the things that she’s done over 
her life, and stuff that she teaches me, even those little culture beliefs, the things you 
shouldn’t say, the things you should say, how you present your life. When I first had my 
son, when I was at the hospital, she came to my hospital bed and she told me, that 
grandmother always said that this is a new life, this is your child, and how you mold their 
brain, how you mold their life, is all on you. She told me, the things I’ve taught you in my 
lifetime, I want you to pass on to your children. So, given that, my mom’s pretty healthy, 
she’s had like a couple medical problems but nothing big, but most of the time she’s 
always trying to do something to better herself even at her older age.” 

The role of grandmothers was important for women both in their learning about wellness, and in 

not being able to learn. One woman stated,  

“It’s been hard, I wish that I knew more about my people, and our history, and it’s just 
kind of hard when you’re just on your own doing it. Like, my grandmother’s gone, my 
great-grandmother’s gone, and so, now I don’t have people to ask questions.” 

Another of the women shared her experience learning about both culturally specific and 

allopathic concepts of wellness, taught by her parents through role modeling.  

“I was in and out of the hospital for quite a while when I was a young child, or maybe 
even a baby. I kind of got to know the medical side pretty well as a young child. But as I 
got older and I started having more memories of things just became natural. I think one 
year I caught pneumonia when I was like 5 or 6, and in addition to going to the hospital, 
my mom also called a medicine person to our trailer and we had a prayer done. And it 
just seemed like, oh, that’s what you’re supposed to do, like, you’re supposed to not only 
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just go to the hospital, but you’re also supposed to pray with a medicine person, that you 
become better. And, as I got older, I think that became more important, it wasn’t like my 
parents were saying, “you should do this, and this” they were kind of role-modeling it by 
example, because, we’d go to the hospital, but then, we’d also have a traditional healer, 
prayer, or somebody come and lay hands or sing songs or chants for us. And that’s kind 
of just how I knew how things were done… And then, as I got older, and became more of 
an adult, I started to ask my parents, what do you think of this, and why do you think we 
always do this, and all the questions came. The why’s, the who’s, the what’s, the where’s, 
the how’s, and they said that, they grew up in a similar fashion, but has less medicine, 
less western allopathic medicine. They did a lot of healing ceremonies that were really 
important to them and they thought that keeping that tradition with me was really 
important. Which is why they continued to do it. So that was kind of how I was 
taught…by their role modeling.” 

Several women discussed learning about wellness through physical activity with their families 

while growing up; role modeling was particularly pertinent in this area. One woman shared,  

“I remember as a kid, my family, my dad probably a little bit more, we used to go 
running, so we’d run on trails, I ran track for a lot of my life. And we ran, and he had 
grown up near Church Rock, so I learned all those, Kit Carson cave, all those trails back 
in there. And we’d go four wheeling and then walk, and picnic, and play baseball or 
whatever we’re gonna do, we were a big sports family. Very competitive family, by the 
way. So we spent all our Sundays at the baseball park, or playing games, or competing, 
or basketball, we were always in sports. Our outdoor time was camping, we used to fish a 
lot, I’m a pretty good freshwater fisherperson. We used to boat a little bit up at Lake 
Powell, I think we spent a lot of our time when I was growing up outside. And so that 
kind of stuck with me …” 

Another stated,  

“When I was younger, my family encouraged us to be active physically, and as I grew 
older, went off to college, just increased my own knowledge, in learning different things. I 
learned, there’s something called emotional wellness, there’s something called physical 
wellness, and there’s spiritual wellness. And they’re all interrelated. I can’t tell you 
where I’ve learned them all from, but somewhere along the way, I just come to the 
conclusion that they’re all interrelated.” 
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Figure 5 

Domain 4: “Diné Asdzání” 

 

Domain 4. Self-Reflective: “Diné Asdzání” 

The fourth and final domain is emergent and self-reflective; that of the women 

themselves. This is the second emergent domain. This section is focused on the women 

themselves, and their self-reflection. The term Diné Asdzání means ‘Navajo Woman.’ This 

fourth domain is centered on the Navajo woman, how through the research process the Diné 

women were able to self-reflect, trust, connect and share deeper insights on how they describe 

and maintain their wellness. It is important to note that the data that informed this emergent 

domain was offered toward the end of the interview, perhaps when the women felt trust and safe 

to express deeper insights within this new relationship with the researcher. The previous domains 

describe wellness, how wellness is maintained, and how the women have learned about wellness. 

It’s important to note that in addition to how women have described, maintained and learned 

about wellness, it’s the personal attributes, values, and experiences of these Diné woman leaders 

that are revealed through self-reflection, that offer an essential aspect of understanding their 

wellness and how they maintain wellness. The self-reflective descriptions of wellness achieve 

rich insights about Diné women’s’ wellness and is the purpose of the study, and having a better 
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understanding of who the women are helps us in understanding wellness in their lives. If 

wellness “lays a foundation of who you are” and helps you become the person you are, then who 

you are is also central. Thus, it is important to understand, and recognize, who the women are. 

Although the women had a diversity of experiences, religious preferences, etc., they shared 

several important values and attributes.  

In sharing who they are as Diné women leaders, the women and researcher developed 

and grew their relationship. The trust demonstrated by the women, and that allowed them to 

share deeply personal experiences and stories, led to the development of new relationships, or 

enrichment of existing relationships. This relational aspect of research created a space where rich 

insights were offered, and new knowledge was created and shared willingly. The trusted 

relationship, which emerged in the research process, supported the sharing of new insights about 

the process of Dine Asdzání and how they felt comfortable enough to engage in self-reflective 

processes related to wellness occurred in the midst of the interview, revealing more in-depth 

understanding about leadership, transitions and personal attributes. 

The three categories in this self-reflective domain include the following: Leadership, 

Transitions/becoming a professional, and Personal attributes. Additionally, in a respectful 

manner, it is important to center the women themselves in all aspects of the study. The 

relationship developed with the women during the recruitment and interview process was 

centered, with the sharing of the women’s knowledge and experiences experienced as a gift, and 

the relationship as important as the research itself. This exemplar of relationality led to the 

women expanding upon the research questions and providing and sharing more in-depth research 

to expand upon the research, and leading to the women becoming research partners (rather than 
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research subjects) with total buy-in to the research process, thereby extending our understanding 

of wellness for these Diné women. 

Leadership: “Leadership is Just Something That Just Comes along the Way” 

Inclusion criteria to participate in this study required each participant to self-identify as a 

leader. The three subcategories of leadership are leadership experiences, service and 

responsibility, and a commitment to teaching, learning, and education. The various types of 

leadership roles became a strong category in each interview as the women also shared how they 

became leaders. As a group, the women described leadership experiences that were both 

intentional and opportunistic, experiences that began in high school, college, or military service, 

with growth in this area continuing over time. 

One woman described, 

“Leadership is just something that’s just come along the way. I went to nursing school 
then out of nursing school, about six months out of nursing school, I was thrown into the 
ER as a charge nurse. And I’d been a charge nurse since six months out of nursing 
school til 2018…which is when I was promoted into my current position here.” 

Several women noted the aspect of leadership as being part of who they are as Diné women, and 

as a responsibility to themselves and others.  

“I think there’s kind of this, unwritten, role or rule for Navajo women traditionally they 
say women shouldn’t be leaders in public, but often in the home women are seen as the 
life givers, the caretakers, the providers of many different things, and so I think you just 
kind of grow up with this responsibility, or if you live in a traditional Navajo household, 
a lot of women grow up with this responsibility to, in a sense, lead their family, and guide 
them and protect them, and provide for them in their own ways. I think that’s something I 
grew up with. And then, becoming a professional has also thrust me into a leadership 
role, ever since, I guess high school, I started doing formal leadership roles, like 
becoming the student body president, becoming valedictorian, those were also titled roles 
that I first started to receive. But as time grew on, and then went to college and then 
medical school, I found myself in a position where not very many Navajo women are, um, 
and you’re often looked up to as a leader and a role model in that particular field or 
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someone who’s overcome challenges of being, of living on the reservation, and doing all 
these, or having all these accomplishments that not very many people have.” 

The women discussed leadership in multiple areas of their lives. Professional leadership was 

discussed by each of the women but was not always the primary focus of leadership experiences. 

Specific experiences in the process of becoming a leader are described in subsequent sections. 

Service and responsibility emerged as a subcategory in the category of leadership. This 

was strongly apparent in the women’s professional lives. One woman shared, “I try to advocate 

and tell employees that we’re here to fight for our community, and we’re here to fight for our 

people, and that’s why we went into healthcare.” It was also important for the women to teach 

this to their children. The following statement integrates both service and teaching. One woman 

shared, 

“I try to volunteer as much as I can, I try to help different groups, different causes, 
whether it be protesting banks that support what was going on in Standing Rock, or 
whether it be my kids and I feeding the poor, and the homeless, or even just like just, 
when they hear me talking and helping employees. I feel like, I think that I can leave that 
impression in them, that’s something that’s gonna be with them for life.” 

The importance of learning, teaching, and education was present in all interviews. This included 

one’s children, family and friends, patients, community, and staff. From the standpoint of formal 

education, one woman said,  

“It was Eudora Wells that said, people cannot do what they do not know. So, if they do 
not know what is out there, they can’t embrace it. So, it’s our job to introduce them to 
opportunities in public health and medicine, nursing, when I say medical, I mean 
everything of course. I think we need to get them young, and, and then there’s an interest, 
and it’s just really great for their eyes to open and say, ‘wow! This is really awesome.’” 

Another woman shared, “Teaching my Native people about health and wellness is a great thing 

for me and keeping myself well as well.” A third woman shared,  
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“I try to do my best to not be hypocritical in things that I say, especially to my patients, 
like the eat right, exercise, help your grandparents, do good in school, be a good person, 
share, all these things, and it’s not like I’m preaching, what I see my job as a pediatrician 
is that, these small people are the next generation, and I want them to see more people 
like me and I want them to be encouraged and feel encouraged, cause sometimes they 
don’t get any lucky breaks.” 

Transitions and Becoming a Professional: “We’re Not Good if you’re Not Good” 

The majority of women discussed major life experiences related to education, the 

military, etc. These led to the two subcategories of and personal and professional transitions. 

These specific transitions toward leadership roles included going to college, joining the military, 

moving to a different location, returning home, growing as a professional, becoming a mother, 

and other transitions. Transitions also included overall life transitions, such as becoming a 

mother, caring for elderly parents, going through a divorce, etc. These life transitions did not 

occur in a vacuum, and thus influenced the women’s professional lives and experiences related 

to wellness. 

Highlighting this category, and the interplay between several categories, one woman 

shared:  

“… I went through a divorce and I had a hard time. I couldn’t think, I couldn’t focus, I 
was just so full of hurt and sadness. And one day I was talking to my boss and he was 
telling me, he was like, whatever you need to take care of yourself. If you need time off, 
take the time off. If you need to take a walk, if you’re having a hard time and you just 
need to go take a walk, go take a walk. If you want to speak to a counselor that’s 
provided by the hospital, you should do that. Because, he was like, I need you good. You 
know, we need you good. Because we’re not good if you’re not good. And so he was just 
like, whatever you need, we support you, and we’re here for you. And that made me feel 
really good, and I think that, that’s the definition of the importance of wellness. I can’t be 
a good leader or a good mother or a good advocate if I’m having difficulty.” 
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In this woman’s current professional life, she is in a position where she provides support for 

many others. This experience during a challenging life transition directly affected the way she 

approaches both leadership and wellness. 

Personal Attributes  

Personal attributes shared by the women included the subcategories of motivation, being 

mindful and self-reflective, being busy and balancing multiple demands, and overcoming 

adversity, challenges, and hardships. The women discussed motivation or being motivated. This 

could also be described as personal strength, self-discipline, or commitment. Motivations were 

often internal, such as multiple participants waking up at four or 4:30 a.m. to engage in physical 

activity, achieving their educational and professional accomplishments, and engaging in 

community service activities. The women described an internal drive, which supported their 

wellness activities and relationships with themselves and others. External motivations were also 

discussed, and were often described as one’s children, family, or community. Motivations were 

both personal and professional. As one woman explained about her grandparents, 

“… that’s kind of what led me to become a healthcare provider, because I had watched 
them suffer, as they got older…dealing with diabetes, and cancer, and stuff like that. I 
always thought, after my grandfather passed away that I wanted to be able to provide 
healthcare to grammas and grandpas and treat them the way that I wish my grandparents 
were treated…. I really enjoy the work that I do, for our people. And, in everything that I 
do, I always think of how I would make my grandparents proud. And I treat every patient, 
the way that I wish my grandparent had been treated. I’ve done a lot, I’ve moved my way 
up through the ladder.” 

This internal motivation supported her in choice of profession, professional practice, and the way 

she approached patient care. 

The women were intentional, self-reflective, and mindful with balancing their wellness 

along with other obligations. They also discussed being intentional with one’s thoughts and 
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actions, and framing things in a positive and forward-looking manner. One woman shared, “I 

always think back onto what makes me who I am and how am I gonna handle this? Another 

woman discussed the challenges of working during the COVID-19 pandemic and about framing 

these challenges, “So, that’s my wellness, is trying to keep all that in my life, not looking at how 

hard something is, but looking at what good we’re doing with it.” Here, positive framing and 

intentions guide the response to difficulties.  

Being busy was a category present in each interview and demonstrated the women’s 

work ethic as leaders and the balancing of multiple demands. This was demonstrated not only 

through the women’s words, but also through the interview process itself. From trying to 

schedule time for the interview within a demanding schedule, to creative approaches to the 

interview itself such as while one woman was driving to work, on break for another, and while 

fielding calls for a third woman, each of the women had demanding schedules and obligations. 

This was especially true as the women all work in healthcare during the COVID-19 pandemic. 

One woman shared,  

“I work a lot and sometimes I feel like I work too much, and that’s part of my other issues 
is I’m not doing what I’m supposed to do, but I work a lot. But I’m needed everywhere, 
there’s a lot of need for Nurse Practitioners in Gallup so it’s like, I try to participate, 
help out and everything.” 

Another said,  

“I’m a workaholic, I work intensely, and I admit that, and I have my whole life and I was 
raised that way, my parents taught me a great work ethic, and I continued that, and I still 
do it here, and I really realized through COVID quite frankly, I was getting very tired, 
very worn out, so I started applying some of what I’ve been teaching, I taught a lot of 
wellness in my career …” 

The women discussed an attribute of strength, overcoming personal challenges and 

acknowledged the adversity experiences by previous generations: mothers, grandmothers, and 
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other Diné women who had come before. The women not only drew strength from their own 

overcoming of challenges and hardships, but also acknowledged that of other women’s. 

Adversity, challenges, and hardships overlap with other categories throughout this domain, such 

as with transitions in the case of experiencing a divorce. Several women also discussed health 

issues and severe stress as challenges they were facing and overcoming. One woman shared, 

“That’s been hard for me because, being divorced, I’m alone. Before I would go home 
and I’d talk to my husband, and now, there’s no one there. I mean, I have my kids there 
but I’m not gonna, load all of my stress onto them, I’m supposed to be the mother. It’s 
hard, I did talk to doctor, and we made an appointment to see a therapist, but then 
COVID happened, and then all of that was canceled. So, now, when I feel stressed, I have 
to make it a point to talk to someone, someone that I know and someone that I trust.” 

She further discussed support from friends in helping with this aspect. In this way, social 

supports, in the area of relationships, mediated adversity, challenges, and hardships. 

Summary  

Data analysis of semi-structured interviews was conducted via a culturally informed and 

iterative process. Open coding was utilized, and four domains emerged. Domains 1 and 2, “A 

Concept of Balance” and “I take this all with me no matter where I am” correspond to research 

questions 1 and 2. Domains 3 and 4, ‘Things just became natural” and “Diné Asdzání were 

emergent. Categories were developed inductively. Coding audits, the Cultural Advisory 

Committee, and member checks support validity of analysis. 

Eight categories support Domain 1, or How Diné Women who live in a Navajo Nation 

Bordertown describe wellness: “A concept of balance,” which corresponds to research question 

1. These categories are Physical Wellness “A form of coping, and a way to relieve stress”, 

Mental and Emotional Wellness, “How you present your life,” Spiritual Wellness, “Being more 

of a whole person,” Relational Wellness, “My heart full and happy,” Natural World Wellness, 
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“Home,” Culture as Wellness, “We’ve known this for thousands of years,” Wellness for Diné 

Women, “We just practice differently,” and Wellness as a Process, “Something will always take 

precedence.” 

Three categories support Domain 2, or How Diné women who live in a Navajo Nation 

bordertown, which corresponds to research question 2. These are Living in Gallup, “We’re far 

from home” and “I’m very fortunate,” Intentional Wellness, “Very balancing to me,” and Factors 

Affecting Wellness, “We have to love them from a distance.” 

Three categories support Domain 3, Learning about Wellness, “Things just became 

natural,” which was an emergent domain. These are experiential learning, relationships, and role 

modeling. 

Three categories support Domain 4, Self-Reflective, “Diné Asdzání (Navajo Woman) the 

second emergent domain. These are Leadership, “Leadership is just something that’s come along 

the way,” Transitions and Becoming a Professional, “We’re not good if you’re not good,” and 

Personal Attributes. This emergent domain is central to the three proceeding domains, and 

emerged due to trust and relationality during the research process. Trust and the developing 

relationship between the women and researcher allowed for the revealing of what wellness 

requires for Diné women: leadership, constant transitions and growth, and critical personal 

attributes that demonstrate not only a commitment to themselves but also to their families, 

communities, and for healthcare providers, a commitment to their patients. In sum, the women’s 

determination, leadership, ability to navigate transitions, and self-reflection that allowed them to 

learn and understand, revealed that for these women, wellness also includes key personal 
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attributes. Understanding this provides context, and something beyond, creating a space from 

which to process and understand the experience of wellness for Diné women leaders. 

Overlap between categories and subcategories in differing domains was present and 

expected. 

Conclusion 

This chapter presented the results of the study staying close to the womens’ descriptions 

of wellness, how they maintained wellness while residing in a Navajo Nation bordertown and 

were guided by the theoretical underpinnings. “It [Wellness] lays a foundation of who you are” 

establishes the overarching theme for this study. The four domains, “A Concept of Balance,” “I 

take this all with me no matter where I am,” “Things just became natural,” and “Diné Asdzání (,” 

and supporting categories and subcategories establish wellness among these Diné women as a 

holistic, complex, dynamic, and living process. A culturally informed and aligned approach was 

presented. Figure 6 presents the overall taxonomy for this study. 
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Figure 6 

Taxonomy of Results 
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CHAPTER 5: DISCUSSION 

Conclusions 

The purpose of this qualitative descriptive study, grounded in and guided by relational 

accountability, was to explore Diné women’s descriptions of wellness and maintenance of 

wellness. This chapter consists of discussion of major findings, emergent findings, research 

questions, comparison to current literature, implications for theory, research, and practice, 

strengths and limitations of the study, recommendations for further research, and a summary. 

This study provides insight into the phenomena of wellness as described and maintained by Diné 

women (n=6) who reside in a Navajo Nation bordertown and provides a basic introduction and 

application of the concept of relational accountability (a component of Indigenous research 

methodology) in nursing research. While embodying relational accountability, this research 

approach has been conducted as an integrated scholarly and spirit-based approach as 

recommended by Indigenous scholars (Struthers, 2001; Wilson, 2008; Lucchesi, 2019). 

Key findings to be further discussed include wellness as a complex and dynamic process, 

both personal, interpersonal, and inclusive of the natural world, the concept of Hózhó as either 

complementary to, yet separate from, or synonymous to, wellness, the manner in which the 

women maintain their wellness in the unique context of a Navajo Nation bordertown, the 

multifaceted ways in which the women learned about wellness, and about the women themselves 

as leaders in their families, work settings, and communities. 

This study addresses the gaps in the literature discussed in Chapter 2, namely, the lack on 

extant literature focused on Diné women and wellness, and further, the absence of literature on 

this topic focused on the experiences of Diné women who reside in a Navajo Nation bordertown. 
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Results have congruencies with the themes found in the literature review but extend previous 

findings in the area of wellness among Indigenous women, specifically among Diné women and 

add both breadth and depth to this complex topic. Additionally, this study adds context to the 

area of wellness among Diné women by providing insight into how the women learned about 

wellness and centers personal attributes of the women themselves. Incidentally, all of the women 

participating in this study were employed in healthcare during the current COVID-19 pandemic, 

and their experiences illuminate the impact of COVID-19 on wellness. In sum, wellness for the 

Diné women in this study can be described as both balance and becoming, with the overarching 

theme of “It [wellness] lays a foundation of who you are.” 

Findings from the study fall under four major domains: a description of wellness, how 

wellness is maintained, learning about wellness, and about the women themselves as leaders and 

Diné Asdzání (Navajo Women). Many of the pertinent findings are interrelated, both within each 

category and between categories, and findings were focused on both individual and collective 

considerations, a focus previously noted in Indigenous perspectives on wellness (Kading, 

Gonzalez, Herman, Gonzalez, & Walls, 2019). Findings are also congruent with Indigenous 

perspectives on wellness as physical, mental and emotional, social (relationships), and including 

the individual, community members, and the living world (Hovey, Delormier, & Mccomber, 

2016; Brown, 2016; Kading, Gonzalez, Herman, Gonzalez, & Walls, 2019). Discussion and 

interpretation of the findings are guided by four theories: postcolonial feminism, Indigenous 

feminisms, resilience theory, and historical trauma theory. Interpretation is also guided by the 

two Cultural Advisory Committee members. 
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Specific cultural implications of study findings are acknowledged but largely remain 

undiscussed in this chapter. This is for several reasons, namely respect and time. First, as the 

researcher is non-Diné, cultural implications and findings must be addressed cautiously and 

respectfully under the guidance of the Cultural Advisory Committee. This, and the overall 

dissertation process itself, has been limited by time. It would take additional time, meetings, and 

labor on behalf of the committee beyond the original ask of three meetings. Cultural implications 

are present in the findings of the study and may be recognized throughout the analysis and 

discussion of the data. Indeed, the stories shared on maintaining wellness and learning about 

wellness are congruent with many Indigenous cultural teachings (Schwarz, 2008), and the 

women’s life experiences and journeys are also reflective of cultural teachings and knowledge 

related to womanhood (Denetdale, 2001). Both Diné and Indigenous cultural beliefs and values 

relevant to wellness are present throughout, and affirm the Indigenous tradition of women 

defining their own places in today’s society, as sources of leadership and cultural renewal, and 

leading resistance and restoration as processes that result in both individual and collective 

wellness (Denetdale, 2001).  

Emergent Findings 

Emergent findings in two key areas were unexpected and emerged during the course of 

the interviews. These emergent areas provide valuable data and context, and also serve to center 

the women themselves in this research study. Emergent findings are presented prior to findings 

related to the research questions. This is intentional and serves the following purposes: to center 

the women themselves, to provide valuable context in understanding the women’s descriptions 

of wellness and the way they maintain their wellness, to attempt to avoid fragmentation 



 
 
 

 
131 

(wellness from the women themselves), and to honor relationality. This could be considered an 

extension of relational accountability, in that learning about who the women are creates and 

deepens relationships; the formation of relationships has just as much value as the data gleaned 

during the interview process itself. This is especially pertinent as some of the women and the 

researcher had prior personal and/or professional relationships. Relationality was present even 

with the women with whom the researcher did not have a previous relationship with, in the 

context of shared relationships or affiliations. This was to be expected in a rural area and within 

the field of healthcare but was surprising in that all of the women and the researcher had multiple 

connections, or a weaving of personal and professional relationships. 

Additionally, the stories shared by many of the women about their experiences, and the 

experiences of mothers, grandmothers, and other Diné women, were experienced by the 

researcher as a gift and expression of trust. Some of the women shared deeply personal 

experiences, and although these support the findings of this study, they will not be discussed in 

this text. Narratives, or stories, are integral to holism in many Indigenous cultures (Loppie, 

2007), and so the women’s narratives, or the stories they chose to share about their experiences 

and themselves, are important in understanding the complexity of wellness.  

The Women 

The women who participated in this study all self-identified as leaders in any area of their 

choosing. All of the women were leaders professionally, but other areas of leadership were also 

prioritized, such as in the areas of within one’s family or with one’s spiritual life. The aspect of 

leadership in the women’s lives is important to note as discussed in Chapter 1, one’s role in the 

community impacts one’s wellness (Linklater, 2014). The women shared several important 
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characteristics, and there were core elements present in each of the interviews. The women 

presented their leadership activities with humility and discussed growing into leadership roles 

from a young age, such as adolescence to young adulthood. The women demonstrated the values 

of service and responsibility, managed competing demands, and demonstrated a commitment to 

teaching and education. Each of the women recognized herself as a role model in some area of 

her life. Each of the women included humor in the interview process; each interview contained 

laughter. 

The women, although sharing multiple characteristics, also had a diversity of experiences 

and wellness practices. Although all were Diné women, they experienced their cultural identities 

in multiple ways. This is an aspect of Indigeneity present in the literature, in that diversity of 

cultural and spiritual practices exist, and should be accommodated (Schill et al., 2019). And 

although not all of the women identified as being highly culturally connected, they shared values 

and connections which are culturally relevant, such as to land, relationality, spirituality, and 

family. Due to this, a cultural overlay is appropriate, and in sum, although the women had 

diverse experiences, they demonstrate cultural values in alignment with being strong Diné 

women leaders (Denetdale, 2001; Fowler, 2016). Attributes of being a strong Diné woman leader 

include motivation, relationships, discipline, and self-awareness (Fowler, 2016), and were 

present in this group of women. Compromise, as either or both balancing worldviews and 

balancing demanding and competing priorities was present in all interviews, and the women 

addressed this in varying ways. Interestingly, the aspect of balancing worldviews was 

experienced in two distinct ways, that of balancing one’s Diné worldview with a non-Diné 
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worldview, and alternately, that of integrating back after having geographical distance and life 

experiences away from the geographical region of either the Navajo Nation or Gallup, NM. 

The women described overcoming many personal and professional barriers, in non-

academic language and in community; we would describe them as strong. They were caring, 

with a focus on family, friends, coworkers, community, and patients in their respective 

healthcare settings. They were leaders, in their families, spiritual lives, professions, and in other 

areas. In many Indigenous cultures, women are knowledge keepers regarding wellness (Brown, 

2016); this presents in the current study as well. 

The women described leadership as developing naturally, or instinctively, presented 

holistic thought processes, and discussed the importance of relationships, or a relational 

approach, aspects of leadership represented by other Diné women leaders (Begay-Campbell, 

2010). Additionally, this self-reflexive aspect of the women’s values and experiences 

demonstrated congruence with other qualitative literature on Indigenous women leaders from 

matrilineal tribes and leadership, such as service, compromise or walking in different worlds, 

transitions or turning points, and self-identity (Barkdull, 2009). 

Humor and laughter were present in each of the interviews with the Diné women and 

their wellness reflections. Jokes were shared about context, work, personal issues, etc., and 

gentle teasing was present at times. Having laughter present in each interview, and throughout 

each interview, demonstrated the importance of this aspect for the women. Humor and laughter 

also helped to establish rapport and comfort, which may support a safe environment for the 

interview and help in supporting trust. After a joke about her workplace, one woman laughed and 

stated, “Don’t put this in there!” leading to more laughter between both her and the researcher. 
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Humor and laughter are well-documented aspects of Indigenous knowledge, supporting wellness 

and strength-based approaches; this has been noted by previous researchers (Linklater, 2014). 

Trust emerged as an important aspect of the study itself and relationship with the women. 

It was evident early in the study that the women were developing trust as evident by their 

willingness to share information that was outside of the structured interview questions. Several 

women voiced that they participated in the study because of encouragement from another woman 

who was a friend, even if that woman was not eligible to participate. Also, at times, the sharing 

of personal information by the researcher led to participants sharing more information, in one 

case this occurred after the completion of interview questions. Alternately, there were things not 

discussed during the interview that had been shared in other avenues by women with whom the 

researcher had pre-existing relationships with, such as in casual conversation. This focus on trust, 

not only in the research process but between researcher and the women, is an important 

component of this study, and has been established as a central aspect of the research process with 

other Indigenous women (Arnold, Aragon, Shephard, & Van Sell, 2011). This research supports 

the significance of trust and demonstrates how trust is not only important to the research process 

but also may create a space for enriched knowledge sharing with Indigenous women. 

From a critical theory standpoint, inclusive of post-colonial feminist theory and 

Indigenous feminisms, the women’s highly contextual knowledge, and inclusion of Indigenous 

Knowledge, is centered. Discussion of resistance (Racine, 2009) and freedom from Eurocentric 

concepts of health, tenets of post-colonial feminist theory (Deepak, 2011) were present in several 

interviews. Tenets of Indigenous feminisms were also present, in the disruption of western 

scholarly hierarchies (as in inherent cultural knowledge regarding holistic wellness), resistance, 
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emphasis on relationships and acknowledging concerns not only for other women and women’s 

wellness but for one’s people and community as a whole (Arvin, Tuck & Morrill, 2013). It 

includes centering, and insisting upon, the strength, agency, and survival of Indigenous women 

(Coburn, 2020); all of these aspects were present in this study. Resistance, resurgence, and 

resilience, tenets of the current state of the literature in Indigenous feminisms (Coburn, 2020), 

were also present. Resilience in this context also refers to the survival of Indigenous Knowledge 

(Coburn, 2020); we see this embodied in the current study through intergenerational transmission 

of teachings and knowledge. The findings from this study exemplify the lived experiences upon 

which critical theory elaborates; theoretical concepts are living, inherent, and present in 

Indigenous communities. However, it must be noted that, although Indigenous Feminisms were a 

theoretical foundation for the study, the women were not asked if they themselves identified as 

Indigenous feminisms, nor it is possible to ask after the fact, as this question was not presented 

for approval by the IRB. It is also important to note that not all Indigenous women identify as 

feminists, and that Indigenous feminism is conceptually separate from mainstream feminism 

(Green, 2007). 

Learning about Wellness 

Learning about wellness was an emergent domain in analysis of study data. This area is 

of interest and importance, because it identifies the way the women learned about this important 

topic. Learning about wellness was both experiential and interpersonal, and cultural and family 

teachings and personal experiences were found to influence the women’s own wellness beliefs 

and resultant practices. In this sample of women, role modeling of positive wellness practices 

and beliefs often led to adoption of these, and practices and beliefs seen or experienced as 
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negative led to experiential learning and adoption of positive wellness behaviors, which negated 

or balanced out the negative. The importance of role modeling in both learning and teaching 

wellness reflects upon Indigenous ways of learning and teaching (Cajete, 2016). 

Other aspects of wellness found in the study, such as intergenerational learning and 

wisdom (found both in the area of relational wellness, relationships in maintaining wellness, and 

learning about wellness) are well-represented in the literature (Lowe & Struthers, 2001; Ullrich, 

2019; Kading, Gonzalez, Herman, Gonzalez, & Walls, 2019; Kahn John et al., 2020). However, 

the current study adds to what is known by adding to breadth and depth, establishing knowledge 

in the area of wellness among this population of women, and extending the intergenerational and 

collective aspects of wellness. This aspect has often focused on learning from previous 

generations, or those who have come before us, including ancestors, elders, grandparents, and 

parents (Viscogliosi et al., 2020; Kahn John et al., 2021). The current study adds to this in that 

intergenerational transfer of knowledge and wisdom was also from the women to future 

generations in the areas of children, community, and emerging professional leaders. The majority 

of women would not be considered elders age-wise, but all were family, spiritual, community, or 

professional leaders, and it was a central theme for them to role model and pass on knowledge 

about wellness and wellness practices. Thus, the intergenerational transfer of cultural knowledge 

and wisdom is also a dynamic, living process. Cultural knowledge and wisdom are received, 

integrated into one’s life, then passed on to benefit others (Kahn John et al., 2021). 

Findings related to learning about wellness are valuable in several areas; understanding 

the context of wellness among the women participating in this study, in understanding the ways 

knowledge and teachings regarding wellness are gained or developed. The understanding of 



 
 
 

 
137 

context, and cultural knowledge transmission, a tribal priority (Kahn John et al., 2021), may 

inform both individual and community-based wellness endeavors. Both social and relational 

conditions relating to disparities in health or wellness should be addressed (Hovey, Delormier, & 

McComber, 2014), and the importance of relationships and relational wellness may be a 

strength-based focus from which to approach wellness interventions. By focusing on learning 

mechanisms, which are known to be valued and effective in a population, wellness programs or 

initiatives may be more effective. The highly relational aspect of learning suggests that there 

should be both individual and collective foci when developing wellness interventions.  

Discussion of Findings for Research Question 1: How Do Diné Women Who Live in a 

Navajo Nation Bordertown Describe Wellness? 

For the six Diné women who participated in the study, wellness in sum was perceived as 

a complex, multidimensional and constant process of growth and balance between the differing, 

and at times competing, components of wellness itself. Aspects, or components of wellness 

include physical wellness, mental and emotional wellness, spiritual wellness, relational wellness, 

natural world wellness, culture as wellness, wellness for (or specific to) Diné women and 

wellness as a process. The concept of Hózhó was also present as a concept separate from, or 

congruent to, wellness, depending on the women’s perspectives. 

A key finding from this study is wellness as innate, and a complex, dynamic, and 

interrelated process. Wellness was not static, nor something to be achieved and then left attained, 

but rather as an ongoing, even lifelong process. All four domains woven together formed 

wellness; the aspects of wellness itself (wellness defined), living well (ways of maintaining 

wellness), learning about wellness (experientially and from others), and the self (self-reflective 
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aspects of the women themselves as Diné Asdzání). Balance was an integral part of wellness, 

and part of the process of wellness was seen as balancing competing demands; the physical, 

mental and emotional, spiritual, relational, etc., to achieve balance, peace, and harmony. The 

concept of Hózhó emerged as an interchangeable concept consistent with wellness, or as a 

distinct, separate concept, depending on the women’s personal perceptions and beliefs. This 

finding reminds us that even culturally specific concepts have personal connotations and should 

not be homogenized. This specific finding on the concept of Hózhó is contrary to Kahn John and 

colleagues (2020), who asserted that attributes of Hózhó, a Diné wellness philosophy guides the 

Diné in attaining and sustaining health. Interestingly, although not all of the women named 

Hózhó when discussing wellness, shared attributes between the concept and a description of 

wellness presented. As two of the six women, who each had a different personal interpretation, 

but was not a specific topic of query, named Hózhó further research is required to explicate the 

concept of Hózhó and wellness for Diné women who reside in a Navajo Nation bordertown. 

The aspects of wellness that the women perceived have congruencies with existing 

literature, presented in the literature review in Chapter 2. The literature review findings were 

focused on wellness and Indigenous People overall, with a focus on Diné people, as there was a 

dearth of literature in the specific area of interest. The themes found in the literature review 

include the following: Hózhó and wellness, Diné populations, community-based participatory 

research, connection to land, wellness as collective, and tradition and culture as wellness. Thus, 

many themes were similar between the literature and current findings, such as wellness as 

collective rather than solely individual (Goodkind et al., 2015), a connection to land (Rountree & 

Smith, 2016; Hossain & Lamb, 2019), and culture as wellness (Kahn-John, 2010; Kahn-John, 
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2016; Fraser, Parent, & Dupéré, 2018; Kahn John et al., 2020). However, this study provides a 

unique perspective, an increased breadth of the aspects of wellness, and depth and detail to these 

aspects as well. For example, this study extends wellness as collective by demonstrating the 

relational aspect of wellness and positioning relationships as part of holistic wellness and a 

manner by which wellness is maintained. Findings also share commonalities with other research 

focused on the experiences of Diné women. For example, previous research with Diné mothers 

and daughters has found cultural strengths that supported one being a healthy and strong Diné 

woman (Richardson, 2020). Kahn John and colleagues (2021) also report wellness as collective 

through an elder woman in their study who explained that the embodiment of Diné cultural 

wisdom was achieved by, “waking up at dawn and praying for self and family…” p. 260. 

Physical, mental and emotional, and spiritual wellness are widely accepted aspects of 

wellness for Indigenous Peoples (Kading, Gonzalez, Herman, Gonzalez, & Walls, 2019; 

McKinney, Spencer, Walters & Figley, 2021)). This positions wellness as globally holistic. The 

literature review found wellness as collective (Goodkind et al., 2016; Gone, 2016; Oré, Teufel-

Shone, & Chico-Jarillo, 2016; Shea et al., 2019). Study results extend this concept by positioning 

wellness as relational, both individual and collective, with the term “relational wellness” coming 

from one of the women. This melds with the extant literature which positions wellness as a 

relational construct, and as involving family, place, and community (McCubbin, McCubbin, 

Zhang, Kehl, & Strom, 2013; Kading, Gonzalez, Herman, Gonzalez, & Walls, 2019; McKinney, 

Spencer, Walters & Figley, 2021). Wellness was also experienced in the context of time, or 

across the life course (Holt & Winchester, 2019; McKinley, Spencer, Walters, & Figley, 2020) 

which also had a connection to relationality. Simply speaking, wellness was perceived with both 
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a current and future-oriented outlook. This was exemplified in the relational wellness aspect of 

caring for the wellness of one’s family, patients, co-workers, and community, and concern for 

both wellness now, and wellness later. This connects with wellness as a process, as dynamic 

rather than static. 

Natural world wellness as present and described in this study corresponds to the literature 

review finding of connection to land impacting wellness (Kading, Gonzalez, Herman, Gonzalez, 

& Walls, 2019). This was found among multiple Indigenous Peoples (Roundtree & Smith, 2016; 

Hossain & Lamb, 2019; Lardon et al., 2015), but also with Diné participants (Goodkind et al., 

2015). In the literature, the connection to land was focused on rural settings, with no population 

representing a Navajo Nation bordertown or solely focused on the women’s experiences. In the 

current study, natural world wellness consisted of being in the natural world, or time spent 

outside or in nature, and homeland, being within, or away from, one’s homelands. The majority 

of the women also discussed land as an aspect of place and home. 

Tradition and culture as wellness as found in the literature review converged with culture 

as wellness in the study. As found in the literature, and discussed in Chapter 2, the evidence 

supporting culture as having a positive association with wellness is compelling (Wexler, 2014; 

McKinney, Spencer, Walters & Figley, 2021). This area is inclusive of Indigenous Knowledge 

Systems, discussed in Chapter 1, as wellness was discussed as being inherent to culture, 

inclusive of cultural knowledge, traditions and the Diné language, and being impacted by 

colonization. Regarding colonization specifically, one of the women discussed that previous to 

this, what we currently think of as wellness was integrated into lifeways, and so not a separate 

concept, but presently occurs as resilience and culture. 
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Resilience is also found to be a process both ongoing and dynamic for many Indigenous 

Peoples, present in life transitions, as was wellness, noted in key points in the women’s lives, and 

accessed through culture, as present for the majority of the women (Oré, Teufel-Shone, Chico-

Jarillo, 2016). Adaption, adjustment, and transformation (Kirmayer et al., 2011), aspect of 

resilience in theory, are all present in the women’s stories about their lives. Specific aspects of 

resilience theory, such as biopsychospiritual homeostasis and reintegration (Richardson, 2002), 

are present in all of the women’s experiences, especially in the setting of addressing the 

challenges faced by the COVID-19 pandemic. Challenges to biopsychospiritual homeostasis, a 

concept having similarities with wellness as a holistic, dynamic process, include other life events 

such as divorce, becoming a parent, and moving to Gallup. From a theoretical perspective, 

resilience in Indigenous communities is influenced by social supports and interpersonal 

relationships (Kirmeyer et al., 2011), as is wellness for these Diné women. Resilience has also 

been found to be collective in Indigenous communities, and intergenerational with a focus on 

interconnectedness (Ore, Teufel-Shone & Chico-Jarillo, 2016), similar to the aspect of relational 

wellness present in this study. There may be a bridge between wellness, resilience, and 

survivance, a concept that is purposeful in its vagueness, and addresses Indigenous vitality and 

presence in creative manners (Vizenor, 1999; Hartmann et al., 2019). Survivance challenges 

established social narratives regarding the experience of Indigeneity, centering the narratives of 

Indigenous People, such as the women participating in this study, and situates the overcoming of 

adversity on Indigenous terms. 

Historical trauma was explicitly named by one of the women and discussed by others. It 

was thus contextualized (Kirmeyer, Gone, & Moses), and seen as affecting community wellness, 
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generally and specifically in the Gallup community. From a theoretical standpoint, historical 

trauma can be experienced through multiple perspectives; clinical condition, life stressor, and 

critical discourse (Hartmann et al., 2019). It can be seen as all three; a cause of health disparity 

and human suffering in one’s community, a life stressor to be addressed by promoting wellness 

and resilience, or in a life course perspective, through transitions such as becoming and growing 

as a leader or relocating to Gallup, NM. Historical trauma was liked to current conditions 

experienced by Indigenous People in the Gallup, NM area as a clinical condition resulting in 

health inequities. The women discussed historical trauma as having an impact on wellness, and 

also discussed resilience. Although these were not specific foci of the study itself, historical 

trauma and resilience were terms and concepts presented by the women and relevant in the 

literature (Kirmayer, Gone, & Moses, 2016). 

Survivance, present in historical trauma theory as critical discourse (Hartmann et al., 

2019), may also be illuminated, in a positive manner highlighting strength-based approaches and 

the overcoming of challenges presented by historical trauma. Survivance was present in the 

women’s narratives, and overcoming adversity was a subtheme in the self-reflective domain 

about the women themselves, “Diné Asdzání (Navajo Women). Survivance was referenced as 

the women themselves, their mothers, grandmothers, and aunts, other Diné women, and Diné and 

Indigenous People as a whole and the collective challenges and adversities they have overcome. 

Findings from this study provide further clarification of the concept of survivance among 

Indigenous women and adds to current literature on this topic (Wieskamp, & Smith, 2020). 

Previous literature discusses a link between culture, itself modified through time and 

informed by historical factors, as contributing to resilience for Indigenous Peoples (Wexler, 
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2014; McKinney, Spencer, Walters, & Figley, 2021). Culture has also been found to be a 

protective mechanism during times of hardship (Wexler, 2014). For the women in this study, 

hardship was discussed as both historical (colonization) and current (effects of colonization and 

social determinants of health). 

Hózhó and wellness were present in the literature (Kahn John, 2010; Kahn-John, 2016; 

Kahn-John et al., 2020) and in the current study and emerged as a subcategory under culture as 

wellness. Hózhó is a specific cultural concept (Kahn John, 2010), and experienced individually 

by several of the women. The women named Hózhó both as its own concept, separate from 

wellness, to a concept, which was synonymous with wellness. This speaks to the complexity of 

culturally specific concepts; there may be multiple ways in which the concept is perceived and 

embodied. Further research is called for in examining this culturally specific concept to avoid 

homogenizing or standardizing the concept and to accurately explicate how Diné women 

embody Hózhó and other culturally specific concepts. The unique interpretations of the cultural 

concept of Hózhó between the women in this study may be the difference between those who 

live within the boundaries or the Navajo Nation versus those who reside in a border community. 

The differences may also be due to enculturation or closeness to Diné Indigenous Knowledge 

systems or may be due to other, unknown factors. Again, further research is called for. 

The women identified peace and harmony as areas of importance in wellness. Harmony 

was also used in relation to the concept of Hózhó and this accompaniment is supported in the 

literature (Kahn John, 2010; Kahn John et al., 2020). Positive life dimensions must be present in 

wellness (Kading, Gonzalez, Herman, Gonzalez, & Walls, 2019), as it differs from the concept 



 
 
 

 
144 

of health, as discussed in Chapter 1, and in the current study, peace and harmony emerged as 

aspects of positive life dimensions. 

Wellness was also perceived as a process, a balance that occurred over time and was 

ongoing. At times, certain components of wellness need take precedence, or the balance may be 

challenged, but wellness was also seen as assessing and adjusting to re-balance. In this, wellness, 

again, shares some striking commonalities with resilience, particularly with the concept of 

reintegration (Richardson, 2002).  

Discussion of Findings for Research Question 2: How Do Diné Women Who Live in a 

Navajo Nation Bordertown Maintain Wellness? 

Data specifically regarding the maintenance of wellness among Diné women was not 

discovered in the literature review, and the majority related literature focused on wellness overall 

and interventions improving wellness rather than exploring maintenance of wellness. However, 

maintenance of wellness, as an embodiment of the Diné cultural wisdom concept of Hózhó, has 

reportedly been achieved by Diné elders through a specific cultural pathway, the corn pollen 

path, in a study conducted by Kahn John et al (2020). Although there was a gap in the literature 

regarding this population of women, parallels can be drawn between the women maintaining 

their wellness and literature on wellness among Indigenous People overall. This would include 

findings pertinent to COVID-19 as a factor affecting the women’s wellness, which has been 

found to impact Indigenous communities disproportionately (Aulandez et al., 2021), and has 

strongly impacted healthcare professionals (Ness, Saylor, Di Fusco, & Evans, 2021), as all of the 

women are. Research has shown that healthcare workers face greater risk of life threatening 

COVID 19 infection that many work directly with the human suffering caused by the disease, 
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which can cause posttraumatic responses, and must work under demanding circumstances 

(Shigemura et al., 2021). The women in this study presented all these implications, with half of 

the women losing loved ones to the disease. Thus, the impact of the COVID 19 pandemic on the 

women’s wellness cannot be understated, especially for those providing direct healthcare 

services. The impact of the COVID 19 pandemic could even be seen as a challenge to 

biopsychospiritual homeostasis from a resilience theory standpoint (Richardson, 2002), with 

impact on long-term resilience yet to be seen. 

Interestingly, the specific context of living in a Navajo Nation bordertown was seen as 

having both distinct challenges (Estes, Yazzie, Denetdale & Correia, 2021) and benefits. Often, 

comparisons were made between living in Gallup and living in the Navajo Nation, and some 

comparisons were made between living in Gallup and other locales, such as Flagstaff, AZ and 

East Coast metropolitan areas. The experience of maintaining wellness in this particular Navajo 

Nation bordertown was mixed and experienced differently by different women. Benefits 

included increased access to healthy foods and accessing the natural world for wellness 

activities, and challenges included aspects such as the lived impact of health inequities and 

historical trauma, difficulty access foods from those growing the foods such as in a farmer’s 

market, and access to formal outlets for physical wellness activities, such as accessible trails and 

gyms with extended hours for healthcare workers. Other research has highlighted the importance 

of diet in maintaining wellness among Indigenous women (Brown, 2016); this finding is present 

in the current study. Adding to that, the women were also concerned with food availability and 

healthy diets for others, such as for family and in the greater community. 
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Relationships were important as an aspect of wellness (relational wellness) and in 

maintaining one’s wellness, a wellness-related area present in the literature (Hovey, Delormier & 

McComber, 2016; Viscogliosi et al., 2019; Ferguson, 2021). Relationships included with one’s 

family, friends, co-workers, and employees. Relational wellness and relationships were present 

throughout all four domains in the study results. This amplifies the importance of relationships in 

learning about wellness, defining wellness, maintaining one’s wellness, in leadership as a Diné 

woman, and in having the values of service and responsibility to one’s community, as these 

values are embodied through relationships. In the literature, evidence is presented that health-

promoting relationships between individuals, families, and community may serve to promote 

healing and provide a relational influence on well-being (Hovey, Delormier, & McComber, 

2016; Schill et al., 2019; Burnette et al., 2020; Kahn John et al., 2020). Here, relationships can 

serve to highlight role modeling and the overcoming of adversity to support wellness in others 

(Hovey, Delormier, & McComber, 2016). 

The women’s wellness practices addressed all areas of wellness and included activities 

specifically targeting physical, mental and emotional, spiritual, and relational wellness. 

Individual practices were varied and included gardening, cooking, reading, meditating, prayer, 

ceremony, yoga, fitness classes, running, time with family and friends, etc. 

The theme of reconnecting was strongly present in maintaining wellness. The women 

reconnected to sources of strength, such as spiritually through ceremony and prayer, socially 

with friends and loved ones, with themselves through mindfulness (example, meditation) and 

with the natural world.  
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Health issues such as illness or declined physical function were seen as impacting 

wellness negatively. It is important to note that the women described health as impacting 

wellness, not wellness impacting health. This finding may be of particular value in developing 

health-related interventions in Indigenous populations, a focus on improving wellness in a 

community may actually support health inequities and specific health indicators (Kanate et al., 

2015). 

Chapter 1 posits wellness as relational, and the literature review found wellness among 

Indigenous Peoples to be collective (Goodkind et al 2015; Kanate et al., 2015; Gone, 2016; Shea 

et al., 2019; Kahn John et al., 2020). Both of these are supported in the current study, which 

focuses on the interrelation between one’s own wellness, the wellness of others, and the natural 

world. Wellness, as per one woman, is connectedness. This is lived through connectedness with 

the self, others, the natural world, and one’s culture, beliefs, and spirituality. The women noted 

that one must be well to support wellness in others. Supporting wellness in others, in its various 

ways, could be in role modeling and teaching one’s children and family members, youth in 

professional practice and in community, one’s patients in the healthcare setting, fellow 

employees in healthcare settings, and those whom one works with in a supervisory position. 

Connectedness to culture and/or cultural continuity as supporting wellness were 

discussed by some of the women and are strongly supported in the literature (Auger, 2016; 

Snowshoe et al., 2017; King et al., 2019; Kahn John et al., 2020; McKinney, Spencer, Walters & 

Figley, 2021). In fact, the Navajo Wellness Model, intended to increase self-management, health 

literacy, cultural competency in health care and public health, has been developed to increase 

health-related knowledge as centered on Diné traditional teachings (Nelson, 2021). As posited in 
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Chapter 1, Indigenous cultures are health-protective and health-promotive; the Navajo Wellness 

Model encompasses resiliency, self-identity, self-care, protection of self, and self-respect 

(Nelson, 2021). Although time was a limitation in accessing materials related to the Navajo 

Wellness Model, and this study does not examine wellness through the Model, the women’s 

shared knowledge encompasses the topics present in the Navajo Wellness Model. This model 

bridges the western biomedical perspectives of health with the Diné worldview and culture, as do 

the women as Diné women working in healthcare. These realizations are a benefit of the current 

study, and further research in this area is needed. Development of culturally focused wellness 

models and the manners in which they are implemented in communities is an area in which 

further knowledge, centered and guided by Indigenous People, may support community 

wellness. Foundational cultural health teachings (Shirley, 2019), highlighted, mediated, and 

supported through the example of women leaders, may prove to be effective drivers of 

community and population wellness; culturally specific approaches have been shown to be 

effective in understanding health related issues for the Diné (Chief, Sabo, Clark, Henderson, 

Yazzie, Nahee, & Leischow, 2016). 

Social connectedness, through relational wellness, and in maintaining one’s wellness, 

was present in each interview. Cultural connectedness and social connectedness had a strong 

overlap, in that culture was often experienced through the social, in teachings, ceremony, and 

lived experiences including with family and others. These findings are supported in the literature 

(Kahn-John et al., 2021; McKinney, Spencer, Walters, & Figley, 2021). It is important to note 

that the women had heterogeneous cultural practices and beliefs, but common themes were 

present that align with an Indigenous worldview. 
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Data regarding wellness in the context of a Navajo Nation bordertown for this group of 

Diné women is a valuable addition to the literature. To this researcher’s knowledge, this specific 

topic has not been investigated using a qualitative descriptive approach in nursing research. 

There are several important takeaways specific to the context of living within a Navajo Nation 

bordertown. There were both benefits and challenges to wellness identified with residing in a 

Navajo Nation bordertown, half of the women resided in Gallup, New Mexico but commuted to 

the Navajo Nation for work, and although Gallup, New Mexico is located within the traditional 

homelands of the Diné people, as a Navajo Nation bordertown, it has a unique context. Gallup 

has been described as a place with an economy based upon the exploitation of Indigenous 

Peoples and takes advantages of limited alternatives within the Navajo Nation (Estes, Yazzie, 

Denetdale, & Correia, 2021). The impact of this in Indigenous People’s wellness results in health 

inequities and in several of the challenges to living in Gallup as noted by the women in this 

study. Additionally, the women shared unique attributes that they developed in order to maintain 

wellness overall and specifically in the setting of a Navajo Nation bordertown. These strength-

based, survivance, and resilience attributes are important to understand and may provide a 

foundation from which to support wellness development and maintenance from a more culturally 

aligned strength-based approach. 

Implications  

Implications for Theory 

The foundational theories in this study, concurrent use of post-colonial feminism and 

Indigenous feminisms is currently underutilized in nursing research in the U.S., as discussed in 

Chapter 1. This study brings forward a limited application of these theories in nursing research 
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and demonstrates the appropriateness and alignment of these theories in research with 

Indigenous women. An important aspect of both theories is the importance of context; context 

has been emphasized throughout this study. Indigenous feminisms, particularly, are highly 

contextualized (Green, 2017; Coburn, 2020), and tenets of this theoretical approach are present 

in the study’s findings, as previously discussed. Thus, implications of the use post-colonial 

feminism and Indigenous feminisms are demonstrated to be appropriate, respectful, and rich 

theoretical approaches for further research with Diné, and other Indigenous women. Of note, it is 

posited that Indigenous feminisms are necessary for decolonization (Risling Baldy, 2018), which 

is discussed in Chapter 1. While it cannot be said that this study is decolonizing in itself, perhaps 

the concurrent use of these theories, with the focus on decolonization as presented in Chapter 1, 

can further the lived application of these concepts in nursing research. 

The use of resilience theory and historical trauma theory in research with Indigenous 

Peoples are well established in the literature, as discussed in Chapter 2 (Oré, Teufel-Shone & 

Chico-Jarillo, 2016; Hartmann et al., 2019). This study elucidates one way in which these 

theories can be used simultaneously and in a complementary manner. Additionally, overlap or 

the relationship between resilience, wellness, and survivance emerged as a finding in this study. 

Further nursing and interprofessional research guided by resilience theory and historical trauma 

theory is needed to explicate health-related phenomenon specific to Indigenous Peoples. 

The use of four theories in this study added benefits and challenges to the research 

process. It must be noted that the results of this study are incomplete; the findings demonstrate a 

snapshot of the description of wellness for these Diné women. The use of multiple relevant 

theories is beneficial as it supports a broader and deep theoretical approach of a complex and 
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dynamic subject, supports the contextual knowledge and experiences shared by the women, 

highlights relationships and connections between the different theories, and provides a more 

holistic approach inclusive of both the scholarly and the sacred. Challenges related to the use of 

these four theories are learning points and are not necessarily negative findings. Challenges 

include time and cognitive space for the processing, integration, and application of the theories, 

the increased complexity of utilizing four theoretical approaches, and the realization that due to 

the time-bound process of dissertation and the complexity of four theories, utilization and 

interpretation would be limited. However, despite the challenges, the application of these four 

theories was overall a beneficial and illuminating process. Further use of post-colonial feminism 

and particularly Indigenous feminisms in nursing research conducted with Indigenous Peoples 

and/or other marginalized populations are recommended (Luebke et al., 2021). 

Implications for Research with Diné and Indigenous Women 

Recommendations for further research include investigating the overlap and relationship 

between wellness, resilience, and survivance, increasing the integration of relational 

accountability in nursing research, implementing an Indigenous methodology in both nursing 

research and in research regarding wellness in Indigenous populations, and continuing research 

in this area with groups of Diné women with differing demographics or in differing Navajo 

Nation bordertowns. Community-based participatory research, as a best practice when 

conducting research with Indigenous populations, is recommended for future research (Rasmus, 

2014; Goodkind et al., 2015; Verney et al., 2015; Fraser, Parent, & Dupéré, 2016). Relationality 

and relational wellness were central in this study, additional research between these topics and 

the Diné cultural concept of K’e is recommended. This concept is familiar to the researcher, but 
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investigation was limited by time and the need for cultural guidance. Recommendations for 

future research have originated throughout the research process from scholarly mentors and 

colleagues, and from the women themselves. A specific idea from one of the women was to 

follow up with a study on the same topic but looking at generational differences regarding 

wellness among Diné women. This demonstrates trust in the research process and towards the 

researcher, an engagement on the topic of interest, and a potential for the continuance of 

research. 

Additional implications for future research informed by this study include those specific 

to conducting research with Diné and Indigenous women, the role of trust in the relational 

research process and with the researcher, the use of relational accountability in nursing research 

with Indigenous People, the inclusion of a donation to a community organization in addition to 

incentive to the women who participated in the study, and a community focus on dissemination 

of findings. Regarding implications for research with Indigenous women, this study highlights 

the importance of context. While as a non-Diné researcher, and a resident of the Navajo Nation 

rather than Gallup, it is only after more than a decade of living in this area that the researcher 

feels any level of comfort approaching this research. Still, it is acknowledged that the researcher 

will never fully understand the Diné women’s context. Relationships have mediated any 

understanding that the researcher has developed in the area of interest. Once again, we find that 

this research is relational, an implication that may be used to ground and strengthen future work 

in this area. 

Trust and relationships emerged as strong components of the research process; indeed, 

these are necessary in forming personal connections and in following cultural protocol (Begay-
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Campbell, 2010). This included trust in the research process itself, exemplified through 

participation in the study itself and the sharing of knowledge and personal experiences, and trust 

towards the researcher. Trust was pre-existing with some of the women through pre-existing 

personal and professional relationships, as stated in Chapter 3, and built through the recruitment 

and interview process with others. Trust was also built through the sharing of the researcher’s 

own personal information and opened the door to further discussion and sharing of rich data 

following the interview process itself. Trust and relationships created the recruitment for this 

study, especially during the challenges to recruitment created by the current COVID-19 

pandemic (Chapter 3). Formal attempts at recruitment by the researcher were not fruitful. 

Women volunteered for the study due to having personal knowledge of the researcher’s doctoral 

progress and that the interview process had begun, in accordance with research guidelines, none 

of the women were asked to participate. These women and several other women known to the 

researcher, but whom were ineligible for the study, then reached out to women who were 

eligible. The trust and relationships between these pre-existing networks of Diné women allowed 

for study recruitment and completion. What can be gained from this experience is the centrality 

of both trust and relationships in the research process with these Diné women, and that 

recruitment can extend beyond snowball sampling to a relational recruitment process and 

maintain scientific integrity. Additionally, the challenges faced in this study are supported in the 

literature, in that other studies with Indigenous People have had to change recruitment strategies 

and criteria (Dickerson et al., 2021); flexibility is key. 

Relational accountability was not utilized as fully as the researcher envisioned. This was 

due to several reasons, including the timeline for dissertation study and completion, limitations 
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due to the COVID-19 pandemic, use of a single interview, and challenges related to 

conceptualizing and presenting relational accountability in academic language. Relational 

accountability, as an Indigenous concept and process, intentionally not strictly defined or 

delineated, local and contextual, emerges from an Indigenous worldview and encompasses the 

concept that people depend on and are related to all living and non-living things, and that 

researchers are responsible for the nurturing and maintenance of relationships with not only 

research partners but entire communities (Reo, 2019). Relational accountability is not firmly 

established in nursing research, although it is utilized and established in other fields, such as 

Indigenous Studies (Barlo et al., 2021) and Education (Kaner, Fletcher, & Makokis, 2011; Kohli 

& Pizzaro, 2016), including research focused on wellness (Reich et al., 2021). It may be 

challenging to grasp from a purely scholarly perspective, to translate across cultures, and may 

risk misinterpretation, omission, or rejection from academia. Also, as a relatively unexplored 

area of cultural/intercultural translation in nursing research, there remain gaps and potential for 

errors. However, despite these challenges, including that relational accountability is complex to 

define and enact (Reo, 2019), it is important to bring forward this relevant Indigenous concept 

into nursing research, as it challenges extractive research practices, and supports the premise that 

research conducted with Indigenous communities should be conducted in a manner respectful 

and ethically sound from an Indigenous perspective (Reo, 2019). Nursing can learn from this 

openness to Indigenous concepts which, when implemented, support the relevance and impact of 

research and ultimately the health and wellness of Indigenous Peoples. It is recommended that 

scholars, mentors, funding sources and academia expand openness to relational accountability 
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and other Indigenous concepts to allow Indigenous scholars time and space to navigate the inter- 

or transcultural translation process of this and other Indigenous concepts. 

For this study, relational accountability was integrated to a limited scope. 

Recommendations to increase relational accountability include multiple interviews, face-to-face 

interviews when possible, use of conversational interview methods allowing for a reciprocal 

exchange of learning between researcher and participants (Schill et al., 2019) and a longer 

duration of time for all aspects of the study. However, the full scope of relational accountability 

for this study remains to be seen, as it is anticipated that the relationships formed and 

strengthened during this research process will continue to grow and develop. This includes 

during the dissemination of results and in future scholarly and community-based work. 

It is customary when conducting research for the researcher to provide an incentive to 

participants as a form of respectful compensation for time and effort. In this study, an incentive 

was provided to the women, and a traditional gift of cedar was given upon completion of the 

interview via certified mail; cultural protocols including cultural gifts were approved by the 

Cultural Advisory Committee and is represented in the literature (Schill et al., 2019). Added to 

this, in the spirit of relational accountability and service to community, an anonymous donation 

to the community organization of the women’s choice was made by the researcher at the 

conclusion of the study. This addition to the incentive process aligned with the women’s 

dedication to service and responsibility to community. Six different community organizations 

received donations. Upon reflecting on this process, it is recommended that researchers consider 

a practical benefit (capacity building, relevant reciprocity) to community beyond the 

dissemination of research findings. 
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Implications for research include a focus on dissemination of findings with a community 

focus (Belone, Rae, Hirchak, Cohoe-Belone, Orosco, Shendo, & Wallerstein, 2020). 

Dissertations are a scholarly and academic endeavor, and results are often presented in academic 

spaces. However, the accountability of the researcher is to the community with a foundation of 

relational accountability, and results should be disseminated in spaces as recommended by 

research participants and with whom the research is conducted. When conducting research with 

Indigenous communities, dissemination of findings with community foci is recommended, and 

one of women specifically asked this of the researcher. 

This study is important and impactful as a contribution to nursing research and to Diné 

and Indigenous populations for several reasons. First, it highlights the relationality via the 

relational wellness and the centrality of relationships in the definition of wellness, maintaining 

wellness, and learning about wellness. In addition to this, as Diné Asdzání, personal attributes 

encompassed relationality through service and responsibility to others and a strong commitment 

to learning, teaching, education and role modeling. These aspects are reminiscent to aspects of 

natural helping as previously researched with Diné populations (Waller & Patterson, 2002). 

Previous literature found that natural helping among the Diné differed from that among 

Caucasian American populations in that relationality was also central. Relationality in the 

context of natural helping consisted of helping as core attribute of identity, both individual and 

communal, and included foci on commonality and reciprocity (Waller & Patterson, 2002). This 

manner of natural helping supported resiliency. Culturally, a central concept of being a Diné 

person is to fulfill responsibilities to one another as relations (Waller & Patterson, 2002). This 

inherent cultural level of support for one’s family, kin, community, and all creation melds with 
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the current study’s findings and highlights an area, which may be underexplored. Natural helpers 

support resilience in others (Waller & Patterson, 2002), and provide mutual assistance which 

supports k’e (kinship, relational ties) and assists in maintaining Hózhó and ultimately supports 

individual and collective wellness; the role of natural helper supports traditional social structures 

which were impacted by colonization (Waller & Patterson, 2002). The Diné women in this study 

share many attributes with natural helpers, and their commitment to these attributes as Diné 

woman leaders highlights not only their own wellness and resilience, but that of family and 

community as well. This finding can support an asset-based and decolonized approach to 

wellness initiatives with Diné populations and centers the role of the Diné women leaders who 

maintain leadership and personal attributes which align with the natural helper role. Due to the 

strengths these women have, as discussed above, the resources of the women’s leadership roles 

and expertise and personal attributes may be leveraged intentionally to enhance individual and 

community wellness. 

This study is but a small step in the direction of centering Indigenous nursing knowledge 

and bringing together Indigenous concepts into nursing research. Indigenous nurse scholars draw 

upon Indigenous knowledge to develop research approaches, and this knowledge provides 

relevance in how to integrate Indigenous knowledge systems, culture, and wellness in order to 

truly address and decrease the health disparities experienced by Indigenous People (Bearskin et 

al., 2019). Understanding, and supporting wellness from an Indigenous standpoint (learning, 

seeing and knowing) (Bearskin et al., 2019), as defined by the women themselves, is a step in 

that direction. 
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Implications for Nursing Practice and Policy 

Implications for nursing practice are based on two findings. First, as previously stated, for 

the women, health issues were seen as impacting wellness, and imbalance in wellness could be 

seen as contributing to health issues. This is an important differentiation, which may potentially 

lead to a focus on wellness in addressing health inequities or specific health indicators in 

Indigenous communities (McKinley, Spencer, Walters, & Figley, 2021). Secondly, wellness was 

described, maintained, and learned about in manners both individual and collective and 

relational. This understanding has implications for nursing interventions and public health 

initiatives and practice, in that emphasis on collective and relational wellness, such as that of the 

family and other social supports, may lead to increased individual and community wellness 

(McKinney, Spencer, Walters, & Figley, 2021). 

Particularly, the impact of COVID 19 also has culturally specific connotations for Diné 

women and community wellness. As discussed in Chapter 1, Indigenous People in the U.S. 

experience historical and extant health inequities. These inequities resulted in the Diné 

experiencing health disparities related to the COVID 19 pandemic (Clahchischiligi, 2020; 

Santilli, 2020). Diné women safeguard the wellness of their families and communities (Santilli, 

2020) as caretakers, leaders, and healthcare providers, and have taken leading roles in addressing 

family, community, and health-related needs during the pandemic (Clahchischiligi, 2020). Thus, 

supporting women’s wellness supports community and population health for Diné people. 

Beyond this, the women participating in this study all worked in healthcare during the COVID 

19 pandemic, increasing both their roles in community wellness but also the burden of maintain 

their own wellness during the challenges presented by the pandemic (Clahchischiligi, 2020). In a 



 
 
 

 
159 

society where Indigenous women, including Diné women, face high rates of violence and threats 

to personal safety (Skylar, 2021), the central role of women’s wellness, and successively, 

community wellness cannot be understated. Women’s roles as cultural knowledge keepers 

(Brown, 2016; Clahchischiligi, 2020; Santilli, 2020) supports community wellness, which in turn 

supports overall population wellness. Thus, understanding, protecting, supporting, and 

prioritizing the wellness of Indigenous women, such as the Diné women ultimately supports not 

only their own wellness, but that of Indigenous populations. 

The knowledge of culture and women’s central roles in wellness may ultimately be used 

not only in practice, but in policy. There is now a focus from governmental agencies such as the 

Centers for Disease Control (CDC) to address health disparities via strengthening connections to 

culture and traditional lifeways that support health and wellness (CDC, 2019). As matriarchs, 

Indigenous women maintain central roles in supporting and maintaining wellness in Indigenous 

communities (Brown, 2016; Clahchischiligi, 2020; Santilli, 2020). The attributes of wellness as 

expressed and modeled by Diné women in this study (and others focusing on Diné and other 

Indigenous women’s wellness) can be adopted or used to implement and support formal wellness 

initiatives and programs through larger health initiatives for Native communities. Cultural 

relational models of wellness based upon rationality, supported by relational accountability, and 

centering Diné and Indigenous women’s voices, as demonstrated in this study, may support 

culturally relevant and effective public health initiatives. This is not a new finding, as the role of 

Diné women leaders in public health has a historical precedent in the example of Annie Dodge 

Wauneka, who was trusted by her community and assisted in highly effective and educational 

public health initiatives which helped to decrease tuberculosis rates and increase health and 
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wellness in the Navajo Nation for over five decades (Niethammer, 2004). Wauneka utilized 

relationality, her role as a matriarch, her leadership abilities and K’e to impact positive changes 

in Diné population health, and provides an important precedent for Diné women leaders in 

healthcare (Adair, Deusche, & Barnett, 1988). Several of her personal and leadership attributes 

echo the personal attributes of the Diné women leaders who participated in this study. 

Beyond gaining understanding in the topic of interest (wellness), the research approach 

undertaken in this study provides implications for nursing practice. This includes taking the time 

and making the effort to understand the context in which we practice, including factors, such as 

historical trauma, that our patients may experience (Struthers & Lowe, 2003), and the lived 

experiences that may impact, both positively and/or negatively, their health and wellness. This 

research supports previous literature on the place of spirituality and ceremony in nursing 

research, and this can also apply to nursing practice, through the incorporation of spiritual energy 

into our nursing being, which can promote self-healing from pre-existing traumas or those 

encountered in practice (Bearskin, 2016). Nursing practice can also be approached relationally 

(Bearskin, 2016), by staying close to the science while acknowledging and growing relationships 

with patients, families, and the communities we serve, while valuing both knowledge systems, 

Indigenous and western. Wellness is inherent in Indigenous ways of being, and this knowledge 

can be used to support Indigenous nurses and the patients we serve (Bearskin, 2016). 

Transformation of the Researcher and the Research Experience 

In conducting research with focus on Indigenous concepts and methodologies, and with 

Indigenous peoples, the experience itself should be transformative (Chilisa, 2012). This includes 

personal and professional transformation, a deepening of established relationships, and the 
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growth of new relationships developed during the process. This transformative process occurred, 

for this doctoral student, within the setting of both community and the academic realm. For this 

student, the academic course was both traumatic and enlightening, as it is for many Indigenous 

students (Lucchesi, 2019). The Robert Wood Johnson Foundation Future of Nursing Scholars 

program graciously supported the researcher’s doctoral program and dissertation. The doctoral 

course and transformative process took the researcher and her family far from wellness at times, 

but ultimately created space and understanding for improved personal and familial wellness. The 

academic and research process led to deeper community engagement, personal and professional 

development, and, although many challenges presented, led to stronger personal relationships. 

Attempting to bring an Indigenous methodology forward for a dissertation study was an 

intention, and this was unable to be completely realized. Only key aspects, such as the relational, 

culturally informed and respectful approach and inclusion of relational accountability could be 

integrated and maintained. However, this experience led to knowledge being gained that will 

support the researcher’s future endeavors in this area.  

Strengths and Limitations 

Strengths of this study include the women themselves, in being the people they are and in 

sharing their knowledge and experiences regarding wellness, the guidance provided by the 

cultural advisory committee, validation of analysis via opt-in (volunteer) member checks, and the 

use of theory to provide a holistic approach and support interpretation of a complex and holistic 

concept. The women, although having demographic similarities, had many differences, and this 

may contribute to a well-rounded approach to the research, which demonstrates the experiences 

of women with differing perspectives and experiences. As multiple theories are relevant to this 
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complex and dynamic topic, use of a single theory would illuminate only a portion of the 

phenomenon. A strength of this study is the confluence of findings with other studies with 

Indigenous People and the limited studies conducted with Diné women related to wellness and 

other cultural concepts. The integration of relational accountability, although limited, is another 

strength of this study, as is the respectful, culturally aligned approach to research. However, 

although the Cultural Advisory Committee was a strength to this study, challenges were present 

in scheduling, and an increased number of meetings would have been a great benefit, as 

discussed in Chapter 3. 

Additionally, the findings of this study would have been strengthened with additional 

linkages to extant literature on Indigenous wellness philosophies, and practices. Increased depth, 

comparison, and contrasting of this literature to this study’s findings would have been beneficial. 

The researcher is aware of the literature, and that the linkages to extant literature in this 

discussion are limited. This is identified as an area for future work. 

Limitations of this study include the following: the researcher is non-Diné, the time-

bound nature of this doctoral program and particularly regarding analysis and discussion and the 

fact that one must approach a concrete and finite end to a potentially infinite project. 

Additionally, community-based participatory research was identified in the literature as a best 

practice when conducting research with Indigenous communities (Rasmus, 2014). Additionally,  

Conclusion 

Prior to discussing the scientific aspects of this study and resultant dissertation, a more 

integral focus must be acknowledged - the women who chose to participate in this research. The 

women shared wisdom about maintaining wellness while living in a Navajo Nation bordertown, 
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and about the resilience, strength, and ingenuity required to do so. These personal attributes, 

including those with internal and external foci, supported the women in maintaining their 

wellness in an environment that presented challenges to both their and others’ wellness. This 

study presents the sharing of knowledge previously unexplored in the literature, and which may 

support a strength-based approach in supporting wellness in this unique environment. 

The experience of both establishing and growing relationships with these Diné women 

was the highlight of the researcher’s doctoral experience. It was illuminating to learn of their 

own not only knowledge and experiences related to wellness, but also to be privileged to learn of 

their concerns and dedication to wellness among their families and community. Despite 

obstacles, life challenges, and transitions, these women present as strong role models for future 

generations of Diné women, and support wellness in themselves, their families, and 

communities. Bringing relationality full circle, as the mother of a Diné daughter, and knowing 

that the relationships established and strengthened through this dissertation are ongoing, it is an 

honor to know these women will be role models for her. To the researcher, this work and these 

relationships highlight the beauty and power of relationality in Indigenous communities and 

between Indigenous women. 

This study informs a gap in the literature in several areas, and results may inform theory, 

practice, and future research. This research was guided by relational accountability, and honors 

research as a ceremonial process. Findings were illuminated in four key areas; wellness as a 

complex, holistic, dynamic, and living process, the manners in which these Diné women 

maintained their wellness while living in a Navajo Nation bordertown, the ways in which these 

Diné women learned about wellness experientially and from others, and about key self-reflexive 
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findings about the women themselves. Key findings include the importance of relational 

wellness, role modeling in learning and teaching about wellness, the impact of COVID-19 

pandemic on wellness, the importance of context including who the women are themselves, and 

the integral aspect of relationality in this work. This study was highly contextual and relational, 

and it is relationality, which anchors the research itself and the ability of the researcher to 

complete this academic achievement. Relationality is present as central to the research process 

when conducting research with Indigenous People (Bearskin et al., 2016), and it is recommended 

that this be further developed and implemented. The use of post-colonial feminist theory, 

Indigenous feminisms, resilience theory, and post-colonial theory presented a complex but fitting 

approach to the research. Implications for theory, practice, and future research are presented. It is 

recommended that relational accountability be implemented in future nursing research with 

Indigenous Peoples and that the use of Indigenous feminisms as a theoretic foundation be further 

developed in nursing research. It is recommended that the relationships between wellness, 

resilience, and survivance be a focus of further nursing research. The findings from this study 

may inform future research, nursing practice, and policy. It is difficult to approach a finite end to 

a potentially infinite topic, and to do so in a manner appropriate for both a scholarly and 

ceremonial approach, but that time has arrived. It is hoped that this research, grounded both 

scientifically and with heart, has been conducted in a good way, and will be of benefit to the 

community. 
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APPENDIX A: 

INTERVIEW PROTOCOL AND GUIDE 
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1:1 Semi-structured Interviews  
 
Purpose: to engage Diné women in explicating their perception of wellness and how they 
maintain their wellness when living in a Navajo Nation bordertown.  
 
Research Questions 

1. How do Diné women who live in Navajo Nation bordertowns perceive wellness?  
2. How do Diné women who live in Navajo Nation bordertowns maintain wellness? 

Consent Procedures  
• UA Human Subjects Consent 
• Discuss what they are being asked to do, explain how the information is being obtained, 

why, confidentiality, who will have access to information, who and how to contact for 
questions or concerns, potentials risks and benefits, right to choose not to participate or end 
interview at any time, may decline certain questions, etc.) 

• Answer any questions participants may have 
• Obtain informed consent 
• Informed consent signature/documentation 
• Explanation of incentive to participant, if used 

 
Introduction to Study 

• Overview of the “why” 
o Relevance  
o Purpose  

• Goals for interview (time) 
• Intended use of information 

o Interview to provide data for dissertation  
• Overview of interview procedure 

o Inclusion/exclusion criteria 
§ Screening done prior to interview 

o Interview format 
o Zoom recording and note taking 
o Closing the interview (any final questions participant may have) 
o Provision of incentive, if any 
o Follow up (participant may review transcript, and expectation of meeting with all 

participants to review findings and themes and approve or not) 
 
Protocol: Introduction of Self 

• Personal Introduction 
o Name  
o Background (where I’m from, where I live, how long I have lived in NN, etc) 
o Family background (Mestiza, Lipan Apache, Indigenous Mexican on maternal side, 

German, Scots-Irish on father’s) 
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o This may be more personal than expected, but important is establishing 
relationship/relationality 

• Professional Introduction  
o Background as an RN for 11+ years 
o Majority of work in Native Health, all in rural health 
o Current doctoral student 

• Begin to establish rapport  
o Formal Participant Introduction 
o Participant background context not shared until after informed consent obtained.  

Demographic Interview 
• Introduction of participant 

o Name 
o Participant’s clans (if known) 
o Age  
o Gender and/or preferred pronouns  
o Tribal and ethnic affiliation 
o Religious preference, if applicable 
o Community of origin (Where did you grow up?) 
o Current community (Where do you live now?) 
o Tell me about your experience/roles as a Diné woman in leadership (Diné Asdzaan)?  

• Relationality and relational accountability discussed. Establishing/acknowledging 
relationships (pre-existing or emergent) 

 
Transition to semi-structured interview 

• Review of goals and procedure 
o Participant may ask questions 
o Interviewer may ask questions or rephrase in order to ensure clarity of understanding  
o Realistic time expectations for interview (ex. This type of interview may take 60-90 

minutes 
o Setting participant at ease 
o Relational accountability on part of the researcher 

§ Establishing/acknowledging relationships (such as if the participant is an elder) 
o Use of digital recording 
o Interviewer note-taking  
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From the perspective of a Dine’ woman, please answer the following questions:  
What does wellness mean to you? 
How did you learn about wellness? 
Why is wellness important to you? 
How do you maintain wellness?  
How do you maintain wellness while living in Gallup?  
Does living in Gallup influence your wellness activities?  
 
Probes on perception of wellness:  
Define wellness?  
What does wellness mean to you as a Diné woman?  
Who taught you about wellness? How did this occur? 
Is wellness different for Diné women as compared for non-Diné women? And if so, please 
explain.  
 
Probes on maintaining wellness:  

What does maintaining wellness mean to you as a Diné woman.? 
How did you maintain wellness when you lived on the Navajo reservation? 
How do you maintain wellness now in a Navajo border community? 
How often do you engage in wellness activities?  
Do you make sacrifices to maintain wellness, and if so, can you share an example? 
 
Conclusion 
Is there anything else you’d like me to know? 
Seek clarification of any responses, if needed. 
Any questions for the interviewer? 
Provision of incentive. 
 
Interviewer to explain, give timeline re analysis. 
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APPENDIX B: 

CONSENT FORM 
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APPENDIX C: 

DEMOGRAPHIC FORM 
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Demographic Form 
 
Name 
 
Phone number 
 
Mailing address 
 
Physical address 
 
Email  
 
Tribal and ethnic affiliation 
 
Participant’s clans (if known) 
 
Age  
 
Gender and/or preferred pronouns  
 
Religious preference, if applicable 
 
Community of origin (Where did you grow up?) 
 
Current community (Where do you live now?) 
 
Tell me about your experience/roles as a Diné woman in leadership (Diné Asdzaan)?  
 
 
Opt-In Member Check and Follow up 
 
Would you like to opt-in for a member check following analysis of the interview? This will be an 
additional 15-30 minute Zoom meeting. 
 
Would you like a summary of the study results sent to you? 
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APPENDIX D: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL FORM 
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APPENDIX E: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL FORM 

UPDATE 
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APPENDIX F: 

RECRUITMENT SCRIPT 
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Recruitment Script 
 
(phone or text) 
 
Good (Morning/Afternoon), my name is Cristina Stuefen and I’m a nurse and a doctoral 
candidate in Nursing at the University of Arizona. (Thank you for contacting me) or (your name 
was given to me by ______) regarding the research study I’m conducting for my dissertation. Is 
this an ok time to talk? (yes/no/schedule call if needed). 
 
The purpose of this study is focused on Diné (Navajo) women who live in Gallup, NM and how 
they describe wellness and maintain their wellness. It will be conducted using individual 
interviews which will take place via Zoom. Is this something you may be interested in? 
 
(if so, complete screening questions, answer questions, determine manner of consent, and 
schedule interview)  
 
(if not, thank them for their time and ask if they may know anyone else who may be interested in 
participating) 
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