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Abstract

Objectives—There are limited public health data on urban American Indian/Alaska Native 

(AI/AN) populations, particularly adolescents. The current study attempted to address gaps by 

providing descriptive information on experiences of urban AI/AN adolescents across northern, 

central, and southern California.

Design—We describe demographics and several behavioral health and cultural domains, 

including: alcohol and other drug (AOD) use, risky sexual behavior, mental and physical health, 

discrimination experiences, involvement in traditional practices, and cultural pride and belonging. 

We recruited 185 urban AI/AN adolescents across northern, central, and southern California from 

2014 to 2017 who completed a baseline survey as part of a randomized controlled intervention 

trial.

Results—Average age was 15.6 years; 51% female; 59% of adolescents that indicated AI/AN 

descent also endorsed another race or ethnicity. Rates of AOD use in this urban AI/AN sample 

were similar to rates for Monitoring the Future. About one-third of adolescents reported ever 

having sexual intercourse, with 15% reporting using alcohol or drugs before sex. Most reported 

good mental and physical health. Most urban AI/AN adolescents participated in traditional 

practices, such as attending Pow Wows and learning their tribal history. Adolescents also reported 

discrimination experiences, including being a victim of racial slurs and discrimination by law 

enforcement.

Conclusions—This study describes a select sample of California urban AI/AN adolescents 

across several behavioral health and cultural domains. Although these adolescents reported 

numerous discrimination experiences and other stressors, findings suggest that this sample of 

urban AI/AN teens may be particularly resilient with regard to behavioral health.

CONTACT Elizabeth D’Amico damico@rand.org, RAND Corporation, 1776 Main St., Santa Monica, CA 90407-2138, USA. 

Disclosure statement
No potential conflict of interest was reported by the authors.

HHS Public Access
Author manuscript
Ethn Health. Author manuscript; available in PMC 2020 September 23.

Published in final edited form as:
Ethn Health. ; : 1–18. doi:10.1080/13557858.2018.1562054.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Keywords

Native American adolescents; American Indian/Alaska Native adolescents; urban; alcohol and 
drug use; sexual behavior; culture; discrimination

Introduction

It is well known that the American Indian/Alaska Native (AI/AN) population suffered 

tremendously from European contact and colonization, resulting in chronic trauma and 

unresolved grief across numerous generations (Brave Heart and DeBruyn 1998). In their 

seminal paper, Brave Heart and DeBruyn (1998) describe the many factors that contributed 

to this historical trauma among AI/ANs, including the boarding school era and the numerous 

federal policies focused on assimilation and destruction of Indigenous culture. The 

considerable urban population of AI/AN is due in large part to one of these federal policies, 

the Indian Relocation Act of 1956, which encouraged AI/AN families residing on 

reservations to move to urban centers (James 1992). According to the 2010 U.S. Census, 

approximately 70% of AI/ANs now reside within an urban setting (Norris, Vines, and 

Hoeffel 2012). Deleterious effects of this legislation have lasted for generations, and have 

been postulated to contribute to significant health disparities reflected in high rates of 

homelessness, unemployment, poverty, poor mental health (Duran and Duran 1995; Jernigan 

et al. 2015), and alcohol and drug use (Dickerson, Fisher, et al. 2012; Whitbeck et al. 2004), 

in addition to disconnection from culture and community (DeNavas-Walt and Proctor 2014; 

Dickerson, Johnson, et al. 2012).

Despite the large numbers of AI/ANs in urban settings, there is limited descriptive research 

on this population, particularly adolescents (West et al. 2012). We define adolescents in this 

paper as those who are aged 12–18. Most work in this area has examined clinical samples of 

AI/AN youth from early adolescence to young adulthood (Dickerson and Johnson 2012) 

versus a general urban population, or focused on one particular issue, such as identity, health 

disparities, or participation in cultural activities. The current paper adds to the literature on 

the health and well-being of urban AI/AN adolescents by describing a population of 185 

urban adolescents, aged 14–18, living in northern, central, and southern California across a 

variety of behavioral health as well as social and cultural domains to better understand issues 

that may affect their overall health and well-being.

To date, several studies have focused on understanding cultural identity among urban AI/AN 

adolescents. For example, Kulis et al. (2013, 2011) conducted several cross-sectional studies 

examining ethnic identity with a sample of urban AI/AN adolescents in five middle schools 

(sample sizes range from 142 to 208). They found that urban AI/AN adolescents who were 

more connected to their AI/AN background also reported more involvement in traditional 

cultural practices (Kulis et al. 2013). They also found that following AI/AN traditional 

spiritual beliefs was associated with anti-drug attitudes, norms, and expectancies (Kulis et al. 

2011).

Stumblingbear-Riddle and Romans (2012) conducted a cross-sectional study with 213 urban 

AI/AN adolescents and found that stronger enculturation and more social support from 
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friends were both associated with higher resilience among these teens. Resilience is typically 

defined as being able to adapt positively in response to adversity (Waller and Okamoto 

2003), and has been shown to be associated with decreased alcohol or other drug (AOD) use 

(Hodder et al. 2017). One study of 945 urban AI/AN adolescents and AI/AN adolescents 

residing on reservations examined participation in cultural activities and its association with 

ethnic identity (Schweigman et al. 2011). The association between cultural activities and 

ethnic identity was only significant among urban adolescents and not among reservation 

adolescents, highlighting the importance of participation in cultural events for urban 

adolescents to help maintain a strong connection with their AI/AN heritage (Schweigman et 

al. 2011).

Recent work has shown, however, that urban AI/AN adolescents often have limited 

opportunities to connect with their culture (Dickerson et al. 2015). Specifically, focus group 

work with two large urban communities in California emphasized the complex and traumatic 

history of AI/ANs, and the numerous challenges AI/AN adolescents face with cultural 

identity in the urban landscape, including struggles with mixed racial-ethnic identity and 

exposure to discrimination (Brown, Dickerson, and D’Amico 2016). These recent data from 

California support findings from an earlier qualitative study in 2012 of 107 AI families in 

Chicago describing the mental health and positive development needs of urban AI youth 

under the age of 25 in this area (West et al. 2012). Participants reported dispersion of the AI 

population across Chicago, and noted that gentrification had forced the AI community to 

live across many areas. This contributed to both mixed heritage and decreased knowledge of 

language and participation in cultural traditions. The authors also noted the importance of 

protective factors, such as having a supportive community focused on the healthy 

development of youth (West et al. 2012).

In terms of health disparities, few studies specifically address outcomes for urban AI/AN 

adolescents. Castor et al. (2006) used US Census data from 1990 to 2000 to compare health 

disparities between the general population in several urban counties and AI/ANs served by 

34 federally funded urban Indian health organizations, which only included those over 18. 

They found disparities across socioeconomic, maternal and child health, and mortality. They 

also found that the AI/AN population was approximately twice as likely as the general 

population to be poor, unemployed, and to not have a college degree. They did not examine 

rates of AOD use.

Overall, research assessing differences in AOD use between urban AI/AN adolescents and 

urban adolescents from other races/ethnicities is scarce (Banks et al. 2017), and existing 

evidence is mixed. A 2008 study (Rutman et al. 2008) examining rates of AOD use from 

1997 to 2003 from the Youth Risk Behavior Survey (YRBS) found that AI/ANs in grades 9–

12 in urban areas were more likely to report lifetime marijuana (56.9%), cocaine (15.3%) 

and injection drug use (5.1%) compared with urban white adolescents (44.5% marijuana, 

9.1% cocaine, 1.9% injection drug use). However, more recently, Cunningham and 

colleagues (Cunningham, Solomon, and Muramoto 2016) examined data from the National 

Survey on Drug Use and Health (NSDUH) for ages 12–65 from 2009 to 2013 and found that 

AI/ANs had lower or comparable rates across all alcohol use measures. Of note, no 

comparisons were made by age categories (e.g. 12–18) within each race/ethnicity or by 
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geographical setting (e.g. reservation versus urban settings). Data from 2015 from the 

NSDUH on substance use prevalence (SAMHSA 2016) show that AI/AN adolescents aged 

12–17 report lower rates of lifetime use of illicit drugs (20.7%) compared to whites (24.4%), 

blacks (28.4%), and Hispanics (26.6%); lifetime rates of cigarette use for AI/ANs (14%) 

were similar to whites (15%), and slightly higher compared to blacks (10.2%) and Hispanics 

(11.4%); and lifetime alcohol use for AI/AN adolescents (24.9%) was similar to blacks 

(24.8%), and lower than whites (30.2%) and Hispanics (28.6%). This report did not have a 

breakdown of marijuana use by race/ethnic categories for 12–17, nor did it assess 

adolescents across different geographic settings (e.g. urban versus rural). Overall, these more 

recent data suggest that AI/AN adolescents are reporting AOD use at equivalent or lower 

levels than other racial-ethnic categories.

In terms of sexual behavior, data from the YRBS (CDC 2016) indicate that, overall, 41% of 

high school teens report having engaged in sexual intercourse in their lifetime. Typically, the 

YRBS compares statistics by white, black, and Hispanic race/ethnic categories, and includes 

AI/AN adolescents in the ‘other’ category. A 2014 study that analyzed data from the YRBS 

from 2007 and 2009 separated out students in the AI/AN category by examining teens who 

reported that they were non-Hispanic and selected AI/AN as their only race (N = 436) or 

who selected AI/AN plus another race or Hispanic ethnicity (N = 1128), for a total of 1564 

respondents (de Ravello et al. 2014). They found that AI/AN adolescents were less likely to 

report ever having had sexual intercourse in their lifetime (48.9%) than black (65.9%) 

adolescents. Rates of reported lifetime sexual intercourse among AI/AN adolescents were 

similar to Hispanic teens (50.3%), and more AI/AN adolescents reported having sex in their 

lifetime than white teens (42.8%). The percentage of currently sexually active AI/AN 

adolescents (32.8%) was similar to whites (32.4%) and Hispanics (36%) and lower than 

black adolescents (46.8); and rates of using a condom during last sexual intercourse did not 

differ by race-ethnicity (AI/AN: 57.3%, white: 61.6%, black: 63.8%, Hispanic: 58.1%).

Overall, these existing descriptive studies provide an important foundation by highlighting 

some of the issues that AI/AN adolescents may face. However, these studies typically focus 

on only one domain, such as substance use, sexual behavior, or cultural identity, many have 

small AI/AN samples, and most do not assess AI/AN adolescents that live in urban areas. 

The current study attempts to address some of these gaps by providing descriptive data on a 

population of 185 urban AI/AN adolescents living in northern, central, and southern 

California across a variety of behavioral health and cultural domains.

This work is an important first step in providing a more comprehensive understanding of the 

issues that California urban AI/AN adolescents may face. We utilize quantitative data, and 

focus on several behavioral health and cultural domains, including AOD use, risky sexual 

behavior, mental and physical health, discrimination experiences, involvement in traditional 

practices, and cultural pride and belonging. Given previous work with the AI/AN 

population, we expected that this sample of urban AI/AN adolescents would report high 

rates of AOD use and risky sexual behavior, poor mental and physical health, high rates of 

discrimination experiences, and low rates of involvement in traditional practices and cultural 

pride. This work provides a snapshot of the challenges and resiliency of this vulnerable 

population, which can help inform future prevention and intervention efforts.
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Materials and methods

Procedure

We recruited AI/AN adolescents in northern, central, and southern California in urban areas 

from 2014 to 2017 as part of an intervention trial testing MICUNAY (Motivational 

Interviewing and Culture for Urban Native American Youth), a new substance use 

prevention program integrating motivational interviewing with AI/AN traditional practices 

(Dickerson et al. 2015). Data are from the baseline survey, for which adolescents were paid 

$25. All procedures were approved by the institution’s internal review board and by the 

communities with whom we collaborated on the project. We maintained a community 

advisory board and a teen advisory board over the course of the study, and we worked 

closely with several AI/AN community organizations in each city to determine the best ways 

to engage the community in our project and help us recruit AI/AN families and adolescents. 

For example, we created recruitment flyers using background images relevant to that 

community (e.g. in one community, we used a picture of a known landmark that community 

members recognized in a park where culturally-related events were often held), and we 

worked with leaders to provide events in each community tailored to the needs of that 

particular community (Jernigan, D’Amico, and Keawe‘aimoku Kaholokula 2018). We held 

community information events, attended Pow Wows and other community events, posted 

information on AI/AN email lists and on Facebook, and hired AI/AN recruiters in each 

community to discuss the project with AI/AN families. Interested parents and adolescents 

could call our toll-free project number or provide contact information to one of our recruiters 

at these events and be called by our staff. To be eligible for the project, adolescents had to be 

14–18 years old (inclusive), and either verbally self-identify as AI/AN or be identified as 

AI/AN by a parent/guardian or community elder. Eligible adolescents were scheduled to 

complete a baseline survey at a time and place that was convenient to them. Our 

collaborator, Sacred Path Indigenous Wellness Center (SPIWC), our community advisory 

board, and the AI/AN organizations all worked closely with our team to ensure that our 

recruitment and engagement with these communities were conducted in a culturally-

appropriate manner. Our Community-Based Participatory Research approach (CBPR) is 

reflective of an approach routinely used in National Institutes of Health (NIH)-funded 

studies of new health interventions (e.g. Dickerson et al. 2018; Minkler and Wallerstein 

2011).

Measures

Race/Ethnicity

Adolescents either verbally self-identified as AI/AN or were identified as AI/AN by a 

parent/guardian or community elder to be part of the project. In a subsequent self-report 

survey using categories established by NIH, participants checked ‘all that apply’ for the 

following categories: AI/AN, Hispanic, Asian, Native Hawaiian or Pacific Islander, black or 

African American, white, and other.
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AOD use

We assessed substance use with the well-established Monitoring the Future items (Miech et 

al. 2016). Adolescents reported lifetime, past year, and past 3-month use for a variety of 

substances, including cigarettes, e-cigarettes, alcohol, marijuana, inhalants, over-the-counter 

drugs and prescription drugs to get high, and stimulants. We report the percentage of 

adolescents who indicated any substance use at each time point.

Consequences of alcohol and marijuana use

Adolescents reported the consequences they had experienced from use in past three months. 

Consequences were based on the Diagnostic and Statistical Manual (DSM) criteria with 

seven items for alcohol (e.g. missed school or work) and 5 for marijuana (e.g. had difficulty 

concentrating) (D’Amico et al. 2016). Both scales have been used extensively with 

adolescents and were reliable with teens in this study (α = .75 for marijuana and α = .94 for 

alcohol).

Sexual behavior

items were taken from the YRBS (CDC 2014). Adolescents first reported whether they ever 

had sexual intercourse. Those that reported that they had sexual intercourse were asked to 

report: 1) age at first intercourse (from 11 or younger to 17 or older), 2) number of partners 

in their lifetime (from 1 to 6 or more), 3) whether they used AOD before the last time they 

had sex (yes/no), 4) and whether they used a condom the last time that they had sex (yes/no).

Family and peer items come from published research on adolescents (D’Amico et al. 2008). 

Items assessed whether an older sibling, or the adult most important to the adolescent, had 

ever used AOD. Three items assessed how often they spend time around teens who drink, 

use marijuana, or smoke cigarettes (1 = never to 4 = often).

Discrimination was measured using the short form of the Microaggressions Distress Scale 

(Walters 2009). Items asked about verbal, behavioral, and environmental encounters in the 

past year that implicitly or explicitly diminish racial heritage, identity, or culture (e.g. asked 

if participant is a ‘real Indian’). Response options were ‘yes,’‘I’m not sure, but I think so,’ 

and ‘no.’

Mental health status (e.g. felt downhearted and blue; been very nervous; α = .74) was 

measured with the well-validated Mental Health Inventory-5 (Stewart et al. 1992). 

Adolescents were asked to report on their mental health status in the last month using a 6-

point Likert scale from 1 (‘all of the time’)to6(‘none of the time’). Relevant items are 

reversed so that a higher total score (transformed to range from 0 to 100) indicates better 

mental health. We used a cut point of 60 (Kelly et al. 2008), with a score of 60 or higher 

considered to be ‘good’ mental health for adolescents (Meredith et al. 2018).

General health status was measured with an item assessing perceptions of general health on 

a 5-point scale (1 = poor to 5 = excellent) from the Short Form Health Survey (SF-12) 

(Ware, Kosinski, and Keller 1996).
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Traditional practices

Adolescents reported lifetime participation in more than 20 different traditional practices 

(e.g. going to Pow Wows, prayer, playing Native hand or stick games). Items were based 

upon extensive research conducted with AI/AN adolescents, parents, and community 

partners (Kaufman et al. 2014).

Cultural pride and belonging

We assessed adolescents’ sense of AI/AN cultural pride and sense of belonging with the 

Multigroup Ethnic Identity Measure (MEIM), which has twelve items (α = .94). 

Respondents are asked the degree to which they agree with statements such as, ‘I have a 

clear sense of my ethnic background and what it means to me’ on a scale from 1 = ‘strongly 

disagree’ to 5 = ‘strongly agree’ (Phinney and Ong 2007; Ponterotto et al. 2003). Given that 

our focus group work (Brown, Dickerson, and D’Amico 2016) indicated that many 

adolescents were of mixed ethnicity and our focus was on AI/AN identity, we modified 

items to focus on AI/AN heritage (e.g. ‘I have clear sense of my AI/AN identity and what it 

means to me’).

Cultural characteristics

Cultural characteristics were assessed with questions taken from various measures that have 

been utilized extensively with AI/ANs (Gossage et al. 2003; Moran et al. 1999). Adolescents 

were asked whether their family used their tribal language (does not speak, a few words, 

carries entire conversation), their tribal language proficiency (from 1 — does not speak to 4 

— speaks very well), whether they lived on a reservation in the last 12 months (yes/no), 

whether they or a parent or grandparent ever attended an Indian boarding school (yes/no/

don’t know), whether spirituality influenced different behaviors (yes/no) (e.g. diet, physical 

activity), whether they personally followed the tribal way of life (from 1 — not at all to 4 — 

a lot), whether it was important to keep their tribal identity, values, and practices (from 1 — 

not at all to 4 — a lot), and how different they felt their tribal culture was from ‘mainstream 

culture’ (no differences, small differences, big differences).

Results

Of the 185 adolescents who completed the baseline survey, 51% were female, and the 

average age was 15.6 years (Table 1). Approximately half of the sample reported living with 

two parents (45%). Among adolescents who knew their parents’ education, 80% reported 

that their mother had graduated high school, and 73% reported that their father had 

graduated high school. Fifty-nine percent of adolescents that self-identified on the survey as 

AI/AN also endorsed another race or ethnicity. Almost half of the sample (45%) marked that 

they were of Hispanic origin, and roughly one-fifth (17%) self-identified as white. Although 

adolescents had to self-identify verbally or be identified as AI/AN by a family member or 

elder as AI/AN to participate in the project, 35 adolescents (19%) did not mark AI/AN on 

the survey. Over 60 tribes were represented; however, to protect the confidentiality of 

participants and tribes, we do not report individual tribe information (Norton and Manson 

1996).
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For substance use, marijuana was the most frequently reported drug across all time periods 

followed by alcohol and e-cigarette use (Table 2). About 1 in 4 teens reported heavy 

drinking (e.g. drinking 5 or more drinks in one sitting) in the past year, and about 1 in 8 

adolescents reported heavy drinking in the past three months. Very few adolescents reported 

lifetime use of prescription drugs (n = 17) or stimulants (n = 11). Half of the adolescents that 

reported alcohol or marijuana use also reported experiencing two or more consequences in 

the past three months from this use.

After adjusting for age distribution, rates of AOD use in our urban AI/AN adolescent sample 

are similar to adolescent AOD use rates in Monitoring the Future (Miech et al. 2016) for 

most substances, except for marijuana, which is higher in our sample. However, age adjusted 

rates of use for all substances, including marijuana, are similar to a recent study with a 

racially/ethnically diverse sample of 1573 adolescents (51% Hispanic, 27% black) seen from 

2013–2015 for general appointments at four different primary care clinics in Los Angeles 

and Pittsburgh (D’Amico et al. 2016).

Approximately one-third of the sample (n = 62) reported that they had ever had sexual 

intercourse (Table 3). Most of these adolescents reported that they had intercourse for the 

first time at the age of 14 or 15 (54%), and only had one sexual partner (44%) in their 

lifetime and in the past three months (51%). Almost half reported that they did not use a 

condom the last time they had sex (44%). Few reported using AOD before the last time they 

had sex (15%). Data from the YRBS (CDC 2016) are similar for condom use, with 43% of 

high school teens reporting that they did not use a condom the last time they had sex. More 

high school teens on the YRBS reported having engaged in sexual intercourse in their 

lifetime (41%) and using AOD before the last time they had sex (21%) than teens in our 

sample.

Teens in our study also reported alcohol, marijuana, and commercialized tobacco use for the 

‘most important adult’ in their life (Table 4). Cigarette use was highest at 25%, followed by 

marijuana (13%). Only a small percentage of adolescents (5%) reported that the most 

important adult in their life drank 4 or more days a week. Among participants who had older 

siblings, use was highest for alcohol (36%) followed by marijuana (28%) and cigarettes 

(15%). Regarding peer influence, almost half of the sample (48%) reported that they were 

often or sometimes around peers that used marijuana (versus never or hardly ever), about 

one-third said that they were very often or sometimes around peers that drank (32%), and 

one in five said they were very often or sometimes around friends that smoked cigarettes 

(20%).

For discrimination experiences, we report the percentage of adolescents that indicated ‘yes’ 

or ‘I’m not sure, but I think so.’ Overall, many urban AI/AN adolescents in our sample 

reported discrimination experiences, with many teens reporting that they were asked if they 

were a ‘real Indian’ (62%), told they were ‘lucky to be American Indian/Native’ by a non-

Native (62%), or asked to prove authenticity by a non-Native (41%). Almost 1 in 3 

adolescents reported being a victim of racial slurs (29%), and 16% reported discrimination 

by law enforcement.
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Most adolescents reported good mental and physical health. Specifically, 57% of the sample 

reported very good or excellent physical health, and more than two-thirds of the sample 

indicated good mental health (69%).

For the cultural characteristics (Table 5), almost two-thirds of adolescents reported that they 

did not speak their tribal language (63%), but one-third said that they used certain tribal 

words and phrases. More than half (55%) of the sample said that they followed the tribal 

way of life. Some adolescents reported that spirituality, religion, or beliefs influenced 

different aspects of their lives, such as diet (17%), physical activity (18%), or use of alcohol 

(12%). Few adolescents lived on a reservation in the past year (7%). Almost 1 in 5 reported 

that their grandparent attended an Indian boarding school (18%), and 8% said that their 

parents attended an Indian boarding school. Few adolescents had attended an Indian 

boarding school themselves (3%). Most adolescents indicated that their tribal culture was 

different from mainstream culture, with 40% saying it differed in big ways and 43% 

reporting small differences.

For cultural pride and belonging (Table 6), responses varied by the different items in the 

MEIM measure. About two-thirds of adolescents (68%) indicated that they felt good about 

their cultural background, that they were happy that they were a member of the AI/AN tribal 

group that they belonged to (64%), or had a lot of pride in their AI/AN identity (60%). 

About one-third reported that they spent time trying to find out more about their identity 

(36%) or that they thought a lot about how their life would be affected by their AI/AN 

identity (39%).

Finally, the majority of our urban sample reported participation in traditional practices (see 

Figure 1). The most frequently reported traditional practices were attending Pow Wows 

(86%), learning tribal history (81%), eating Native foods (75%), and engaging in prayer 

(75%). More than half of the adolescents also reported beading or quilting, hunting or 

fishing, participating in traditional singing, drumming, or dancing, and playing Native 

games. It’s also notable that at least 1 in 3 adolescents reported participating in traditional 

practices that might be more difficult to access given the urban setting, such as learning their 

tribal language (41%), seeing a traditional healer (39%), and participating in a sweat lodge 

ceremony (30%).

Discussion

This paper adds to the literature on urban AI/AN adolescents by describing a population that 

is typically left out of research and experiences social marginalization and discrimination. 

We provide descriptive data on urban AI/AN adolescents living in northern, central, and 

southern California across several domains, including AOD use, sexual behavior, mental and 

physical health, discrimination experiences, participation in traditional practices, and 

cultural pride and belonging.

Overall, the 185 adolescents in this study were from diverse racial and ethnic backgrounds 

and represented over 60 tribes. Contrary to our expectations, AOD use in this sample was 

similar to use rates seen in national surveys (Miech et al. 2016), although marijuana use was 
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slightly higher in this California sample. This is also contrary to research indicating that 

AI/AN adolescents use substances at much higher rates than other races/ethnicities (Rutman 

et al. 2008), but is similar to the 2015 NSDUH data that found that AI/AN adolescents aged 

12–17 reported lower rates of lifetime use of illicit drugs and alcohol, and similar lifetime 

rates of cigarettes use compared to whites (SAMHSA 2016). Also contrary to our 

expectations, rates of risky sexual behavior were comparable to national data. For example, 

44% of our sample reported that they did not use a condom the last time that they had sex, 

and 43% of teens from the YRBS reported that they did not use a condom the last time they 

had sex (CDC 2016).

One reason that we may have found lower AOD use may be related to recent trends showing 

decreased AOD use across the U.S. for all adolescent populations (Johnston et al. 2018). 

Another reason that we may have found lower AOD use, in addition to lower risky sexual 

behavior, among our select sample of urban AI/AN adolescents compared with other urban 

AI/AN adolescents is because our recruitment captured teens with greater than average 

cultural knowledge and participation in traditional practices, which is known to be protective 

(Schweigman et al. 2011). Specifically, our measures of cultural belonging and pride 

emphasize that many teens in our sample felt good about their cultural background and took 

pride in their AI/AN identity. This may be due, in part, to our recruitment approach. For 

example, by hiring AI/AN recruiters from the community who knew the AI/AN community 

well, recruiting at community events, such as Pow Wows, and working with AI/AN 

organizations to recruit teens, our sample may have had a stronger cultural connection to 

their community than other population based urban AI/AN adolescent samples. The close 

connection with their AI/AN culture and community may have contributed to this urban 

sample being more resilient, and perhaps supported them in making healthier choices. 

Furthermore, rates of parental high school graduation were slightly higher in our sample 

compared to Census data from 2000 (Castor et al. 2006), which may also have been 

protective. Larger, nationally representative epidemiological studies focused on urban 

AI/AN adolescent risk behaviors are needed to better understand trends over time for this 

population. Furthermore, longitudinal work is also needed to determine how increased 

involvement in traditional practices and cultural pride may relate to engagement in these risk 

behaviors.

For family and peer influences, more adolescents reported being around friends that used 

marijuana compared to alcohol and cigarettes, which may be due, in part, to the changing 

legal landscape of this drug across the United States, and recent efforts to legalize 

recreational marijuana in California (D’Amico et al. 2017). During our previous focus 

groups conducted with these communities to understand the challenges that teens face, there 

was much discussion around norms for AOD use in the AI/AN community (Brown, 

Dickerson, and D’Amico 2016), and the importance of addressing these norms in prevention 

programing (Dickerson et al. 2015). Because peers are often linked with subsequent AOD 

use, this is an important area for prevention and intervention programs targeting urban 

AI/AN adolescents.

Compared to other work in this area, this study also offers a broad look at the types of 

traditional practices that urban AI/AN adolescents participated in over their lifetime. 
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Participation rates were high, particularly for traditional practices that are easier to access, 

such as Pow Wows. Even for many ceremonies that may be more specific to certain tribes 

(e.g. the Sun Dance Ceremony), 1 in 10 of the adolescents indicated that they had 

participated in such activities, and 1 in 3 indicated that they had been to a sweat lodge 

ceremony. Given that many urban AI/AN teens may not feel connected to their heritage 

(Brown, Dickerson, and D’Amico 2016), findings are encouraging and suggest that this 

sample of California urban AI/AN adolescents was able to access cultural resources in their 

communities, which may have contributed to greater resilience. This is important, as other 

work in this area has shown that involvement in traditional practices is protective for 

behavioral health (Schweigman et al. 2011). Opportunities for engaging in traditional 

practices can be challenging within the urban setting (Brown, Dickerson, and D’Amico 

2016); however, providing these opportunities for urban AI/AN teens may help to prevent 

risk behaviors within this population.

All adolescents in the study verbally self-identified as AI/AN or were identified as AI/AN 

by a family member or elder; however, 35 adolescents did not self-identify as AI/AN on the 

survey. Self-identification as AI/AN is an important construct that may help improve 

understanding of the role that race/ethnicity may play on various health outcomes for urban 

AI/AN adolescents. This survey self-identification corroborates focus group research 

conducted with urban AI/AN adolescents, who discussed the difficulties in identifying one’s 

race/ethnicity, particularly if teens were of mixed race/ethnicity (Brown, Dickerson, and 

D’Amico 2016). It is also consistent with other work from the longitudinal ADD Health data 

set examining how adolescents label their race/ethnicity (Nishina et al. 2010). These 

investigators found that over time, AI/AN adolescents had the highest rate of switching their 

ethnic identity, with almost half of these adolescents who reported white/Native American 

consolidating and just reporting white. In addition, many AI/ANs are of mixed race. For 

example, in the current study, many AI/AN adolescents marked other races/ethnicities, with 

45% reporting being of Hispanic descent in addition to reporting AI/AN descent. This is 

likely due to the sample being from California, where 39% of the state reports being of 

Hispanic descent (US Census Bureau 2017). It is important to note that research has shown 

the difficulty that people have in identifying themselves into ethnic and racial categories 

(Gonzalez-Barrera and Lopez 2015; Zaslavsky, Ayanian, and Zaborski 2012), as identity is 

often fluid (Liebler et al. 2017; Quintana 2007), particularly during the developmental 

period of adolescence (Nishina et al. 2010). Finally, one must also consider the tribal 

specific identities that teens noted on their surveys. Research with this AI/AN urban 

population found that tribal specific identities were seen as compatible and interconnected 

with pan-tribal identity (Brown, Dickerson, and D’Amico 2016). In sum, research is needed 

to better understand the association between racial/ethnic identity and health and cultural 

outcomes among urban AI/AN adolescents. Future research must continue to consider the 

disadvantaged status of AI/ANs and the multiple categories of racial identification.

Many urban AI/AN adolescents in our sample reported discrimination experiences. More 

adolescents reported experiencing subtle forms of discrimination (e.g. told of spiritual 

connection to AI/AN by non-Native); however, almost 1 in 3 said that they were a victim of 

racial slurs, and 1 in 6 teens reported that they were discriminated against by law 

enforcement. Thus, urban AI/AN adolescents in California continue to struggle with 
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discrimination in their day to day lives. This fits with focus group data from these 

communities where participants discussed both overt and more subtle forms of 

discrimination, as well as occasional conflict between the AI/AN belief system or cultural 

practices and behaviors or beliefs expressed in schools or other institutions (Brown, 

Dickerson, and D’Amico 2016). For example, teens said that they were often misidentified 

because of the low percentage of Native Americans in the population, so they might only be 

seen as Black or Hispanic rather than Native American. They also discussed that it was often 

difficult negotiating their own feelings surrounding having mixed heritage and how to 

identify with their mixed racial/ethnic heritage (Brown, Dickerson, and D’Amico 2016). 

Despite their high level of exposure to discrimination, the urban AI/AN adolescents in our 

study may be benefitting from their close connections with their AI/AN community, which 

could contribute to resilience. Further research on the impact of perceived discrimination on 

risky health behaviors among urban AI/ANs is warranted.

Overall, these urban AI/AN adolescents reported good physical and mental health, which 

contrasts with other health disparity research in this area (Castor et al. 2006); however, 

existing disparities work has not focused on teens, but rather on the adult AI/AN population. 

Research on self-rated health among teens is scant, and indicates that chronic health 

conditions generally do not contribute to adolescents’ assessments of self-rated health, 

which are more affected by momentary fluctuations in mood or aches and pains (sore throat, 

headache, etc.) (Boardman 2006). The lower stability of adolescent self-rated health over 

time is likely related to the fact that serious, chronic health conditions generally do not 

emerge until adulthood.

As noted earlier, there are limitations to the study. One of the main limitations is 

generalizability of findings as this was a select sample of urban AI/AN adolescents in 

California. In addition, we recruited at community based events, such as Pow Wows, and 

these adolescents volunteered to be part of this research project and may have therefore had 

more connection to their AI/AN communities than other AI/AN adolescents residing in 

these urban areas. Thus, our findings may not generalize to all urban AI/AN adolescent 

populations in the U.S. Finally, this was a self-report survey addressing a variety of risk 

behaviors, such as AOD use. However, the limitations of self-report are often exaggerated 

(Chan 2008), and recent work with young adults 18–21 has shown that self-reported alcohol 

use is corroborated by a biochemical measure, transdermal alcohol assessment (Simons et al. 

2015).

Despite limitations, this study adds to the scant literature in this area by describing a sample 

of urban AI/AN adolescents in California across several behavioral health and cultural 

domains. This work provides important insight into the experiences of urban AI/AN teens, 

which can increase understanding of how to better allocate resources so that these 

adolescents go on to lead healthy, productive lives.
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Implications and contribution

This paper focused on describing urban AI/AN adolescents’ experiences. There are 

limited public health data on urban AI/AN adolescent populations, and findings suggest 

that although these teens experience numerous discrimination experiences and a variety 

of other stressors, the adolescents in this California sample may be particularly resilient. 

Thus, despite dealing with adverse experiences, these teens showed relatively healthy 

outcomes. This may be due, in part, to their high levels of participation in traditional 

activities, indicating that they have access to numerous cultural and traditional resources 

within their communities, which may help them connect to their heritage. It is critical to 

conduct epidemiological work with this population to better understand the needs of 

urban AI/AN adolescents across different geographic regions by measuring a variety of 

constructs. This information will help parents, providers, and communities determine the 

best ways to engage with and provide services for this underserved population.
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Figure 1. 
Percent of youth reporting ever participating in traditional practices.
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Table 1.

MICUNAY sample demographics (N = 185).

N Percent

Age

 14 years old 51 28

 15 years old 38 21

 16 years old 44 24

 17 years old 31 17

 18 years old 19 10

Sex

 Male 90 49

 Female 95 51

Race/Ethnicity
a

 Hispanic/Latino(a) 83 45

 AI/AN 150 81

 Asian/Asian American/Pacific Islander 8 4

 Black/African American 21 11

 White/Caucasian 32 17

 Other 8 4

High school degree

 Mother 120 80

 Father 94 73

a
Note that all youth had to verbally self-identify as AI/AN or be identified as AI/AN by a parent/guardian or community elder to be part of the 

project. They then completed a survey asking them to label their race/ethnicity. These numbers and percentages reflect what youth reported on the 
survey and can overlap if they identified more than one race/ethnicity. Thirty-five youth did not check AI/AN on the survey, although they self-
identified verbally or were identified verbally by a parent/guardian or community elder as Native American to be in the study.
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Table 2.

Alcohol and other drug use (N = 185).

Lifetime N (%) Past year N (%) Past 3 months N (%)

Cigarettes 35 (19%) 27 (15%) 19 (10%)

E-cigarettes 48 (26%) 29 (16%) 18 (10%)

Alcohol 71 (39%) 63 (35%) 43 (23%)

Heavy drinking – 43 (23%) 24 (13%)

Marijuana 78 (43%) 66 (36%) 52 (28%)

Inhalants 18 (10%) 10 (5%) 2 (1%)

Over-the-counter drugs 22 (12%) 16 (9%) 8 (4%)

Prescription drugs 17 (9%) 14 (8%) 6 (3%)

Stimulants 11 (6%) 9 (5%) 6 (3%)

Other drugs 18 (10%) 14 (8%) 10 (5%)

Consequences
a

 Alcohol: Experienced 2 or more consequences – – 21 (49%)

 Marijuana: Experienced 2 or more consequences – – 25 (48%)

a
Rates for experiencing alcohol and marijuana consequences are among those who consumed alcohol or marijuana, respectively, in the past three 

months.
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Table 3.

Sexual behavior among youth reporting ever having had intercourse (N = 62).

N Percent

Age when had sex for 1st time

 11 or younger 2 3

 12 5 8

 13 6 10

 14 12 20

 15 21 34

 16 12 20

 17 or older 3 5

Number of sexual partners (lifetime)

 1 27 44

 2 8 13

 3 10 16

 4 6 10

 5 2 3

 6 or more 8 13

Number of sexual partners (past 3 months)

 None in past 3 months 22 36

 1 31 51

 2 5 8

 3 2 3

 4 0 0

 5 0 0

 6 or more 1 2

Used alcohol or drugs before last time had sex 9 15

Did not use condom last time had sex 27 44

Note: Of N = 185 participants, 62 (34%) responded yes to the question, ‘Have you EVER had sexual intercourse?’ N = 119 participants (64%) 
reported no history of sexual intercourse, and 4 (2%) did not respond to the question.
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Table 4.

Family and peer substance use, discrimination experiences, and physical and mental health (N = 185).

N Percent

Family use

 Most important adult ever smokes cigarettes 45 25

 Most important adult drinks 4 or more days/week 9 5

 Most important adult ever smokes marijuana 24 13

 Older sibling: Cigarettes
a 21 15

 Older sibling: Alcohol
a 49 36

 Older sibling: Marijuana
a 39 28

Peer influence
b

 Time spent around peers who smoke cigarettes 36 20

 Time spent around peers who drink 58 32

 Time spent around peers who use marijuana 89 48

Experienced discrimination in past year
c

 Discrimination by law enforcement 30 16

 Victim of racial slurs 52 29

 Trailed or followed 17 9

 Mistaken for race other than Native 100 55

 Past-life slur by non-Native 66 36

 Told of spiritual connection to AI/AN from non-Native 73 40

 Told ‘lucky to be AI/AN’ by non-Native 112 62

 Asked if ‘real Indian’ by non-Native 113 62

 Asked to prove authenticity by non-Native 74 41

 Physically attacked 11 6

Self-reported health

 Excellent 38 21

 Very good 67 36

 Good 63 34

 Fair 16 9

 Poor 0 0

Good mental health (60+ score on MHI-5) 127 69

a
Rates for substance use by older siblings are among participants with older siblings.

b
‘Sometimes’ or ‘often’ (vs. ‘never’ or ‘hardly ever’)

c
‘Percent includes: ‘Yes’ or ‘I’m not sure but I think so.’
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Table 5.

Cultural characteristics (N = 185).

N Percent

Family use of tribal language

 Does not speak 113 63

 A few words or phrases 59 33

 Carries entire conversations 8 4

Tribal language proficiency

 Does not speak 129 71

 Speaks a little, but not very well 46 25

 Speaks moderately well 5 3

 Speaks very well 1 1

Lived on a reservation past 12 months 13 7

Ever attended Indian boarding school 6 3

Any parents ever attend an Indian boarding school

 Yes 15 8

 No 137 75

 Don’t know 30 16

Any grandparents go to boarding or residential school

 Yes 33 18

 No 69 38

 Don’t know 78 43

Spirituality, religion, or beliefs have influence on …
a

 Diet or food 31 17

 Drinking alcohol 22 12

 Use of recreational drugs 17 9

 Smoking 16 9

 Physical activity 34 18

 None of the above 114 62

Personally follow tribal way of life

 Not at all 82 45

 A little 54 30

 Somewhat 38 21

 A lot 7 4

Important to keep your tribal identity, values, and practices

 Not at all 28 16

 A little 46 26

 Somewhat 41 23

 A lot 65 36

How different is youth’s tribal culture from mainstream

 No differences 30 17

 Only small differences 74 43
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N Percent

 Big differences 70 40

a
Respondents were instructed to mark all that apply and categories are not mutually exclusive except for ‘none of the above.’
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Table 6.

Cultural pride and belonging (MEIM)
a
 (N = 185).

N Percent

I have spent time trying to find out more about my AI/AN identity 65 36

I am active in groups that include mostly members of my AI/AN group 50 28

I have a clear sense of my AI/AN identity and what it means for me 62 35

I think a lot about how my life will be affected by my AI/AN identity 69 39

I am happy that I am a member of the AI/AN tribal group I belong to 113 64

I have a strong sense of belonging to my AI/AN tribal group 73 41

I understand pretty well what my AI/AN identity means to me 76 42

In order to learn more about my AI/AN identity, I have often talked to other people 74 41

I have a lot of pride in my AI/AN identity 107 60

I participate in cultural practices of my own AI/AN tribal group 64 36

I feel a strong attachment towards my AI/AN tribal group 73 41

I feel good about my cultural background 121 68

a
Response of ‘agree’ or ‘strongly agree’ (versus ‘strongly disagree,’ ‘disagree,’ or ‘in the middle’).
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