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ABSTRACT 

Title of Dissertation: Understanding American Muslim Youth of Arab and South Asian 

Ancestries: An Exploratory Study on the Factors Related to Risk Behaviors among Child 

Immigrants and Children of Immigrants  

 

Fatima Y. Mirza, Doctor of Philosophy, 2014 

 

Dissertation Directed By: Dr. Diane DePanfilis, Professor, School of Social Work 

 

Literature about the relationship between health risk behavior and identity among South 

Asian and Arab Muslim American adolescents is limited. Past studies suggest that 

cultures of origin, social support, and high religiosity may serve as protective factors 

while trauma, poor mental health, and social stigma may encourage engagement in health 

risk behaviors. The primary aim of this dissertation was to describe risk behaviors among 

Muslim American youth of Arab and South Asian ancestry and to explore the degree to 

which risk behaviors were related to demographics, personal history factors, identity, 

social support, trauma, religiosity, and/or spirituality. Fifty-seven 12 to 17 year old 

youths recruited from Muslim communities on the East Coast completed an in-person, 

computer assisted survey that explored life experiences, identity, social support, mental 

health, religiosity, spirituality, and behavior. The majority of participants were masjid-

affiliated (mosques). Respondents reported low engagement in health risk behaviors. The 

number of trauma experiences was positively related to self-reports of risk behaviors, 

while pride in American identity and racial/ethnic identity were related to fewer self-

reports of risk behaviors. No other variables were significantly associated with risk 

behaviors. None of the youth reported clinical levels of depression, anxiety, or trauma 

symptoms. When all findings were examined together, they indicated that young people 

who were more isolated, had experienced more stressors and had parents who immigrated 



   

 

 

with less social support were more likely to engage in health risk behaviors. Social 

Workers are uniquely equipped to identify, assess, and respond to factors related to youth 

engagement in risk behaviors. Results may support using Problem Behavior Theory, 

specifically the Protection-Risk Model, to conceptualize risk behavior among Muslim 

American youth. For example, findings confirmed a relationship between both high 

support protection and low vulnerability risk with low self-reported risk behaviors. 

However, findings of this dissertation study are limited due to its small, convenience 

sample. Future studies should continue to explore factors related to health risk behaviors 

among Muslim American youth. In particular, studies should recruit youth unaffiliated 

with mosques, Muslims of other ethnicities, and Muslims who have been in the United 

States for multiple generations. 
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CHAPTER 1: INTRODUCTION 

Adolescence is a time of growth encompassing changes in values, beliefs, 

attachments, involvements, behaviors, experiences (Jessor & Jessor, 1977), and the 

development of abstract thinking, which facilitates more complex thought. As a result, 

adolescents are able to fashion a cohesive identity and sense of self that is an 

amalgamation of many factors – including their connection with various group identities 

(Newman & Newman, 2001). 

This is also a time of experimentation with a variety of behaviors that are 

potentially problematic, even dangerous. Risk behaviors, or those behaviors that put 

youth at risk for negative life outcomes, are loosely defined (Jessor, 1998). Jessor 

identifies “problem behaviors” as those that have legal and social sanctions, result in 

inadequate social role performance, are evidence of psychopathology, or compromise 

one’s health. In addition, he identifies several factors as being critical in engagement in 

risk behaviors1 (see Theory section). However, there is no consensus about which risk 

behaviors are the most salient to study. 

Muslims in the United States (U.S.) are a visible and growing multi-ethnic 

minority group (e.g., Pew Research Center, 2007; see Chapter 2 for detailed discussion). 

Their numbers will continue to rise dramatically due to their traditionally high fertility 

rate, low mean age, and continued migration to the United States; the composition of the 

Muslim American population will also continue to evolve as more indigenously born 

Muslims begin their own families. Little research has been conducted on the challenges 

                                                 
1 This dissertation uses “risk behaviors” or “health risk behaviors” instead of Jessor’s term “problem 

behaviors” as “health risk behaviors” is a more commonly used term in the literature. 
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of “growing up Muslim” in the U.S. Therefore, insufficient information is available to 

draw reliable conclusions about the degree to which Muslim youth engage in risk 

behaviors common to their age group. It is also unclear how the complex 

interrelationships between their religious, ethnic, and American identities, along with 

specific demographic factors (e.g., gender, age), impact their behaviors. Current 

sociopolitical factors and the stresses child immigrants, children of immigrants, or their 

parents experience may increase their vulnerability to engage in risk behaviors. 

Meanwhile traditional values, ethnic and religious community involvement, and 

spirituality may be protective factors. Throughout this discussion, however, it is 

important to remember that all behavior is contextual. As such, some behaviors Muslim 

Americans consider problematic could be commonplace in the broader American context 

resulting in a need to carefully conceptualize “risk behavior” for youth. In order to 

contribute to our knowledge about those behaviors in this group: 

The primary aim of this dissertation was to describe risk behaviors among 

Muslim youth of Arab and South Asian ancestry who were child 

immigrants or children of immigrants, and to explore the degree to which 

risk behaviors were related to demographics, personal history factors, 

identity, social support, trauma, religiosity, and/or spirituality. 

 

The specific aims of the dissertation were: 

 

1) To identify common risk behaviors among Muslim youth 

 

2) To construct a composite “risk construct” for further analysis, and 
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3) To examine relationships between the risk construct and: 

 

i) Demographic factors 

ii) History factors 

iii) Perceived Social Support & Identity 

iv) Religiosity 

v) Spirituality
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Statement of the Problem 

 Little is known about the approximately 5-7 million Muslims living in the U.S. 

due to limited literature. In order to contextualize the lives of Muslim youth, Chapter 2 

details descriptive literature about Muslims in the U.S. Literature indicated that this is an 

incredibly ethnically diverse group (Bukhari, Nyang, Ahmad, & Esposito, 2004; Gallup, 

2009; Pew Research Center, 2007) profoundly shaped by its religious identity (Gallup; 

Pew Research Center), sometimes above and beyond their ethnic identity (Amer & 

Hovey, 2007; Awad, 2010; Bradby, 2007; Bradby & Williams, 2006). Literature also 

indicated that Muslims living as minority communities differ substantially from Muslims 

in Muslim majority countries (Norris & Ingelhart, 2012). 

The experience of immigration profoundly impacts the family system and may 

sometimes include traumatic experiences (Chapter 2). Theories used in this dissertation 

(Chapter 3) identified both family and societal influences on individual behavior, and that 

one’s personal identity narratives include cognitive representations of his/her connection 

to various social structures. Therefore, it is not surprising that the vast majority of the 

literature available about Muslim youth in Anglophone countries focused on their identity 

formation. This dissertation study assumed that the behavior of Muslim American youth 

is rooted in their personal identity narratives. Therefore, the following section 

summarizes literature about identity among Muslim youth in Anglophone countries. 

Muslim Youth in the United States 

As Muslim youth navigate the intersections of their multiple communities of 

identity (American, Ethnic, and Muslim) and their attendant value systems, they find 
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themselves at a crossroads. There have been no clear answers to the questions about how 

to bring together these various identities (e.g., Tinker & Smart, 2012) and manage the 

stigma directed at their Muslim identity (O’Brien, 2011). Having few models of how to 

bring together one’s various identities could be quite liberating as it allows each young 

person to be creative in their identity development. However, it can also be quite 

confusing especially when one considers the generational and ideological divides around 

this question. The social and cultural landscape in the U.S. is evolving quickly.  

Currently, there is increased visibility of Muslim politicians, actors, athletes, comedians 

and musicians2; shari’ah (Islamic Law) compliant financial institutions are being 

established within the U.S.3; and there are efforts to build partnerships between national 

Muslim organizations that represent different segments of the U.S. Muslim community 

(e.g., The Muslim Anti-Racism Collaborative, The U.S. Council of Muslim 

Organizations). Simultaneously, a deeply emotional debate is taking place within the U.S. 

about its national identity and future. 

Identity formation of Muslim youth. The literature on the identity formation of 

young Muslims, South Asians, and Arabs reflected several major paradigms regarding 

minority youth. Whether researchers employed acculturation theory or ethnic identity to 

contextualize their work, they all tended to discuss the relationships between the youth, 

his/her parents, and socializing agents such as teachers and the media. Padilla and Perez 

(2003) assert that when a subgroup is especially distinct from the dominant culture, 

acculturation can be more difficult. This may explain why some authors explored the role 

                                                 
2 For a detailed discussion of Muslims’ contributions to and representations in American popular culture 

see the two volume work entitled Muslims and American Popular Culture (Omidvar & Richards, 2014). 
3 Mutual funds (e.g., Amana Mutual Funds, Dow Jones Islamic Index) and home financing (e.g., Guidance 

Residential, University Islamic Finance) are some of the leading areas in which there has been significant 

development. Ilias (2008) provides a general overview. 
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social stigma played in identity formation of Muslim Americans (O’Brien, 2011). Yet, 

even with the challenges of biculturalism such as identity confusion and value clashes, 

many bicultural individuals also identified great strengths in and pride about their 

heritages (Benet-Martinez & Haritatos, 2005).  

Forces impacting identity formation among Muslim youth. Many researchers 

have documented negative media images of Arabs and Muslims (e.g., Barry, Elliott, & 

Evans, 2000; Sirin, Bikmen, Mir, Fine, Zaal, & Katsiaficas, 2008; Sirin & Fine, 2008). 

These negative images coupled with the high numbers of Muslim youth who reported 

experiencing discrimination (88%; Sirin et al.) or ethnic or racially-motivated teasing or 

bullying (86%; Iyer & Haslam, 2003) indicated that many youth are experiencing a 

hostile environment. Further, 13% indicated daily discrimination in one of four social 

settings – at school, while shopping, on the street, and in a public setting (Sirin et al.). 

Such experiences highlighted the fact that many young Muslims received negative 

messages about their value based on their Muslim or ethnic group affiliation (Britto, 

2008; O’Brien, 2011), and these experiences were linked to indicators of distress (Iyer & 

Haslam, 2003; Reddy & Crowther, 2007; Sirin & Fine, 2007). However, there is some 

indication that discrimination impacts girls and boys differently; Sirin and Fine (2007) 

noted that reported experiences of discrimination among boys were lower among those 

boys who reported being integrated into both mainstream U.S. culture and their ethnic 

cultures. For girls, unlike boys, experiences of discrimination correlated with higher 

reports of anxiety (Sirin & Fine, 2007). They also found a correlation between those who 

believed discrimination was a fact of life and those who reported more incidents of 
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discrimination and more anxiety (Sirin & Fine, 2007). It was unclear whether the beliefs 

preceded the experiences of discrimination and anxiety or vice versa.  

When youth witnessed their parents’ difficult transition after immigration they 

become more oriented towards education and achievement (Basit, 1996). When they 

observed their elder siblings experience discrimination in the workplace, it underscored 

this drive (Basit, 1996). Two U.K. studies reported that most girls interviewed reported 

experiencing pressure by parents to achieve academically, and to avoid “dangerous” 

behaviors of their Caucasian British counterparts (Basit, 1996; Basit, 1997). However, 

the girls interviewed also reported feeling that this pressure was a sign of concern and 

caring on the parts of their parents (Basit, 1997). 

Professionals that Muslim minorities encountered may also view their Muslim or 

Ethnic identities with skepticism (Aggarwal, 2011), perhaps due to the larger 

sociopolitical milieu. For example, British teachers in Basit’s (1997) study reported 

feeling concerned that the Muslim girls in their classes were not as free to make decisions 

about their lives as their Caucasian English counterparts, and felt that the girls wished 

that their lives mirrored those of the majority population. They also believed that the girls 

were oppressed (Basit, 1997; Zine, 2000). Teachers reported that they worried that the 

parents of young Muslim girls were not cognizant of their children’s abilities and pushed 

them too hard towards careers of the parents’ choice (Basit, 1996). It appeared that such 

perceptions colored some of their interactions with girls. Some young women, for 

example, reported that school staff assumed that they were uninterested in pursuing 

higher education (Basit, 1996; Zine, 2000). As a result, they found that staff either held 

low expectations for them around educational achievement or that staff members were 
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pointed in their encouragement of higher education and discouragement of marriage 

(Basit, 1996; Zine, 2000).  

Studies indicated that Muslim youth felt such misperceptions and/or negative 

stereotypes permeated their public schooling experiences (Sirin & Fine, 2007; Tinker & 

Smart, 2012), but that as their rapport with administrators increased, they received more 

support from the administration (Ahmad & Szpara, 2003). Muslim youth also reported 

that they needed to work hard to create a subculture that allowed them to be true to their 

religious beliefs (Ahmad & Szpara, 2003). In some cases, they began Muslim Students’ 

Associations (MSA), though they experienced challenges in starting and maintaining 

MSA’s in their schools (Zine, 2000). Further, peer pressure in a school setting came from 

multiple directions, and from those who did and did not share their values, regardless of 

their religious affiliation (Ahmed & Ezzeddine, 2009; Zine). The culture of the MSA was 

highly dependent on its members, and in some cases it was a forum for the development 

of positive peer pressure (Zine). 

As a result of the stigma, varying support from school administrative staff, and 

peer pressure described above, many Muslim communities have dedicated time and 

resources to the establishment of Islamic schools. Their reasons mirrored those of 

Problem Behavior Theory (PBT) (Jessor & Jessor, 1977), which asserts that consistent 

models for behavior, in this case a school environment that reinforces the home and 

mosque environments, would assist in the socialization of youth towards conventional 

behavior and ideals the community holds in high regard. It would also minimize the 

number of conflicting messages that youth receive and would increase the likelihood that 

they internalize values in line with those encouraged by Islam. Some features of Muslim 
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private schools identified in the literature included a family or community-like 

atmosphere, an increased sense of the solidarity of the global Muslim community, and 

students who reported feeling more able to resist negative or “un-Islamic” peer pressure 

(Tinker & Smart, 2012; Zine, 2000). Further, proponents argued that Muslim private 

schools allowed for a true safe space for minorities and that they encouraged the 

development of an authentic minority voice (Tinker & Smart; Zine, 2007) in a decidedly 

Eurocentric system. One caveat, however, was that young people reported feeling 

disconnected from immigrant Imams (Schmidt, 2004).  These young people also reported 

that they often did not feel comfortable asking them for advice or for answers to religious 

questions until they had exhausted other avenues (Schmidt).  

Conceptualizing Muslim youth identity. A clear theme in the literature was that 

Muslim and ethnic/racial identities of Muslim American adolescents impacted every 

sphere of their lives. For example, though many young women strove to achieve 

academically so that they could advance in their careers, they also considered if the 

career allowed them to practice the teachings of their religion or the traditions of their 

culture (Basit, 1996). Similarly, religious affiliation interacted with ethnic affiliation to 

produce unique coping strategies that impacted how connected they felt to the dominant 

culture. For example, Christian Arabs reported higher assimilation into the dominant 

culture than Muslim Arabs (Amer & Hovey, 2007). The interaction between their ethnic 

and religious identities affected their sense of self and how they perceived and were 

received by others (Huesmann, Dubow, Boxer, Souweidane, & Ginges, 2012). 

Muslim American youth seemed to be quite aware of how their ethnic identity 

interacted with their religious identity; they tended to focus on this distinction when 
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situating themselves in relation to the broader society, as well as when distinguishing 

themselves from their parents (Ahmad & Szpara, 2003; Ahmed & Ezzeddine, 2009; 

Schmidt, 2004). Sirin and Fine (2007) identified three types of identity construction 

(integrated, parallel, and conflicted) when they pilot tested their art assessment of identity 

for Muslim youth. They defined integrated identity as an identity map that blended the 

American and Muslim identities of the young person, parallel when the map depicted the 

two identities as separate, and conflicted when the map indicated some sort of tension, 

conflict or irreconcilability (Sirin et al., 2008, pp. 266-267). In a follow up study, they 

found that the majority of youth had an integrated identity (61%) and that this type was 

more common among young women (Sirin et al.). This was somewhat expected because 

being a visible minority fostered communication about one’s minority identity with 

others and often encouraged the young person to learn more about Islam, including how 

to explain it to others (Schmidt); it appeared this was more common if a young woman 

wore hijaab4 (e.g., Sirin & Fine, 2007). After youth sensitized their peers to the basic 

tenets of Islam, they reported practicing Islam more diligently to avoid dissonance 

between their actions and their explanations of Islam (Schmidt). However, females were 

also highly represented among the 11% who had unfinished or conflicted identities; 

males made up most of the 29% who reported parallel identities (Sirin et al.). These 

                                                 
4 Hijaab is generally defined as dressing modestly for Muslim women. How it is worn varies by a woman’s 

culture and interpretation of Islam. It can range from covering all of her body, to covering with the 

exception of her face and hands, to covering one’s hair and wearing modest clothing according to the 

culture that she lives in. The literature explores extensively the various styles and meanings of hijaab for 

Muslim women. 
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groups differed in all components of their American collective identities, but in none of 

their Muslim collective identities (Sirin et al.). 

Some American Muslim teenagers felt equally connected with the Muslim and the 

American communities, but reported that their Muslim identity was more important to 

them (Sirin et al., 2008), and that they used Islam to make decisions about how to resolve 

conflicts between their ethnic and American identities (Schmidt, 2004). One study has 

also documented the trend for Muslim Americans to prefer to identify as “Muslim” rather 

than by their ethnic background among masjid-affiliated adults (Dana, Barreto, & 

Oskooii, 2011). Religious youth tended to stress that their practice of Islam is a matter of 

their individual choice and stress ethical conduct as central aspect of their Muslim 

identities (Schmidt). Sirin and colleagues (2008) found that religiosity significantly 

positively predicted Muslim Collective Self-Esteem (CSE), and that discrimination 

related stress (negative), orientation toward U.S. (positive), and orientation toward their 

home country (negative) predicted American CSE. Simultaneously, some research 

indicated that while cultural knowledge declined from generation to generation, ethnic 

loyalty remained high (Padilla & Perez, 2003). At times it was higher among individuals 

who perceive their group as the recipient of discrimination, even if they have not 

personally experienced it (Padilla & Perez). 

Muslim American youth find themselves challenged to integrate their many 

identities into a consistent and cohesive sense of self. Better understanding Muslim youth 

culture in the U.S. and how it compares to the broader youth culture in the U.S. helps 

identify risk behaviors and the factors related to self-reported risk engagement. 

Ultimately, this will help community members, school systems, and mental health 
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providers assist these youth master the challenges they face and avoid risk behaviors that 

can be indicators of future poor life outcomes. 

Importance to Social Work 

 Social workers focus on the interaction between individuals and their 

environments (Hare, 2004). They are uniquely equipped to examine the influences of 

social stigma, school and family environments, on the lives of Muslim American youth. 

Such research builds on the rich social justice tradition within social work to explore the 

lives of marginalized populations in an effort to inform advocacy and interventions, 

which increase the marginalized population’s well-being (Hare, 2004). In particular, 

exploring the different definitions of “risk” for different groups is in line with Social 

Work’s ethical principles of “dignity and worth of the person”, and “cultural competence 

and social diversity” (National Association of Social Workers, 2008). Insights about the 

varying meanings of behavior allow social workers to serve the needs of clients with 

increased competence and to tailor interventions so that they are more effective.  

Research Questions 

The purpose of this study was to build on past research by exploring factors that 

may be related to self-reported risk behaviors among Muslim American youth. Research 

questions were: 

1) What are common risk behaviors among Muslim American youth? 

2) Composite risk variable 

i) Is there a correlation between self-reported risk behaviors? 
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ii) Which composite risk variable is more effective in accounting for the 

number of risk behaviors in which participants engage, a simple count 

or a weighted count? 

iii) What is the reliability of the composite variable, and its usefulness in 

measuring risk? 

3) What relationships emerge between a composite risk behavior variable and the 

following characteristics? 

i) Demographic factors 

(1) Age and grade in school: Is there a relationship between age or 

grade and engagement in risk behavior? 

(2) Gender: Is there a relationship between gender and engagement in 

risk behavior? 

(3) Race/Ethnicity: Is there a relationship between ethnicity and risk 

engagement, and does it differ for South Asian and Arab youth? 

ii) History factors 

(1) Immigration related factors 

(a) Is the reported reason for the family’s immigration associated 

with the youth’s current mental health symptoms? 

(b) Is the reported reason for the family’s immigration associated 

with the youth’s engagement in risk behaviors?  

(2) Trauma exposure and symptoms 

(a) Is trauma exposure related to risk behaviors? 

(b) Are trauma symptoms related to risk behaviors? 
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iii) Perceived social support & identity 

(1) From family, peers, school community: 

(a) Is perceived support related to risk behaviors? 

(b) Is perceived conflict related to risk behaviors? 

(2) American, ethnic, and religious identities: Is there a relationship 

between each group identity and risk behaviors? 

iv) Religiosity: Is there a relationship between religiosity and risk 

behavior? 

v) Spirituality: Is there a relationship between spirituality and risk 

behavior? 
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CHAPTER 2: BACKGROUND ABOUT MUSLIMS IN THE UNITED STATES 

Although Muslims were present in the Americas well before the arrival of 

European immigrants, and were among the African slaves brought to the colonies, the 

widespread institution building and visibility of the Muslim community in the U.S. has 

been a fairly recent phenomenon (Anwar, 2008; Ba-Yunus & Kone, 2004; Bagby, 2000; 

Nyang, 1999; Peek, 2012). Most authors pointed to the liberalization of immigration laws 

in the 1960’s and 1970’s as facilitating a dramatic increase in the numbers of Muslim 

migrants. Simultaneously, movements such as the Nation of Islam facilitated large-scale 

conversion to Islam within the African American community (Haniff, 2003; Nyang).  

As described in the Introduction, the Muslim American community is ethnically 

diverse; Muslim majority countries span the globe from Morocco to Malaysia. Each 

ethnic group expresses Islam’s religious values differently based on each group’s 

historical traditions and the geopolitical context surrounding their entrance into and 

development within Islam. For example, Jackson (2004) traced the complex interaction 

between culture, religion, the interpretation of religion’s value in everyday life, and the 

interpretation of community goals among the Black American Muslim community. 

Researchers have not yet empirically defined the subgroups of the community, though 

some are examining American Muslim (also referred to as Muslim American) identity 

(e.g., Ali, 2011; Etengoff & Daiute, 2013; O’Brien, 2011; Tindongan, 2011). 

Demographics of Muslims in the United States 

Estimates of the number of Muslims living in the United States have varied 

considerably (Ba-Yunus & Kone, 2004; Haniff, 2003; Pew Research Center, 2007; 

Smith, 2002). A review of studies estimated that the national population of Muslim 
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Americans in 2001 was just under three million (Smith, 2002). A detailed description of 

the challenges of estimating the American Muslim population is available in Peek (2012). 

The average of the various estimates pointed to a national population of 5 to 7 million.  

The Muslim American community is growing rapidly as reflected in the 

substantial increase in masaajid (plural of masjid or mosque) that were established after 

1970 (87%) (Bagby, 2000; Haniff, 2003); most masaajid (61%) reported at least a 10% 

increase in participation since 1995 (Bagby). This number will likely grow rapidly over 

the next several years due to a high proportion of young adults5, a larger average 

household size (Gallup, 2009) and a high fertility rate both overseas (Ahmad, 1985) and 

in the U.S. (Gallup). 

Racial and Ethnic Distribution 

Some estimates indicated that 35-42% of Muslims in the United States are 

African American (Gallup, 2009; Jackson, 2004). In contrast, the Pew Research Center 

(2007) study did not reflect these higher estimates perhaps due to sampling bias; the Pew 

study indicated that U.S. Muslims are 65% immigrant, and 35% native-born, 21% of 

whom are children of at least one foreign-born parent. This means that 72% of Muslims 

in the U.S. were either first or second generation Americans. Among foreign-born 

Muslims, reasons for emigration to the U.S. clustered in several categories: educational 

opportunity (26%); economic opportunity (24%); family reasons (24%); and 

conflict/persecution (20%) (Pew Research Center). 

                                                 
5 Gallup’s (2009) sample consisted of 36% 18-29 year olds, and 37% 30-44 year olds, while Pew’s (2007) 

sample consisted of 30% 18-29 year olds, and 26% 30-39 year olds. The higher numbers in the Gallup poll 

may be reflective of the fact their sampling methodology included cellular phone numbers for Random 

Digit Dialing. 
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The most represented ethnic groups among foreign-born Muslims were Arabs 

(24%) and South Asians (18%) (Pew Research Center), and they made up 25-26% and 

25-33% respectively of the entire Muslim population in the U.S. (Anwar, 2008; Haniff, 

2003). Younger Muslims may be from mixed backgrounds as 18% of converts to Islam 

(about 4%6 of the overall Muslim population) reported converting due to 

“family/marriage” (Pew Research Center). Such trends reflected the growing ethnic 

integration of the Muslim community and an emphasis on Islam separate from an ethno-

cultural framework (Byng, 2008; Dana et al., 2011; Sirin et al., 2008). 

Education and Socioeconomic Status 

Muslims also varied considerably in their education levels. Slightly more than 

half had a High School education or below (52%), and another 19% had completed some 

college (Pew Research Center, 2007). The rest completed college (16%) or graduate 

study (13%) (Pew Research Center). These numbers were lower than the 48% of regular 

mosque participants previously found to hold college degrees (Bagby, 2000), and perhaps 

reflected the large number of Muslim refugees that have migrated to the U.S. in recent 

years. Some Muslims reported currently working in professions that were below their 

educational training, sometimes working two jobs to support their families (Bhattacharya, 

2000). Given the range of education and reported underemployment, the income range of 

Muslim Americans was expected. Approximately a quarter reported they earned less than 

$20,000 per year (Bagby), just over half earned less than $50,000, and about a fifth 

earned $100,000 or above per year (Pew Research Center), paralleling the economic 

divide between the “haves” and the “have-nots” in the general population.  

 

                                                 
6 Converts to Islam make up 23% of the overall Muslim population (Pew, 2007). 
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Religiosity among Muslims in the United States 

Most (80%) Muslims considered religion an important factor in their lives 

(Gallup, 2009) and were fairly traditional in their practice of core aspects of Islam. For 

example, they considered the practices encouraged by Islam such as giving charity 

(76%), fasting during Ramadan (77%), and making pilgrimage to Makkah (63%) as very 

important, and many prayed all five (41%) or some of the five (20%) required daily 

prayers (Pew Research Center, 2007). Somewhere between 41% of Muslims 18-29 years 

of age (Gallup) and 51% of Muslims under 30 years of age (Pew Research Center) 

attended mosque services at least once a week. On the flip side, 47% percent of regular 

participants of masaajid tended to be 35 years of age or younger and only 11% were 

reported to be over 60; 24% of regular participants in mosques were children and 

adolescents (Bagby, 2000). Though the younger group appeared to frequent the mosque 

more often, older Muslims reported observing daily prayers more regularly (Pew 

Research Center). 

When asked whether they considered themselves as Muslim first or American 

first, 47% responded they considered themselves Muslim first, 28% responded American 

first, and 18% volunteered a third response option: “both” (Pew Research Center, 2007). 

Masjid-affiliation may impact this trend, as more mosque attendees reported higher levels 

of civic engagement and perceived compatibility between Islam and participation in the 

American political system (Dana et al., 2011). Along those same lines, most Muslim 

Americans (63%) reported feeling no conflict between being a devout Muslim and living 

in a modern society, which is higher than Muslim minorities in Great Britain (49%) and 



   

19 

 

Germany (57%), but lower than those in France (72%) and Spain (71%) (Pew Research 

Center). 

Though the general trend among American Muslims was to report high 

religiosity, there is a significant minority that may not observe traditional practices. For 

example, approximately 18% rarely, if ever, performed the daily prayers (Pew Research 

Center, 2007). However, this may not change whether these individuals identified 

themselves as Muslim and experienced similar challenges from the current sociopolitical 

environment in the U.S. as their more religious counterparts. 

General Health 

 Limited literature on general health was available for Arab Americans but was not 

located for South Asian Americans. Arab Americans reported being in better physical 

health and reported lower mental health scores than the general U.S. population (Jadalla 

& Lee, 2012). However, 27% felt they were in need of health services that they weren’t 

currently receiving (Sarsour, Tong, Jaber, Talbi, & Juliard, 2010). Those who smoked 

also reported significantly poorer physical health (Jadalla & Lee). Higher attraction to 

American culture was related to better mental health, moderate attraction to both 

American and Arab cultures was related to better physical health, while high attraction to 

both was related to poorer physical health (Jadalla & Lee). The impact of religion on 

these results is unknown as both samples included both Muslim and Christian Arabs 

(67% Muslim, Jadalla & Lee; 88% Muslim, Sarsour et al.). 

Challenges faced by Muslims in the United States 

This emerging group faces a variety of challenges whether from the 

circumstances of immigration, the cultural differences between immigrant parents and 
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native-born children, or the discrimination and stereotyping they face from the wider 

American community. The domains discussed below are often sources of both strength 

and vulnerability. 

Cultural Forces 

There are three components of how culture impacts individuals: (a) the universal 

dimensions that are applicable to anyone, (b) those aspects that are associated with 

particular cultures, and (c) the personal uniqueness of each individual’s experience 

(Stamm, Stamm, Hudnall, & Higson-Smith, 2004, p. 93). Among Muslim Americans, 

some of the relevant cultural trends described below are the importance of family, the 

tendency to form in-group familial relationships, a lack of openness to seeking assistance 

with family issues from outside individuals, and stigma associated with mental illness.  

In group familial relationships. Literature indicated that Muslim cultures value 

the preservation of one’s family honor and reputation, and all members of the family 

endeavored to uphold it (Maker, Shah, & Agha, 2005; Souweidane & Huesmann, 1999). 

Further, respect for elders, and a traditionally patriarchal culture organized relationships 

between members of both the family (Maker et al.; Souweidane & Huesmann), and the 

society. The choice of marriage partners was often an extension of the importance of 

family to young Muslims. A study conducted in the UK found high rates of within family 

marriage (i.e., with first or second cousins); the highest rates were found among Pakistani 

Muslims (69%), Arabs (46%), and Mixed Asian/Europeans (40%), and many of these 

spouses were not UK born (Bundey, Alam, Kaur, Mir, & Lancashire, 1990). This would 

increase the likelihood of ethnic cultural reproduction, potential isolation, and families 

with at least one immigrant parent persisting over several generations. However, the 
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Muslim community in the U.S. is also made up of groups who emphasize different 

aspects of their identity (ethnic, religious, American, or multicultural/transnational), 

which impacted their marriage decisions (Al-Johar, 2005). Three patterns of marriages 

found by Al-Johar included arranged, self-initiated, and self-achieved marriages. She 

described arranged marriages as those initiated by family members on behalf of the bride 

and groom; that self-initiated marriages were found among religious individuals who met 

a potential spouse in a social setting, and then involved their family in the process of 

vetting the viability of the match; and that self-achieved marriages were ones where the 

bride and groom had met independently of family, usually dated more openly before 

marriage, and did not consult family before getting married (Al-Johar). Parents had less 

influence over the latter two types (self-initiated and self-achieved); these marriages were 

more likely to cross ethnic boundaries, and self-achieved marriages were most likely to 

cross religious boundaries (Al-Johar). This means that family composition may reflect 

differing styles of identity integration. 

Skepticism of outsiders and stigma of mental health. The literature reported 

that cultural tendencies among Muslim Americans discouraged them from discussing 

family or other mental health concerns with others (Alkhateeb & Abugideiri, 2007; 

Maker et al., 2005; Snyder, May, Zulcic, & Gabbard, 2005), and made them unwilling to 

have state or agency representatives intervene in family issues (Khan, 2006; Kobeisy, 

2004; Souweidane & Huesmann, 1999). As a result, Muslim Americans were less likely 

to seek outside assistance for mental health needs and family conflicts. This may also 

suggest that mental and behavioral issues went without intervention for much longer and 

progressed to a high level of severity before coming to the attention of service providers 
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(e.g., Arfken, Kubiak, & Farrag, 2008). Strong partnerships with key stakeholders in the 

community may facilitate the recruitment of Muslim Americans for research on sensitive 

topics and later may facilitate the implementation of intervention programs. 

Historical Traumatic Experiences 

The literature documented the lengthy histories of colonialism, war, genocide, and 

mass violence among Muslim majority countries (Collins, 2002; Haniff, 2003; Nyang, 

1999; Schweitzer, Melville, Steel, & Lacherez, 2006). Such mass traumas can affect a 

society’s psychological, physical, social, and cultural direction (Stamm et al., 2004). In 

addition, many oppressive regimes employed tactics such as torture of or violence 

towards politically active individuals which impacted the specific individuals involved 

and affected their families and communities (Engstrom & Okamura, 2004). Mass traumas 

need not be physical and can target a community’s religion, history, language, economic 

system and/or the organization of the state or social space. For example, the rewriting of 

a people’s history can be a cultural “attack” (Stamm, et. al). Colonialism and slavery 

often dismantled the conquered peoples’ cultures through changes to family structure, the 

use of language, and perceptions of native religions by the conquerors. Over time, these 

actions have had subtle influences on individuals, altering shared schema thereby 

changing how the subjugated individuals perceived the world around them. In some 

cases, these experiences lead to cultural fragmentation or self-loathing. For example, 

lighter skin color is a valued physical attribute among many women of color (Sahay & 

Piran, 1997), a trend sometimes attributed to a legacy of colonial rule or slavery (e.g., 

Bond & Cash, 1992).  
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Some cultural trauma theorists advocate violent catharsis to combat the effects of 

subjugation (Stamm, et. al, 2004). Violence may also permeate the social structures and 

may explain high rates of micro level violence. For example, studies indicated that 

domestic violence has become a commonplace occurrence in certain Muslim cultures7 

(e.g., Maker et al., 2005). For example, though their religious affiliation was unclear, 21 

to 40.8% of the South Asian American women surveyed reported experiencing physical 

or sexual abuse at least once in their intimate relationships (Hurwitz, Gupta, Liu, 

Silverman, & Raj, 2006; Raj & Silverman, 2003), and 15% reported it occurred within 

the last year (Hurwitz et al.). These women were significantly more likely to report poor 

physical health, depression, and suicidal ideation (Hurwitz et al.) and had lower 

acculturation, no family in the U.S., and lower general social support (Raj & Silverman). 

These numbers are especially alarming given that most scholars of Islam condemn 

intimate partner violence (Alwani, 2007). 

Other cultural trauma theorists advocate that the injured community reorganize 

and revitalize itself to make choices about self and community and protect the desired 

level of traditionalism it wishes to carry forward (Stamm, et. al, 2004). Nationalistic, 

secularist, and Islam-based movements within Muslim majority countries have included a 

variety of strategies, including both violent catharsis and revitalization efforts rooted in 

the society’s cultural heritage. The tensions between these ideologies have been apparent 

throughout the social and political landscapes of Muslim majority countries.  

                                                 
7 For a discussion of intimate partner violence in the Muslim community see 

www.peacefulfamiliesproject.org. 

http://www.peacefulfamiliesproject.org/
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Following a mass trauma, the community can move forward wholeheartedly if 

individuals are able to seek and grant forgiveness. However, such efforts need to be a 

product of the culture within which it is applied (Stamm, et. al). The literature to date has 

not specifically described how various Muslim cultures have responded to and coped 

with traumatic experiences in their histories, as well as whether or not some groups were 

able to find ways to embark on such a healing process.  

Individual Traumatic Experiences 

In addition to historical cultural trauma described above, individuals and families 

sometimes face traumatic experiences. Premigration experiences may have included 

abrupt flight from their home country, exile, and other socio-political situations that 

encourage departure from the region (Pine & Drachman, 2005). The process of migration 

may have included perilous travel and dangerous transitory settlement areas before 

confronting the challenges of settling in the U.S. (Pine & Drachman). Once arriving in 

the U.S. additional stress caused by adjusting to changed cultural norms, and becoming 

fluent in English can compound premigration and migration experiences. Furthermore, if 

the traumatic events were human-initiated (e.g., domestic abuse, terrorist attacks, 

bullying, etc.), the experience may have presented challenges to one’s concept of 

humanity, and, if the person is religious, may have raised questions about the nature of 

God or other teachings of his/her faith (Webb, 2004).  

How children reacted to and coped after experiencing a traumatic event depends 

on the characteristics of the stressor, the child’s exposure to it, individual factors (e.g., 

temperament and age), family characteristics, and cultural factors (Pfefferbaum, 1997). 

Traumatic and stressful experiences that occurred over the young person’s lifetime may 
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compound any individual, family, or community level traumas they have experienced, 

and/or may have lent a new context to experiences such as bullying, especially if they 

were racially or religiously motivated. At the same time, cultural trauma theory also 

suggests individuals may display increased resilience if historical traumatic experiences 

have led the culture to develop positive coping skills (Stamm, et. al, 2004). It is the 

amalgamation of such experiences that impacts current functioning. 

Common long-term trauma-related diagnoses documented in the literature 

included PTSD, depression (Engstrom & Okamura, 2004; Kolaitis, et. al., 2003; Pynoos, 

Steinberg & Goenjian, 1996; Thabet, Abed & Vostanis, 2004), and anxiety disorders 

(Pynoos et al.). A study of Sudanese migrants to Australia, for example, indicated that 

they exhibited significant levels of PTSD and somatization symptoms related to traumatic 

experiences, moderated by social support from their families and from the Sudanese 

community (Schweitzer et al., 2006). Though some researchers have reported that 

PTSD’s characteristics were surprisingly similar across culture, generation, and language 

(e.g., Sack, Seeley, & Clarke, 1997), others have questioned how PTSD is conceptualized 

(e.g., Rosen, Spitzer, & McHugh, 2008). In addition, some have questioned the 

applicability of diagnoses and treatments developed in a Euro-American cultural 

framework with individuals from other cultures (Stamm, et. al, 2004). Some researchers 

reported post trauma onset of ADD/ADHD, phobias, conduct disorders, substance abuse, 

and eating disturbances (Pynoos et al.), which could be additional ways children coped 

with traumatic experiences. 
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Other Socio-Political Forces 

It was common for the general American public to be either unfamiliar with Islam 

or to hold negative perceptions of Islam and Muslims well before September 11, 2001 

(Gerges, 1997; Peek, 2012, p. 59). This laid the foundation for swift social and political 

changes following 9/11 – from perceptions “on the street” to far-reaching policies. 

American Muslims (54%) and immigrants of color reported feeling unfairly targeted by 

these changes8 (e.g., Hendricks, Ortiz, Sugie & Miller, 2007), especially those who 

immigrated before 1990 (61%) and native-born Muslims (73%) (Pew Research Center, 

2007). However, it was more striking that 22% of individuals who immigrated after 1990 

declined to answer that question (Pew Research Center). Lawsuits requesting that 

universities remove literature about Islam from required reading lists, and programs such 

as the National Security Entry Exit Registration System (NSEERS) underscored the 

tenuous position of American Muslims immediately after 9/11, and legitimized 

discrimination against this group (Byng, 2008). During that same time period, there were 

76 newspaper articles published that discussed Muslim Americans in the light of 

terrorism and extremism (Dana et al., 2011). The number dipped somewhat, and then 

spiked the year that spanned April 2009 – April 2010 (148 articles), and continued to rise 

the following twelve months (716 articles) (Dana et al.).  

Unsurprisingly, many (53%) Muslims felt that it has become harder to be Muslim 

since the 9/11 attacks, a view that was more commonly held among highly religious 

Muslims (57%) (Pew Research Center, 2007). Arab Americans reported, for example, 

that their fellow Americans perceived them with fear and suspicion which contributed to 

a higher level of community-wide fear and anxiety (Hendricks et al., 2007). Muslim 

                                                 
8 For more about the experiences of Muslim Americans shortly after September 11, 2001, see Peek (2012). 
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Americans also reported experiencing increased discrimination (Ahmed & Ezzeddine, 

2009; Malos, 2010). In fact, they listed discrimination (19%), being viewed as terrorists 

(15%), ignorance about Islam (14%), and stereotyping (12%) as the most important 

problems Muslims in the U.S. faced, and 30% of those who had flown in the past year 

reported that they had been singled out by airport security (Pew Research Center). On a 

similar note, 37% reported they are very or somewhat concerned that they won’t be hired 

or they won’t be promoted within their jobs due to their religion (Pew Research Center). 

Experiences of discrimination or physical or verbal assaults within the Muslim 

community (33%) were somewhat less prevalent than similar reports in the general 

African American community (46%) (Pew Research Center). However, in Hendricks and 

colleagues’ (2007) study of one Muslim community sample, respondents reported a much 

higher rate of victimization (80% overall; 34% harassment; 28% vandalism or 

destruction; 24% violence). Younger Muslims reported more experiences of 

discrimination (42% of 18-29 year olds vs. 28% of individuals 30 years or older) (Pew 

Research Center, 2007) which may be due to increased contact with and integration into 

the larger American society (Awad, 2010). However, Muslim Americans also 

experienced expressions of support from fellow Americans; native-born (54%) and 

younger Muslims (40%) reported more supportive experiences than immigrant (22%) or 

older (29%) Muslims (Pew Research Center). 

Most Americans are aware of the controversial and widely publicized detention of 

individuals at Guantanamo Bay. However, other discriminatory experiences and the 

prosecution of Muslims on the basis of secret evidence have been highly publicized 

within in the Muslim American community including: extensive labeling of national 
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Muslim organizations within the U.S. as “terrorist” and/or “extremist” organizations; 

raids on the homes of several influential Muslim leaders; increased surveillance of 

masaajid and other Muslim organizations; prosecution of community activists on the 

basis of such surveillance; the detention of hundreds of individuals who reported for 

special registration; and hate crimes. Such experiences can compound previous cultural 

traumas (e.g., colonialism and cultural imperialism) and create unique reactions in this 

community towards their neighbors and the U.S. government. This could explain why 

some Muslims sought asylum in Canada when the NSEERS program was announced 

(Byng, 2008), and others felt they needed to constrain their speech and behavior to avoid 

perceptions of disloyalty (Hendricks et al., 2007). Furthermore, some argued these 

experiences have bound many Muslims together against the “common oppressive force”, 

and that being the recipients of stigma has complicated the process of identity formation 

among some Muslim American youth (Mythen, 2012; O’Brien, 2011). 
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CHAPTER 3: THEORETICAL FRAMEWORK 

The literature about risk behaviors generally has taken one of two views: that the 

behaviors were the result of a single set of variables indicating a “problem behavior 

syndrome” as Problem Behavior Theory proposes, or that each risk behavior was a result 

of a unique combination of variables (Guilamo-Ramos, Litardo, & Jaccard, 2005). Critics 

of the “problem behavior syndrome” cited the fact that intercorrelations between risk 

behaviors were moderate (0.35 in Guilamo-Ramos, et. al, 2005; 0.38 Griffin, Botvin, 

Scheier, Diaz, & Miller, 2000), did not differ significantly by gender, and dropped 

dramatically with increased age (Guilamo-Ramos, et. al). At the same time, the overall 

percentage of individuals engaging in multiple risk behaviors increased with age (1.5% of 

12-13 year olds, 11.2% of 14-17 year olds, and 14.0% of 18-21 year olds) and increased 

if the young people were not attending school (Brener & Collins, 1998). Over the last 

half century, the intercorrelations between risk behaviors have dropped, with a 0.48 mean 

correlation for those studies published in the 1970’s, a 0.34 mean correlation for those 

published in the 1980’s, and a mean correlation of 0.28 for those studies published in the 

1990’s (Guilamo-Ramos, et. al). This suggests that cultural context may make a 

difference in how youth are engaged in health risk behaviors. These data indicated unique 

variables accounted for the majority of variance in each risk behavior, and reaffirmed that 

the contributions of common variables cannot be overlooked. Given this research, the 

assertion that engagement in risk behaviors is due to a latent “lifestyle” variable was 

questionable. 

However, more recent research found additional support for Problem Behavior 

Theory’s conceptualization, most notably in cross-national samples (Vazsonyi et al., 
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2010), and partial support for the theory among African Americans in public housing 

(Yu, Nebbitt, Lombe, Pitner, & Salas-Wright, 2012). This indicated that the component 

constructs were useful in conceptualizing engagement in risk behaviors even if the 

specific relationship between the risk behaviors has yet to be determined. For example, 

one study found relationships between risk behavior “classes” (e.g., substance use or 

unhealthy eating/sedentary behaviors) but no strong relationship between classes of 

behaviors (de la Haye, D’Amico, Miles, Ewing, & Tucker, 2014). Other studies found 

varying styles of risk engagement, suggesting that risk behaviors co-vary differently for 

different subgroups of adolescents (Sterrett et al., 2014; Sullivan, Childs & O’Connell, 

2010) and that the relationship between risk behaviors may be more complex than 

previously theorized. 

Problem Behavior Theory 

Jessor and Jessor originally proposed an adolescent Problem Behavior Theory in 

1977, and modified it over the years to become more comprehensive (Jessor, 1998). The 

distinguishing features of this framework were: (a) the inclusion of time, (b) the 

consideration of interaction effects rather than controlling for them, (c) the study of 

developmental trajectories, and (d) the exploration of the how a set of variables function 

together to guide, regulate, and constrain actions, rather than on each variable’s unique 

contribution to the model (Cairns, Cairns, Rodkin, & Xie, 1998). Researchers who 

utilized this framework preferred to focus on interaction effects and used longitudinal 

designs rather than cross-sectional ones. Jessor (1992) also advocated for the need to look 

at multiple risk behaviors as he assumed the presence of a latent variable (risky lifestyle) 
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that influenced engagement in multiple risk behaviors. This redirected attention towards 

the whole actor rather than a single risk behavior (Jessor, 1992). 

The theory built on an epidemiological concept: the “web of causation” 

(MacMahon, Pugh, & Ipsen, 1960), which attributed phenomenon to variables residing in 

a set of explanatory domains including the social environment, perceived environment, 

personality, (other) behavior, and the biological/genetic explanatory domain (Jessor, 

1992, p. 382). These domains impacted the phenomenon under study directly and 

indirectly (i.e., inter-domain interactions) (MacMahon, et al.). Social workers will 

recognize this as taking a systems approach to understanding behavior; Jessor (1992) 

himself identifies this as “psychosocial” (p. 381). In these frameworks, prevention would 

be facilitated by intervening in the web or chain of relationships that leads to problem 

behavior, and could take multiple forms (MacMahon, et al.). A word of caution issued by 

MacMahon and colleagues is that just as multiple forces interact to produce the target 

phenomenon, any intervention will have a cascading set of side effects – all of which 

need to be considered before implementing the intervention. 

As adolescence is characterized by rapid development, Problem Behavior Theory 

considered the age of the respondent was critical to understanding how the impact of the 

variables in each explanatory domain changed over time (Cairns et. al, 1998; Jessor, 

1992; Jessor & Jessor, 1977). Jessor (1992) emphasized this because he divided 

adolescents in two groups: Those who are already involved in risk behaviors, and those 

who are not yet involved. The former group, he noted was usually comprised of older 

adolescents, and the latter of younger adolescents (p. 387). Such developmental 

trajectories are best examined using longitudinal designs, but can be estimated in cross-
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sectional studies via retrospective items such as age of first illicit drug use, or first sexual 

contact while keeping in mind that such questions are susceptible to recollection bias.  

Constructs of Problem Behavior Theory 

The original theory described in detail the foundational structures of its later 

versions: (a) the personality system, which Jessor considered to be primarily cognitive, 

(b) the perceived environment, and (c) the behavior system, as well as their interplay 

(Jessor & Jessor, 1977). In order to capture the direct and indirect relationships, Jessor 

and Jessor referred to proximal and distal influences within each domain. The former 

referred to those influences that related directly to engagement in risk behavior and the 

latter to those that were indirectly related (e.g., beliefs about smoking tobacco vs. beliefs 

about living a healthy lifestyle) (See Figure 1). Though Jessor and Jessor referred to the 

personality system as “cognitive,” they did not explore the cognitive personality in detail. 

Rather these theorists took a structural-functionalist perspective and focused on how the 

three systems influenced youth functioning. The underlying assumption was that greater 

identification with society’s socializing institutions leads to more conventional behavior 

and greater identification with peer groups, specifically deviant peer groups, will result in 

higher problem behavior. 
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Figure 1: Problem Behavior Theory (Jessor & Jessor, 1977, p. 38) 
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Personality system. Jessor and Jessor (1977) described the personality system as 

“an influence upon choice among behavioral alternatives [that] seems to require attention 

to both driving and restraining influences…” (p. 23). It contained three parts: the 

motivational-instigation structure, the personal belief structure, and the personal control 

structure. The motivational-instigation structure focused on the value placed on the life 

goals young people are striving towards, and the expectations about them reaching said 

goals. Taken together, these values and expectations impacted the motivational pressure 

an individual felt to pursue either conventional or risk behaviors. Values that Jessor 

highlighted were: academic achievement, independence (i.e., “independence from adult 

regulation and control” (p. 24)), peer affection, and the relative value on academic 

achievement versus independence. 

The two control structures were: (a) beliefs distal to problem behaviors (i.e., the 

personal belief structure), and (b) beliefs proximal to problem behaviors (i.e., the 

personal control structure). The personal belief structure was comprised of several 

variables: social criticism, alienation, self-esteem and locus of control. The belief 

structure variables influence the youth’s worldview and were not directly related to 

particular problem behaviors. These were beliefs about the youth’s relationship to the 

larger society, and some increased the dissociation of his/her identity from that of the 

larger society (e.g., social criticism, alienation) which resulted in less pressure to adhere 

to the norms of society. Other beliefs increased adolescents’ commitment to preserving 

their positive reputations (e.g., self-esteem) or increased their feeling of personal 

responsibility for their actions (e.g., internal locus of control), both of which decreased 

their engagement in non-sanctioned behaviors. 
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The personal control structure referred to specific attitudes that the youth has 

towards engagement in risk behaviors. This means that if the youth had a high attitudinal 

tolerance of deviance, it was more likely he/she engaged in risk behaviors. Similarly, 

youth who reported high identification with religion were indicating they identify with 

the associated moral code, which protects against deviance. In other words, if positive 

consequences outweighed the negative ones, engagement in problem behaviors increased. 

PBT’s focus on the discrepancy between positive and negative functions of engagement 

in a behavior is especially reminiscent of the structural-functionalist perspective. Table 1 

summarizes the variables of the personality system and their association with engagement 

in risk behaviors. 

 

Table 1 

Relationship Between Personality System Variables and Problem Behaviors (Summarized 

from Jessor & Jessor, 1977) 

 

Variable 

 

Relationship to risk 

behaviors 

Relative value on independence Positive 

Expectation for achievement Negative 

Social Criticism Positive 

Alienation Positive 

External locus of control Positive 

Self-esteem Negative 

Attitudinal tolerance for deviance Positive 

Religiosity Negative 

Positive vs. Negative functions of problem behavior Positive 
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Perceived environment. The perceived environment referred to the balance 

between perceived social controls, perception of models in one’s environment, and 

perceived support from individuals in one’s environment (Jessor & Jessor, 1977). The 

youth’s age and developmental maturity, his/her level of peer involvement, and use of 

peers as referents influenced these perceptions. The distal structure included perceived 

support and control from parents and friends, the compatibility between parents’ and 

friends’ expectations, and relative perceived influence of parents versus friends. These 

variables describe the youth’s perception of the standards of behavior expected of 

him/her, and how the standards were reinforced. A key assumption in this model was that 

parents socialize their children towards conventional behavior. Peers, on the other hand, 

at times reinforced conventional behavior, or put forward alternative standards that pulled 

the youth away from conventional behavior. 

The proximal structure focused on parental and peer approval, disapproval, and 

modeling of deviant behavior. Historical and sociocultural changes in youth culture since 

the development of problem behavior theory have affected substance use trends, and the 

meaning of certain behaviors (e.g., the recent legalization of marijuana in some parts of 

the U.S.). Therefore, researchers need to reexamine relationships previously identified 

between these variables. Table 2 summarizes the perceived environment variables and 

their relationships with risk behavior. 
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Table 2 

Relationship Between Perceived Environment Variables and Problem Behaviors 

(Summarized from Jessor & Jessor, 1977) 

 

Variable 

 

Relationship to risk 

behaviors 

Parental Support/Controls Negative 

Peer Controls Negative 

Compatibility between Parental and Peer expectations Negative 

Parental disapproval of problem behavior Negative 

Peer models of behavior Positive 

Peer approval of behavior Positive 

  

 

Behavior system. Conventional and problem behaviors vary according to cultural 

values and norms. Similarly, the meaning of a behavior depends on the actor’s age, 

gender, and status, as well as the context and historical timeframe within which it occurs. 

Jessor and Jessor (1977) made it clear that categorizing a behavior as conventional or 

problematic was not a moralistic stance, but a reflection of societal definitions. In 

addition, behaviors serve different social-psychological functions for each actor and were 

therefore goal-oriented. One youth, for example, may have used drugs to rebel against a 

conventional norm, express his/her independence, or subvert parental controls. Another 

may have engaged in the same behavior to distance him/herself from a history of trauma. 

Engagement can sometimes be a way to attain a more “mature status” (Jessor & Jessor, 

1977, p. 41), or a rite of passage from childhood to adulthood, because age stratifies 

individuals similar to class. However, the norms of society dictate that certain behaviors 

are not appropriate for certain individuals based on their age, while they may feel ready 

to take part in these behaviors. Therefore researchers should examine the meaning behind 
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behavior. However, Jessor and Jessor did not include a variable in the model that 

accounts for this dynamic. 

The conventional behavior structure focused on how much young people 

identified with institutions tasked with their socialization; variables included involvement 

with formal religious activities and grade point average. The problem behavior structure 

in Jessor and Jessor’s (1977) theory included: engagement in activism/social protest, 

militant and peaceful; drug use, with an emphasis on marijuana; sexual behavior, its 

frequency, the number of partners, and its association with enduring relationships; 

alcohol, including whether one drinks or not, the frequency of drunkenness, and 

associated negative social and legal consequences; and general deviance, such as stealing, 

lying, property destruction, disruptive behavior, and aggression. It appears the socio-

political context in the U.S. in the 1960’s influenced the behaviors selected. The 1992 

model (Figure 2) encompassed a broader spectrum of risk behaviors, and contextualized 

risk behaviors as either promoting “poor life outcomes” or promoting well-being. 
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Figure 2: Interrelated Conceptual Domains of Risk and Protective Factors (Jessor, 1992) 
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Protection-Risk model. Jessor and colleagues (2003) proposed systemization of 

PBT via the Protection-Risk model (Figure 3) which summarized the major components 

of PBT and took into consideration interaction effects. The model asserted that the most 

important components to understanding problem behavior are three types of protection, 

three types of risk, and the moderating effect of protections on the risk construct’s effect. 

These constructs included: models protection (i.e., healthy models), controls protection 

(i.e., discouragement of risk behavior), support protection (i.e., social support), models 

risk (i.e., unhealthy models), opportunity risk (i.e. access to risk item), and vulnerability 

risk (i.e., individual risk factors) (Jessor et al.). Most of these constructs can include 

multiple levels of the system (e.g., parental models of healthy/risk behavior or societal 

models of healthy/risk behavior).  

 

Figure 3: Protection-Risk Model (Jessor et al., 2003) 

 

Given the theoretical framework outlined above, Jessor and colleagues (2003) 

recommended that programs would serve clients better if they (a) engaged multiple 



   

41 

 

domains during their interventions, (b) focused on both increasing protective factors and 

reducing risk factors, (c) targeted multiple risk behaviors, focusing on an overall change 

in the youth’s lifestyle, rather than just intervening with one behavior, (d) recognized the 

salience of social environment, and (e) avoided laying blame on any one domain because 

the individual is nested in his/her context. 

Cognitive-Ecological Model 

As mentioned earlier, though Jessor and Jessor (1977) considered the self to be 

cognitive, they did not detail how it functions. Therefore, the researcher included 

Cognitive-Ecological principles when developing this dissertation study’s conceptual 

model to capture how individuals interacted with the domains PBT outlined. Cognitive-

Ecological theorists considered individuals as highly active participants in constructing 

their social and physical environments and that cognition is critical in this process 

(Brower & Nurius, 1993); later interpretations of acculturation theory agreed (Padilla & 

Perez, 2003). They theorized that humans engage with and actively construct their 

perceptions of the world, due to their need for meaning, control, and coherence which 

then undergirded their responses to it. Humans survived via adapting to and influencing 

their environments (Brower & Nurius). This allowed humans to act on the belief that one 

has some control over the world and to then interpret that world (Brower & Nurius), 

which ultimately shaped how humans perceive and feel about their surroundings.  

The schemata that organize our perceptions have both individual and social 

components, and communication is critical in our ability to share schemas with one 

another (Brower & Nurius, 1993). Shared schemata are the basis for culture and societal 

attitudes towards and standards for behavior. The Cognitive-Ecological model also pays 
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attention to the creation of coherent life stories. These narratives, which are a critical 

feature of human existence, contain within them a compilation of the fundamental 

concepts one uses to understand oneself, the world, and the rules for behavior (Brower & 

Nurius, 1993). In addition, humans developed patterned responses that they act upon 

without much conscious attention, and they continuously assessed their ongoing 

contextual relationships against goal states. The more complete and emotion-laden one’s 

projections of self- and other- images into the future were, the more motivating they were 

(Brower & Nurius). As a result each individual created a niche for him/herself that 

accounts for his/her individual strengths and limitations. 

Modifications to Model Based on Complex Identities 

Muslim youth, like many youth, have multiple social identities; PBT’s framework 

(e.g., vulnerability risk, support protection, distal models protection) provided some tools 

for understanding their experiences. However, each community of identity had different 

definitions of acceptable and unacceptable behavior and at times these expectations 

opposed one another. Further, these youth’s friends could be from a variety of 

backgrounds, each with their own unique way of integrating their own identities.  

Adding to the identity complexity in the American Muslim community were 

unique patterns of cross-ethnic marriage. It was not uncommon to see Arab or South 

Asian individuals married to people of other ethnic backgrounds, some who were raised 

Muslim, some who converted to Islam, and some who were not Muslim. The rate of 

intermarriage is not known. However, as the number of multiethnic families grows the 

dynamics of masjid communities will continue to shift. It may also explain the de-
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emphasis of racial/ethnic identity among some Muslims found in the literature. In other 

Muslim subgroups, this same dynamic may lead to a de-emphasis of religious identity. 

Application of PBT and Cognitive-Ecological Model in this Study 

This dissertation study primarily used Problem Behavior Theory to guide the 

conceptual model. The risk syndrome focus was appropriate as Muslim American youth 

of South Asian and Arab ancestries came from cultures that highly stigmatize any 

experimentation with drugs, alcohol, and to a lesser degree tobacco use. Literature 

identified religion and spirituality as critical to this group’s sense of self (distal models 

protection). In addition, literature identified a host of vulnerability risk variables 

important to include in the model (e.g., trauma experiences, trauma symptoms, 

depression, anxiety, family structure, family conflict, friends conflict). Gender and 

ethnicity were potential vulnerability risk variables as well but the literature provided 

limited information about the direction of the relationship. 

Given the literature, the respondents’ relationship to each of their three identities 

(American, Ethnic, and Muslim) was expected to impact the personal belief structure and 

the personal control structure. For example, negative messages from the larger 

environment towards the young person’s Muslim or ethnic identity were likely to impact 

how he/she related to those identities and to his/her American identity. Similarly, 

experiences with masjid communities and their parents were likely to impact how the 

respondents perceived themselves. In addition, each identity has slightly different models 

of conventional behavior. Therefore young people could have experienced many, 

sometimes conflicting, schemata/models of behavior, with Muslim and Ethnic 

communities discouraging behaviors that the American community may consider normal 
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aspects of development (e.g., experimentation with alcohol). As such, it was possible that 

those who identified strongly with their American identity might engage in more risk 

behaviors than those who identified strongly with their Muslim or ethnic identities. The 

conflicting models for behavior could also result in Muslim American youth feeling 

increased alienation. Alternatively, the conflicting models could have facilitated their 

capacities to navigate different environments, such as the ability to pick up subtle 

contextual cues.  

The dynamics identified above required minor modifications to the study’s 

conceptual model. The Cognitive-Ecological model guided this process. First, it was 

unclear if the connection that the young people felt to each of their communities of 

identity (American, Ethnic, and Muslim) functioned as models protection, models risk, or 

support protection. Similarly, theory identified conceptual relationships between both (a) 

years in the U.S., and (b) the religious and ethnic affiliations of the youth’s friends, and 

how the young person integrated his/her three identities. This integration would impact 

the models of behavior respondents held for themselves, but it was unclear if these 

variables increase, decrease, or had no impact on engagement in problem behaviors.  

The literature about stigma related to problem behaviors and mental health 

symptoms, and about the high value placed on family privacy by Muslim, South Asian, 

and Arab families was extensive (e.g., Bradby et al., 2007; Erikson & Al-Timimi, 2001; 

Kobeisy, 2004; Kulwicki, Aswad, Carmona, & Ballout, 2010). Therefore, asking about 

family risk behavior engagement (models risk) was avoided as the researcher was unsure 

if that would impede the engagement of parents and the process of gaining consent for 

their child to participate. 
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Therefore, three things were clear: (a) the direction of the relationship between 

many of the variables identified with engagement in health risk behavior was unknown; 

(b) the relationship between the various identities of the respondents was unknown; and 

(c) many of these variables interacted with each other. Therefore, testing the Protection-

Risk model in this exploratory study was not possible. Rather, the direct effects of each 

variable were the focus of this dissertation study (Figure 4). 
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Figure 4: Conceptual Model for Dissertation Study  
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CHAPTER 4: REVEIW OF LITERATURE 

Search Strategy 

The researcher conducted a literature search in early 2008, and replicated it in 

December 2013. In the time between the two searches, the literature expanded 

dramatically from fewer than 350 articles to over 1200 articles. The researcher used 

EBSCO Host (Academic Search Premiere, MEDLINE and Psychological and Behavioral 

Sciences Collection) to find studies conducted in Anglophone countries using the 

following search terms:  

1) Muslim(SU) AND American AND alcohol (2 results, 1 relevant) 

2) South Asian(SU) AND American AND alcohol (10 results, none relevant) 

3) Arab(SU) AND American AND alcohol (27 results, relevant: 5 

alcohol/substance use, 2 general health, 3 new tobacco articles) 

4) Muslim(SU) AND American AND tobacco (2 results, none relevant) 

5) Arab(SU) AND American AND tobacco (21 results, 3 new and relevant) 

6) South Asian(SU) AND American AND tobacco (6 results, none relevant) 

7) Muslim(SU) AND American AND violence (21 results, none relevant) 

8) Arab(SU) AND American AND violence (27 results, 1 relevant) 

9) South Asian(SU) AND American AND violence (13 results, none relevant) 

The original search located 8 relevant articles about health risk behaviors. In total, 

the researcher reviewed 27 articles between the articles located using the search above 

and additional articles located either through reference pages or in journals that were 

focused on topics relevant to the study (e.g., a special issue on Arab American health). 

Most of the research studies focused on ethnic group rather than religious group; the 
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authors inquired briefly about religious affiliation within their demographic questions but 

only conducted cursory analyses regarding how religious affiliation impacted study 

findings. Most focused on college aged individuals or adults, though several sampled 

adolescents. The one study that examined how often Muslim Americans may engage in 

multiple health risk behaviors indicated that 58.5% of college students from Muslim 

families reported engaging in at least one risk behavior within the past year (Ahmed, 

Abu-Ras, & Arfken, 2014). Of them, most (77.6%) engaged in two or more risk 

behaviors (Ahmed et al.). Religiosity was significantly related with lower self-reports of 

risk behavior (Ahmed et al.). The following sections describe the literature by theme. 

Health Risk Behaviors among Muslim Youth 

Substance Use 

The bulk of the literature located about substance use among Muslim, Arab, and 

South Asian Americans explored tobacco use, and a smaller set of studies examined 

alcohol and substance use. A few general health studies provided preliminary prevalence 

information of alcohol and tobacco use among either college students or adults. For 

example, one study found a prevalence of 37.3% for tobacco use (excluding hookah use) 

among college students from Muslim families, with males reporting a significantly higher 

rate (43.7%) than females (25.5%) (Ahmed, Abu-Ras, & Arfken, 2014).  

The vast majority of the substance use literature on Muslim, South Asian, and 

Arab adolescents also focused on tobacco use. In addition to cigarette use, the articles 

identified hookah/sheesha/narghile (water pipe) and paan (a substance chewed and 

sometimes contains chewing tobacco) as being of concern among these populations. Most 
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of the researchers who discussed tobacco use among adolescents collected their own data, 

and discussed predictors for tobacco use using multivariate analyses. 

Most of the articles about alcohol and substance use were either secondary data 

analyses or qualitative studies that interviewed a small sample of respondents. These 

articles focused on establishing prevalence and exploring which factors may be 

associated with substance use for future research. One such article explored the 

interaction between South Asian identity and substance use and reported “near universal 

disapproval for alcohol and cigarette use” (p. 660) among South Asians (Bradby, 2007). 

Bradby went on to say that shame was evident when the young people she interviewed 

reported their use of drugs. She found that 14-15 year old Asians were significantly less 

likely to use tobacco, drugs, or alcohol than their non-Asian counterparts, and the rates of 

experimentation and use among Asian women increased very slightly as they graduated 

high school and entered college (Bradby, 2007). 

Tobacco use among Arab youth. Prevalence of tobacco use among Arabs in 

Middle Eastern and North African countries is reported to vary between 30 and 70% 

(Jamil et al., 2009), and is reported to range between 13 and 52% among Arab American 

adults (Jadalla & Lee, 2012; Jamil et al.; Sarsour et al., 2010). This wide range may 

reflect of the diversity of their countries of origin. Among Arab adults who smoke, higher 

assimilation into the American culture (vs. separation) was associated with more 

smoking, and more dependency on tobacco (Al-Omari & Scheibmeir, 2009). Generally, 

tobacco use rates for men far outnumbered those for women (Grekin & Ayna, 2012; 

Islam & Johnson, 2003; Jadalla & Lee; Jamil et al.; Sarsour et al.). Hookah use was just 

as common, if not more common, than cigarette use among Arab Americans (Jamil et al.; 
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Rice, Weglicki, Templin, Jamil, & Hammad, 2010) and was the most common way that 

Arab American adolescents use tobacco (Rice et al., 2006; Rice et al., 2007; Weglicki et 

al., 2007). This may be due to the ease of access (Grekin & Ayna). For context, lifetime 

use of hookah/narghile/hubble bubble among U.S. college students ranged between 15.1 

to 41%, and individuals who reported use in the past month ranged between 7.2 and 

21.1%, while Middle Eastern college students overseas reported rates between 43 and 

61%, and 5.6 and 43.3% respectively (Grekin & Ayna). High rates of narghile use may 

have reflected the widespread perception that this form of tobacco is less addictive, less 

harmful, more socially acceptable or more popular than cigarettes, though the groups that 

used each form of tobacco overlapped (Grekin & Ayna). 

Estimated prevalence of current tobacco use among Arab American adolescents in 

school samples was between 6.9 and 18% (Rice et al., 2006; Islam & Johnson, 2003) and 

between 34-45% reported having smoked in their lifetimes (Islam & Johnson; Rice, 

Templin, & Kulwicki, 2003; Rice et al., 2010). Fifty percent of students reported 

susceptibility to smoking (Islam & Johnson). The average age of initiation (12) was 

younger than the average reported in the U.S. (14) but similar to data in the Middle East 

(Rice et al., 2003). Use increased dramatically by age, with rates of narghile use far 

outpacing cigarette use (14 year olds: cigarettes 1% regular users; 15% experimented; 

23% experimented with narghile; 18 year olds: cigarettes 14% regular users; 44% 

experimented; 40% experimented with narghile) (Rice et al., 2006). Seventeen percent of 

Arab American girls had smoked within the past 30 days, which was lower than the rate 

in the general U.S. population (27%), but higher than that found in the Middle East (1 to 

10%) (Rice et al., 2003). Overall smoking rates seemed to be higher than those found 
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overseas (Islam & Johnson); this could reflect changing cultural norms or rates that were 

previously underestimated given the taboos around this topic, especially for girls. 

Among a clinic sample of Arab youth respondents (average age: 13.20 years) 

24% of males and 17% of females reported smoking, one third had smoked in the last 30 

days, and a fifth were smoking daily (Rice et al., 2003). On average, they smoked 6.41 

cigarettes per day, and had 1.88 friends that smoked, (Rice et al., 2003). Most (68%) 

smokers reported that they had tried to stop at some point (Rice et al., 2003). 

There were some surprising trends among Arab American youth regarding 

cigarette use. Muslim Arab-Americans had consistently lower smoking rates than 

Caucasian Americans, and consistently higher rates than African Americans of the same 

grade (Islam & Johnson, 2003). However, the rates were lower than those among 

Hispanics when in the 8th grade but did not differ significantly by 10th and 12th grade 

(Islam & Johnson). Older Arab American youth (Baker & Rice, 2008), and those who 

had peers who smoked (Baker & Rice; Islam & Johnson, 2003; Kulwicki & Rice, 2003; 

Rice et al., 2003) were much more likely to experiment with tobacco, which in turn was 

strongly related to current smoking (Baker & Rice).  

For Arab American adolescents, smoking was associated with poor grades, stress, 

and being targeted with advertising and mail offers for tobacco products (Rice et al., 

2003). Those who had many family members who smoke, who were exposed to many 

hours of smoking each day, and who believed that tobacco can help one make friends 

were also more likely to smoke (Rice et al., 2003). These factors appeared to be 

overrepresented in this cultural group (Rice et al., 2003) as Arab American youth 

reported smoking is sometimes important for hanging out with friends (Kulwicki & Rice, 
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2003; Rice et al., 2003). Smoking was also more prevalent in those individuals who had 

positive beliefs about it (Islam & Johnson; Kulwicki & Rice; Rice et al., 2003), had a 

present orientation (Kulwicki & Rice; Rice et al., 2003), or were male (Islam & Johnson). 

Respondents also reported that it is easy to get access to, and that there were many 

barriers to quitting (Kulwicki & Rice; Rice et al., 2003). 

Though Rice and colleagues (2006) did not use Problem Behavior Theory’s 

Protection-Risk model to frame their large school-based study exploring predictors for 

adolescents’ current cigarette smoking, experimentation with cigarettes, and 

experimentation with narghile smoking, their findings were consistent with this model. 

Therefore, this author organized the discussion of their findings by the Protection-Risk 

model’s constructs. Rice and colleagues (2006) found that predictors for current cigarette 

smoking included: models risk (proximal variables: friends smoke, brother(s) smoke, 

sister(s) smoke, and three or more buddies smoke; distal variables: Mom born in U.S., 

English first language); opportunity risk (smoking narghile, offers of tobacco, age); and 

vulnerability risk (gender, school grades of C or lower). Predictors for experimenting 

with cigarettes also fell into similar categories: models risk (proximal variables: friends 

smoke, brother(s) smoke; distal variable: English spoken in home); opportunity risk (age, 

narghile use, offers of tobacco; tobacco easy to get; got ads from tobacco company); 

vulnerability risk (grades C or lower) (Rice et al, 2006). Predictors for experimental 

narghile smoking were: models risk (proximal variables: sister(s) smoke, friends smoke, 

mom smokes; distal variable: Arab American); opportunity risk (easy access); and 

vulnerability risk (gender, stress) (Rice et al, 2006). Other literature posited that parental 

tobacco use (Baker & Rice, 2008; Islam & Johnson, 2003) self-esteem, school 
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performance (Baker & Rice), and family advice about smoking (Islam & Johnson) were 

not related to youth tobacco use. However, given that the mean GPA of this sample was a 

B (Baker & Rice), there may not have been an adequate range of high and low 

performing youth to detect that relationship. 

A few studies reported high rates of tobacco smoke exposure among Arab 

Americans (Al-Omari & Scheibmeir, 2009; Rice et al., 2006), with adolescents reporting 

that they were exposed to secondary smoke for an average of 2.45 hours in home and 

2.75 hours outside of the home per day (Rice et al., 2006). Among adults, exposure to 

smoking significantly correlated with dependence (Al-Omari & Scheibmeir). 

Taken together, the literature indicated that those who were male and those who 

had stronger Arab identity, easy access to narghile (hookah) or cigarettes, and more 

individuals in their social support systems who were smokers (family and friends) were 

more likely to experiment with narghile (hookah) and with cigarettes. Those who 

experienced stress and difficulty at school were also at increased risk to begin smoking 

and become regular tobacco users. Protective factors included seeing negative 

consequences of smoking, and religious advice (Islam & Johnson). Religious influence 

was protective for girls but not boys, while gender-specific norms were a risk factor for 

male susceptibility to smoking but not for girls (Islam & Johnson). There were some 

promising early results for interventions targeting tobacco use among Arab American 

adolescents (Rice et al., 2010) that merit further exploration. 

Tobacco use among South Asian youth. Among South Asians religion, 

ethnicity, and gender only accounted for 10% of the variance in cigarette use in South 

Asian adolescents (14-15 yrs.) and young adults (18-20 yrs.) (Bradby & Williams, 2006). 
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Respondent gender was related to tobacco use; Asian men exhibited no significant 

difference in tobacco use when compared to non-Asian men, while Asian women had 

significantly lower rates of tobacco use than their non-Asian counterparts (Bradby, 2007). 

Alcohol and other substance use. Though traditional rates of alcohol use among 

Muslims, South Asians, and Arabs were low (1% of Muslim Arab American adults as 

compared to 40% of Christian Arab Americans, Jadalla & Lee, 2012), other studies 

indicated that 40-50% of Muslim college students reported drinking within the past year 

(Abu-Ras, Ahmed, & Arfken, 2010; Arfken, Arnetz, Fakhouri, Ventimiglia, & Jamil, 

2011). Alcohol use was associated with other substance use and was lower among 

students who reported that their parents disapproved of alcohol use (Abu-Ras et al.). 

Those who avoided using alcohol tended to cite their religion or values (Abu-Ras et al.).  

In another study, religion, ethnicity, and gender were found to explain more of the 

variance among 18-20 year old South Asians than 14-15 year old South Asians (Bradby 

& Williams, 2006), this indicated that the impact of religious and cultural factors may 

become more pronounced over time.  

A secondary data analysis of data collected among college students in 2001 

indicated that the prevalence of illicit drug use among students from Muslim families was 

24.6%, with no significant differences between the genders (Ahmed, et al., 2014). A set 

of studies led by Arfken examined substance use of clients in treatment, pathways to 

treatment, and barriers to treatment among Arab Americans in Michigan using 

admissions databases, focus groups, and interviews with clients. She found that the 

admission rates for Arab Americans were lower than their proportion of the Michigan 

population (Arfken, Kubiak, & Koch, 2007; Arfken, Berry, & Owens, 2009), and among 
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this group 20% were female (Arfken, Berry, et al., 2009). Some reported initiating 

substance use in adolescence though others initiated later (Arfken, Kubiak, & Farrag, 

2009), and mean years of use was less than that of their counterparts though other 

characteristics were similar to other ethnic groups (Arfken et al., 2007). The most 

common substances used included alcohol (34.8%), marijuana (17.9%), heroin (17.4%), 

crack (15.6%), and other opiates (8%) (Arfken et al., 2007). 

She also found that Arab Americans experienced stigma for not just substance 

abuse but also for substance use (Arfken, Berry, et al., 2009). Legal problems and family 

pressure drove admissions, and peers who did not support treatment, stigma, and lack of 

knowledge about substance abuse and/or treatment options hindered help-seeking 

(Arfken, Berry, et al., 2009). 

Half of clients receiving treatment had witnessed five or more traumatic events, 

and the majority (60%) had witnessed at least one (Arfken, Berry, et al., 2009). All of the 

clients with PTSD symptoms indicated that the symptoms increased their use of alcohol 

or drugs (Arfken, Berry, et al., 2009). Among Muslim and Arab college students, rapid 

social change, or disintegration in the society of origin, and trauma were related to 

alcohol use, and recalling trauma appeared to aggravate use (Arfken et al., 2011).  

Factors impacting abstinence. The vast majority of South Asians were very 

secretive about their substance use due to the close parental surveillance of their 

behavior, as well as by non-parental ethnic community members. The social 

consequences of being discovered were weighty as “gossip governed access to the honour 

[sic] community” (Bradby, 2007, p. 667), and for some caused much distress. The fear of 

reprisal was the most often cited reason for not experimenting with alcohol or tobacco, 
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and the health benefits of abstinence were often a positive byproduct rather than an active 

part of the decision-making process.  

Muslim girls who did not wear hijaab or follow strict gender segregation norms 

of the communities in which they resided felt that elders in their communities looked 

down upon them (Sirin & Fine, 2007). In some cases, the gossip of the elders seemed to 

engender the development of dual “personalities” among young people (male and 

female), one displayed among the elders and one for socializing with other young people 

(Bradby, 2007). Alternatively, sometimes the close monitoring by elders actually resulted 

in the youth openly behaving as he/she wished, but with a sense of frustrated resignation 

that his/her reputation could never be salvaged (Bradby). 

Religious and gender group differences in substance use were distinct, and 22% 

of abstaining Asians cited religious reasons (74% of Muslim men who abstained, and 

81% Muslim women who abstained), while none of the abstaining non-Asians cited 

religious reasons (Bradby & Williams, 2006). Muslims’ experimentation with and use of 

alcohol was rare, and usually less than that of Sikhs and Hindus (Bradby, 2007; Bradby 

& Willams, 2006). 

Asian men tended to drink alcohol only during special events such as bhangra 

(dance) celebrations or weddings, and severely curbed their drinking in the presence of 

elders (Bradby, 2007). Though the rates of drinking among Muslim, Sikh, and Hindu 

women were relatively low at 14-15 years, Sikh and Hindu women’s drinking showed 

sizable increases in the 18-20 year old group, which resulted in the rates being 

significantly higher than those of Muslim women of the same age, but still lower than 

that of Christian 18-20 year old women (Bradby & Williams, 2006). The stark 



   

57 

 

differences between Muslim and Sikh/Hindu use of alcohol likely reflected Islam’s 

prohibition of alcohol use (Bradby, 2007). 

Muslim men more commonly and more publicly engaged in tobacco use, than 

Hindu and Sikh men (Bradby, 2007). Most Muslim women “who confessed to rebellious 

experimentation always described cigarette use” (Bradby, p. 668). Sikh and Hindu 

women had lower experimentation with tobacco than Muslim women, though both 

groups use of tobacco was significantly less than that of Christian women (Bradby & 

Williams, 2006). This was likely reflective of Sikh religious prohibitions of tobacco use. 

However, the influence of this prohibition on the rates of tobacco use was less powerful 

than the influence of Islam’s prohibition of alcohol on Muslims’ use of alcohol. Religious 

differences were not found in the rates of other drug use (Bradby & Williams, 2006). 

Asian women tended to be much more impacted by their multiple identities and, 

for them, substance use brought up issues of honor, morality, their marriage-ability, and 

perceptions of their chastity or promiscuity (Bradby, 2007). Asian women also seemed to 

have less access to substances as parents tended to keep them home while young men, 

especially those who worked or went to college, had more contact with older men who 

engaged in substance use (Bradby). The community tended to tie men’s use, unlike that 

of women’s use, to a weakness or a bad habit rather than being dishonorable. However, 

with increased use it became more likely that the community would view a young man’s 

reputation as “tarnished” (Bradby). 

Generational trends. Among Arab youth, the smoking rates reported above are 

comparable to rates reported for Arab adults (Rice & Kulwicki, 1992). However, though 

all Asian Britons reported lower substance use than non-Asian Britons, there are 
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indications that the rates of substance use among Asian young adults are higher than 

those of their parents’ generation (Bradby & Williams, 2006). It appeared as if some 

factors protecting young Asians from engagement in alcohol, tobacco, and drugs have 

become less potent. No research found followed the trajectories of young adults’ 

substance use to explore how use changes as they age. Regardless, such trends raise 

questions about increased health risk in future generations, and how the Muslim 

American community may respond to such trends. 

Sexual Behavior 

A cross-sectional study with some retrospective questions compared sexual 

behavior and expectations between South Asian and Caucasian young adults (18-20 yrs.) 

(Bradby & Williams, 1999). In their sample, a majority of the Asian respondents were 

Muslim (79%) and the majority of the non-Asians were Christian (99%). Bivariate 

analyses indicated that Asian women were significantly less sexually experienced at age 

16, and were on average 1 year older at first intercourse than their non-Asian counterparts 

(Bradby & Williams, 1999). The partners of these young Asian women were, on average, 

2.5 years older than the partners of non-Asian women. They were also significantly less 

likely to use contraceptive pills. However, ethnic differences with regard to sexual 

experience were not found between Asian and non-Asian men, though Asian men were 

significantly less likely to use a contraceptive method (condom or withdrawal) (Bradby & 

Williams, 1999). 

 Asians that reported not engaging in sex reported that religion (men 59%, women 

83%), wanting to meet right man/woman (men 38%, women 46%), and family 

disapproval (men 14%, women 27%), were the primary reasons for that decision (Bradby 
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& Willams, 1999). Further, they were more likely to belong to a religious group, report 

that religion is quite or very important to them, and expect to be married and to have kids 

within next 5 years. On the other hand, non-Asians were more likely to report that in the 

next 5 years they will quite or very likely cohabit with a significant other (Bradby & 

Williams, 1999). 

 A second study analyzed data collected from college students in 2001. The 

authors analyzed data for the 135 students that reported they were from Muslim families. 

Prevalence for lifetime sexual intercourse among never married students was 53.8% with 

no significant differences between males (57.1%) and females (47.6%) (Ahmed, et al., 

2014). Among those who were sexually active the majority (66%) either never or 

sometimes used condoms during sexual intercourse (Ahmed et al.). 

 These limited studies about sexual behavior do not establish the prevalence of the 

rates of sexual intercourse, sexually transmitted infections, and teenage pregnancy. 

However, these findings do raised concerns about the increased risk for STI’s in Asians 

Britons and Muslim Americans who are sexually active. The contextual literature also 

raised concerns about the difficulty of locating and supporting sexually active youth to 

make less risky decisions. In addition, given the gender disparity found among Asian 

Britons the trend could have implications for the sexual health of their future marital 

relationships. 

Violence 

 Black and colleagues (2013) studied a population of 196 Iraqi American refugee 

adolescents in the Midwest and found a large number of them had experienced violence 

perpetration and victimization. Approximately half of their sample was in grades 5 
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through 7 and half were in grades 8 through 10 and the mean age of their sample was 

13.8 years old. Eighty percent had been in the U.S. about 5 years or longer. Black and 

colleagues found that 31.3% had experienced, 74.5% witnessed, and 80.5% had heard 

about community violence. Males were more highly represented in each category and 

were more likely to report feeling their school was unsafe, even though boys and girls 

reported experiencing bullying at a similar rate (Black et al.). When asked about how 

many acts of violence they knew about among friends who were secretly dating, males 

reported knowing about more teen dating violence. Both girls and boys reported 

generally more accepting attitudes for scenarios describing male perpetrated violence 

rather than female perpetrated violence (Black et al.). When asked about acts of child 

maltreatment, 4.7% reported sexual abuse, 17.9% reported at least one act of severe child 

abuse (including sexual abuse), and 26% reported at least one act of neglect; the mean 

number of acts experienced was 1.37 overall and 0.4 for those acts considered severe 

(Black et al.). 
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CHAPTER 5: METHODOLOGY 

Introduction and Design 

Research about acculturation and substance use showed that Muslim Arabs and 

Christian Arabs, Muslim South Asians and Hindu and Sikh South Asians have different 

group trends regardless of their shared ethnic backgrounds (e.g., Amer & Hovey, 2007; 

Bradby, 2007; Bradby & Williams, 2006), but there is limited information that compared 

Muslims from different ethnic backgrounds. Therefore this dissertation study contributes 

to the literature by examining health risk behaviors among Muslim American adolescents 

of multiple ethnic groups.  

This dissertation study utilized a cross-sectional computer-assisted survey to 

collect data from Muslim American child immigrants and children of immigrants in the 

Washington, D.C. and Baltimore Metropolitan areas. The following sections describe in 

more detail the methods used for this dissertation study including, the selection criteria, 

the characteristics of the sample, the procedures, measures, and methods of analyses. 
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Participants 

The target populations for the study were South Asian9 or Arab10 child 

immigrants and children of immigrants who were: 

1) Aged 12-17 years 

2) Self-identified as Muslim 

3) Living in the Washington, D.C. or Baltimore Metropolitan Area 

4) Currently living with at least one of his/her biological parents 

5) Reasonably fluent in English11, and 

6) Either child immigrants or were the child of at least one immigrant parent 

The child immigrant group was further limited to those children who: 

1) Immigrated to the U.S. with at least one biological parent, and 

2) Immigrated before the age of 10 

Youth who were under the supervision of a parole officer were not eligible to participate. 

Ninety youth completed the screening interview. The most common reason for 

ineligibility was not living within the target geographic area or not fitting the ethnic or 

age criteria. However, three people were screened out after they answered “Prefer not to 

answer” to whether or not they were under the supervision of a parole officer. Of the 

                                                 
9 Defined as the following countries: India, Pakistan, Bangladesh, and Afghanistan 

10 Defined as those countries that are members of the League of Arab States, which includes: Egypt, Iraq, 

Jordon, Lebanon, Saudi Arabia, Syria, Yemen, Libya, Sudan, Morocco, Tunisia, Kuwait, Algeria, United 

Arab Emirates, Bahrain, Qatar, Oman, Mauritania, Somalia, Palestine, Dijbouti, and Comoros (03/29/2008, 

http://en.wikipedia.org/wiki/Arab_league).  

11 Defined as a self-reported score of three or above to the question: How easy is it for you to read, write, 

and speak in English? (Response options: 1 (very difficult) to 5 (very easy)). 
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youth that completed the screening interview, 71 were eligible, and 63 were interested in 

taking the survey and had parental buy-in to do so. The researcher was unable to schedule 

an appointment with six participants before the data collection period ended. The final 

sample consisted of 57 participants (23 males (40.4%), 34 females (59.6%)) who were, 

on average, 14.86 years old (mode: 15 years, range 12-17 years), and most were in ninth 

or tenth grade.  

Procedures 

Phase 1: Preparation 

The researcher wrote the Mosaics Survey Manual, and created an eligibility 

screening guide to assist in determining eligibility. The researcher developed a brand 

(Mosaics), including a logo, a project name, colorful and consistent themes for all 

advertising materials, and a study website to provide both name recognition, and clear, 

concise information about the research study. She also developed a referral list of mental 

health professionals who have experience with Muslim youth for distribution to all 

participants in the study. The referral list also included supplementary resources 

including an online directory of Muslim mental health providers and telephone numbers 

for crisis hotlines. The researcher prepared and submitted the Institutional Review Board 

(IRB) application. 

Human subjects protections. The Office of Human Protections under the 

Department of Health and Human Services mandates research with children follow 

stringent guidelines to ensure participants in research studies are not placed at risk 

(USDHHS, 2008). As a result, the researcher developed extensive procedures written in 

the Mosaics Survey Manual that took into account the need to garner parental permission 
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and youth assent, to protect the privacy of participants and their families, and to ensure 

the confidentiality of the data collected. Considering the survey contained sensitive items 

such as drug and alcohol use and sexual behavior, the author applied for and received a 

Certificate of Confidentiality from the National Institutes of Health (NIH) to avoid 

having to report status crimes and illegal drug use. However, this did not change the 

requirement to report situations in which the respondent divulged intent to harm self or 

others, or reported child maltreatment. The Mosaics Survey Manual described the 

procedures to: (1) check whether an assessment was required, (2) conduct a risk 

assessment, and (3) proceed in situations where the assessment indicated current or 

intended harm to self, harm to others, or child maltreatment. 

The Institutional Review Board (IRB) of the University of Maryland, Baltimore, 

received the application in January 2011. They determined a Data Safety Monitoring 

Board (DSMB) needed to supervise this dissertation study. Once DSMB procedures were 

established and the Certificate of Confidentiality obtained, the IRB approved the study in 

February 2012. Quarterly reports were prepared for the DSMB that contained preliminary 

data, with a focus on situations in which risk assessments were required. 

Phase 2: Engagement of Youth, their Parents, & Community at Large 

Following IRB approval, the researcher employed a variety of strategies to 

provide information about the study within the Muslim American community. Many of 

the individuals she spoke to were skeptical of the research. In order to gain support, the 

researcher spent significant time speaking to Imams, other community leaders, Youth 

Directors, staff at masaajid, Boy Scout leaders, and parents engaged in community 
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programs about the research aims and procedures. Each community had its own culture, 

needs, and concerns.  

Some organizations, especially ones whose leadership was familiar with the 

researcher and her work, were quicker to respond to requests for meetings to learn more 

about the dissertation study. Each had a different organizational structure and a different 

process for evaluating and approving requests for advertising using the organization’s 

platform. Some organizations asked the researcher to meet with the youth director, the 

Imam, or an administrative representative to describe the study, and the help the 

researcher was requesting. Others assembled a group of stakeholders to discuss the 

project details. Sometimes the group that met with the researcher had been given the 

authority to approve or deny the request for partnership, and other times they were tasked 

with gathering information to be presented to decision-makers at the organization. On 

average, it took approximately three months to move from first contact, to meeting with 

key organization representatives, to reaching a decision about whether the group would 

permit recruitment through their organization. 

Community contacts aided the researcher to appropriately navigate the social 

milieu and to ensure that key community gatekeepers participated in the decision to allow 

recruitment. The researcher was unable to successfully engage Islamic schools as partner 

organizations and the primary efforts focused on engaging masjid youth programs. In all, 

seven masaajid or community groups partnered to advertise the study. Each partnership 

had different nuances; the masjid’s level of engagement depended heavily on the 

excitement and availability of the local community contact. This later facilitated entry 

into weekend school programs in a few of the masaajid once the 2013 school year began. 
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The researcher also employed a variety of strategies to engage Muslim American 

families and reach potential respondents including: printed advertisements posted in the 

masaajid; advertisements sent on community listservs; announcements at youth or parent 

events and weekend school programs; advertising plugs by speakers who were addressing 

the community about topics relevant to youth and their parents; volunteers who 

approached youth during conferences and at the masaajid; and conversations with 

individuals who came to booths that were set up at Muslim events. In an attempt to get 

access to youth who did not frequent the masjid, the researcher placed a few posters at 

locations (e.g., halaal meat markets) that Muslims may frequent.  

When the researcher spoke with potential respondents and their parents, there was 

a dual engagement process; both had to buy into and be comfortable with participating. 

Youth needed to be interested in volunteering their time and information about 

themselves. Respondents’ parents considered whether they were comfortable with their 

child sharing information about themselves and the family. They also considered whether 

they wished their child to answer questions on the topics included. Most parents carefully 

inquired about privacy and confidentiality and evaluated how much they could trust the 

research and the researcher. Buy-in for parents also meant they needed to assess the 

logistics of meeting the researcher in person to complete the survey. 

The unexpected efforts of individuals in the “auntie-network” (Bradby, 2007) 

were exciting. In other words, there were parents (mostly mothers) of potentially eligible 

young people who spoke to the researcher to get more information about the study, and 

then took the time and energy to advertise it among friends within their social circles. The 

“friend to friend” referral provided increased buy in among a population of parents with 



   

67 

 

children who were approximately the same age, about the researcher’s trustworthiness 

and the value of the study. 

Eligibility. In most instances, the researchers conducted eligibility screening over 

the telephone or in private at a public location (e.g., conference, weekend school 

program). A screening guide provided the researchers consistent language to determine if 

the youth fit the eligibility criteria for this study. 

Phase 3: Data Collection 

Obtaining Consent and Assent. Once screened into this dissertation study, the 

researchers obtained consent and assent depending on the logistics of data collection. If 

both the parent and youth planned to be present during the data collection appointment 

(e.g., at a library, donated office space, or respondent’s home), the main points of the 

consent form were discussed over the telephone prior to making the appointment. The 

researcher then reviewed the consent form with both the parent and the youth in detail 

shortly before the respondent started the survey. After the parent left the room, the 

researchers obtained assent from the youth. Alternatively, if the respondent planned to 

complete the survey during a weekend school program, the researcher discussed the 

consent form with the parents either in person or over the telephone before they signed 

and returned the form to the researcher. The assent was always obtained shortly before 

the youth participant began the survey 

Administration. After consenting, participants completed the survey using a 

computer-assisted interview on one of two laptops loaded with a program called 

MediaLab. Most surveys were administered at libraries or donated office spaces in order 

to encourage youth to be more forthcoming than they might at a school, mosque, or at 
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home. However, some participants completed the survey at their homes or at the masjid 

at the request of their parent. Most participants completed the survey in approximately 40 

minutes (range: 25-55 minutes). Participants received one gift certificate for a movie 

ticket for their participation in the survey. 

The researcher programed MediaLab to prepare a report at the completion of the 

survey administration which included scores on the mental health measures, responses to 

the TESI questionnaire (Ford & Rogers, 1997), and the respondent’s answers to 7 critical 

items in the TSCC-A (Briere & PAR staff, 1996). Any non-zero answer to these 

questions requires further attention as they inquire about potential maltreatment or intent 

to harm self or others and could indicate the respondent is in severe distress. Researchers 

accessed the report once the participant completed the survey and determined if any 

further assessment was required to ensure participant safety.  

Additional Data Collectors. For the majority of the data collection period, the 

researcher was the only Survey Administrator. For the period spanning from August to 

November 2013, a research assistant (South Asian, female, MA in psychology student) 

was hired and trained to assist during day-long or weekend-long data collection events. 

She made announcements, helped recruit interested individuals at a conference, spoke 

with potential respondents and their parents if they had questions, conducted eligibility 

screenings, helped participants get started on the survey, and checked flagged responses. 

She also assisted with logistical tasks like helping to set up the data collection space, 

getting students from class when a computer was open, etc. The researcher was 

responsible for talking to young people about the flagged responses report and 



   

69 

 

conducting any risk assessments required. If a discussion with the parent was required, 

the primary researcher had that conversation.  

Measures 

Survey questions inquired about demographics, immigration-related experiences, 

trauma, mental health symptoms, social support, identity, religiosity, spirituality and 

behavior. Standardized instruments assessed trauma, social support, religiosity, 

spirituality, and risk behavior. The researcher developed additional questions to 

supplement those included in previously developed instruments (see Appendix A). 

Demographics 

Demographic questions gathered information about the youth and his/her family. 

These questions included age, gender, ethnicity, religious affiliation, and immigration 

questions focusing on country of origin, reasons for immigration, and names of other 

countries where the family lived. Some questions were from standardized instruments, 

and the researcher modeled others off of the Pew Research Center’s (2007) survey about 

Muslim Americans. 

Trauma and Mental Health 

Trauma Exposure. In order to determine which traumatic events the respondents 

experienced, the survey included a modified version of the Traumatic Events Screening 

Inventory for Children (TESI-C) (Ford & Rogers, 1997). The TESI-C asks whether the 

child has ever experienced 18 different potentially traumatic events, including sexual 

molestation, and one unspecified trauma question. It also includes three follow up 

questions about each event: if they experienced it, did it make them feel (1) scared, (2) 
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helpless, or (3) disgusted/horrified by it. The instrument then asks open-ended questions 

to gain further information about the events experienced.  

For the purposes of this dissertation study, the researcher dropped the open-ended 

questions, the question about sexual molestation, and the question about the unspecified 

trauma. The respondents checked off which of the remaining events they had 

experienced. For each positive response, participants answered the closed-ended follow 

up questions (1-3 above). This translated into maximum of 68 items. 

Previous studies that used the TESI-C reported interrater reliability that ranged 

from 0.73 to 1.00, test-retest reliability from 0.5 to 0.7, and correlations between parent 

and child versions of the test ranging from 0.64 to 0.79 (Ford et al., 1999). Reliability 

scores were not available for the current sample as there is no parental comparison 

measure for trauma experiences. 

Trauma, Depression, and Anxiety Symptoms. The Trauma Symptom Checklist 

for Children, short form (TSCC-A) is a shortened version of the TSCC (Briere & PAR 

staff, 1996). The original scale is a 54 item measure with responses ranging from: 0 

(Never) to 3 (Almost all of the time). It also includes six clinical subscales that measure: 

anxiety; depression; anger; posttraumatic stress; dissociation; and sexual concerns (Ohan, 

Myers, & Collett, 2002). The TSCC-A excludes the sexual concerns scale which reduces 

the items to 44, and is general used in circumstances where the setting, culture, or 

political environment make the administration of the full scale inappropriate. For 

example, the two studies that used this measure in majority Muslim countries chose to 

use the TSCC-A rather than the full measure (Hestyanti, 2006; Mohammadkhani, 

Dogaheh, Nazari, & Mohammadi, 2004). One also dropped the suicide item as they were 
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concerned that respondents may find the question inappropriate in their cultural 

framework (Hestyanti). In this dissertation study, the depression, anxiety, and trauma 

subscale scores were used to assess the mental health of the respondents. 

The TSCC subscales have good construct validity with measures of internalizing 

(Depression, Anxiety, Posttraumatic subscales) and externalizing (Anger, Dissociation, 

and Sexual concerns subscales) symptoms. It also contains two validity scales to detect 

over- and underreporting (Ohan et al., 2002). Reported Cronbach’s alphas range from 

0.70 – 0.90 for the subscales and 0.89 for the total scale (Briere & PAR staff, 1996; 

Ohan, et al.). The subscales found to be least reliable were the sexual concerns scale, 

which was not used in the dissertation, and one of the validity scales (Ohan, et al.). In this 

sample, the Cronbach’s alpha for the full TSCC was 0.929. The subscales varied 

considerably from 0.684 of the anxiety subscale to 0.830 of the dissociation subscale. The 

other subscales had Cronbach’s alphas of 0.744 (depression subscale), 0.780 

(posttraumatic symptoms subscales), and 0.787 (anger subscale). The developers of the 

TSCC-A included the items “feeling scared of men” and “feeling scared of women” in 

two subscales (trauma and anxiety). The data for this dissertation study indicated that 

both subscales would have had higher reliability if those two items were deleted. The 

anger subscale would have had higher reliability if the items about arguing and wanting 

to hurt others were deleted. Both of these trends may indicate a need for additional 

research into the reliability and construct validity of this scale among Muslim Americans. 

 Studies that used the TSCC-A had samples that included a variety of 

economically and ethnically diverse young people (Ohan, et al.). Scores improved as 

individuals underwent therapy (Lanktree & Briere, 1995). The discriminant validity of 
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scale was found to be strong with an Iranian sample (Mohammadkhani et al.). In 

addition, 84% young people who experienced the 2004 tsunami in Indonesia scored 

above the clinical cutoff on the TSCC-A (Hestyanti). Most of these 11-15 year olds 

displayed their symptomatology via aggression, irritability, decreased concentration, and 

decreased performance in school (Hestyanti). Findings also indicated that the TSCC-A 

was negatively correlated with self-esteem (Mohammadkhani et al.).  

Perceived Social Support and Identity 

Social Support. The Multi-sector Social Support Inventory (MSSI) (Layne, et al., 

2008) is divided into four sections which measure the number and type of supports and 

strains that a young person experiences from his/her family, extended family, peers, and 

adult friends/mentors (Layne et al.). Each section of this unique measure first asks about 

the number of support individuals available to that young person in the category listed. It 

then asks the same 11 scaled items (Range: Never (0) to Almost Always (4)). The young 

person answers nine items to assess the amount of support the individuals in that category 

(e.g., family, peers) provide him/her, and two items that assess the level of conflict and 

burden present in those relationships. “Support” in this measure includes both emotional 

and practical/material support. The researcher used only the nuclear family and peer 

subscales to keep the overall survey’s administration time under one hour. 

Layne and colleagues (2008) tested the measure using data collected from 

secondary school students in Sarajevo, approximately 2.5 years after the cessation of 

conflict. Confirmatory factor analyses demonstrated that the sectors were indeed tapping 

separate domains, and each domain represented the support, conflict, and burden 

experienced by the youth in that social sector (Layne et. al). Three of the subscales 
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(nuclear family, extended family, and peers) significantly negatively predicted depression 

scores (Layne, et. al). Two week test-retest reliability ranged from 0.59 (peers) to 0.81 

(extended family support), and internal consistency ranged from 0.80 (peers) to 0.93 

(adult friends/mentors). The peer subscale were positively correlated (r = 0.66) with the 

peer subscale of the Provision of Social Relations Scale (PSRS), and there was a similar 

correlation (r = 0.60) between the family subscales of the two measures (Layne, et. al).  

In this sample, the researcher performed reliability analyses for four subscales 

(family support, family conflict, friend support and friend conflict. The MSSI-family 

support scale’s Crobach’s alpha was strong (0.882); it would be somewhat improved by 

the removal of the practical support (alpha = 0.886) or material support (alpha = 0.892). 

The MSSI-Family Conflict scale’s Cronbach’s alpha was 0.715. The MSSI-Friends 

Support scale’s Crobach’s alpha was slightly lower than family support (0.730). The 

alpha would be improved somewhat by the removal of the items inquiring about: feeling 

like one “fits in” in their group of friends (alpha = 0.727) and feeling emotionally 

connected with one’s friends (alpha = 0.749). The MSSI-Friends Conflict scale’s 

Crobach’s alpha was considerably lower (0.556) than any of the other scales. 

Family support score was significantly negatively correlated with family conflict 

score meaning that higher support was correlated with lower conflict (r = -0.343, p = 

0.009). Higher family conflict scores were also significantly correlated with higher friend 

conflict scores (r = 0.295, p = 0.026). Higher friends support scores were also correlated 

with higher friends conflict scores (r = 0.269, p = 0.043). 

School belongingness. This dissertation study used a modified version of the 

Sense of Community subscale from the Perceived Neighborhood Scale (PNS; Martinez, 
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Black, & Starr, 2002) to measure how connected the youth felt to his/her school. This 

subscale contains 7 items that assesses the level of trust, belongingness, and support 

offered to one another in the neighborhood, and response options range from strongly 

agree (1) to strongly disagree (5). This subscale was found to be reliable (0.80 or higher), 

highly correlated with the other subscales, and negatively correlated with depression 

(Martinez, Black, & Starr). The researcher retained the scoring for the items and made 

minor modifications to the wording, changing the reference group to “school” rather than 

“neighborhood.” 

In this sample, the Cronbach’s alpha for this scale was good (0.814). Most items 

were significantly correlated with one other. However the item “I can rely on people at 

school” was not significantly correlated with any of the other items, and approached 

significance with only one item (people can trust each other at school: r = 0.259, p = 

0.056). The reliability of the scale would be improved to 0.846 if this item were to be 

deleted. Similarly “I care what my classmates think of my behavior” was only 

significantly correlated with three other items (I feel close to some of my classmates: r = 

0.333, p = 0.012; people are usually warm and friendly: r = 0.305, p = 0.022; people help 

each other at my school: r = 0.345, p = 0.009), and the reliability would be 0.830 if this 

item were deleted. However data analyses used the full scale. 

Identity. The Collective Self-Esteem, Race Specific scale (Luhtanen & Crocker, 

1992) is a 16 item scale divided into four subscales measuring membership self-esteem, 

private self-esteem, public self-esteem, and importance to identity. Respondents select 

from a Likert-type scale ranging from 1 (Strongly Disagree) to 7 (Strongly Agree). 

Reliability for the scale (0.85) and subscales (0.73-0.80) was strong and reasonable 
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convergent validity was demonstrated with the Rosenberg Self-Esteem Scale (Luhtanen 

& Crocker). This dissertation study used this version of the scale to measure the 

respondents South Asian or Arab ethnic identity. 

Sirin and colleagues (2008) modified the CSE-R to create a Muslim and 

American Collective Self-Esteem Scale. It is a 24 item scale that includes three subscales 

(membership self-esteem, private self-esteem, and importance to identity) for each 

identity (Muslim and American). Response options and scoring for this measure were 

identical to the original scale. The Muslim-American CSE Scale functioned reliably in 

their sample (Cronbach’s alphas = 0.84 (Muslim; CSE-M), 0.90 (American; CSE-A), and 

0.74-0.82 (subscales)) (Sirin et al.).  

In this sample, the Cronbach’s alpha for the three scales were good (CSE-

American: 0.804; CSE-Muslim: 0.773; and CSE-Race: 0.778). For the CSE-M deleting 

the item “my Muslim identity is unimportant to who I am” would improve the reliability 

to 0.801. For the CSE-R deleting the item “my race/ethnic group has little to do with my 

self-esteem” would improve the reliability to 0.810. However, the full scales were used 

for the data analyses that follow. 

All the CSE-R subscale scores were significantly correlated with one another (p < 

0.005) except for the importance to identity scale and the public self-esteem scale (r = 

0.39, p = 0.776); they were also not significantly correlated with any of the subscale 

scores on the CSE-A or the CSE-M. The correlations between CSE-M private Collective 

Self-Esteem and CSE-R private Collective Self-Esteem (r = 0.250, p = 0.061) and CSE-

M membership self-esteem and CSE-R public self-esteem (r = 0.248, p = 0.063) 



   

76 

 

approached significance. However, it is clear that the two scales tapped into different 

constructs. 

The CSE-A subscales were also significantly correlated with one another (p < 

0.0005). The CSE-M subscales were all significantly correlated with one another (p < 

0.03). The CSE-A subscale of membership self-esteem was also significantly correlated 

with CSE-M subscale of membership self-esteem (r = 0.584, p < 0.0005). The CSE-A 

subscale of importance of identity was significantly correlated CSE-M subscale of 

importance of identity (r = 0.395, p = 0.002). 

Religiosity and Spirituality 

The researcher developed four items (Table 3) to measure religious behavior since 

both religiosity and spirituality scales included did not ask about religious behavior. 

 

Table 3 

Additional Questions About Religious Behavior 

 

Item 

 

Response Options 

How often do you pray?  

(response options adapted from Francis et al., 

2008) 

(5) Required and additional prayers 

(4) Required prayers only 

(3) Sometimes 

(2) Fridays only 

(1) Never 

 

How often does Islam impact the way you dress? Never                           Always 

  1       2       3       4      5 

 

How often does Islam impact the way you 

choose to spend your time? 

Never                           Always 

  1       2       3      4       5 

 

How often does Islam impact the way you 

behave with others? 

Never                           Always 

  1       2       3      4        5 
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The variable “religious behavior” was constructed by calculating the mean of these items. 

Reliability of this scale in this sample was alpha = 0.673. If the item about prayer was 

deleted the reliability would improve to 0.776. However, the analyses in this dissertation 

used the full scale.  

How much the youth reported Islam influenced his/her behavior was significantly 

correlated with how much Islam influenced his/her dress (r = 0.490, p < 0.0005) and how 

much Islam influenced how the respondents spent his/her time (r = 0.465, p < 0.0005). 

The only other significant correlation was between dress and how respondents spent time 

(r = 0.541, p < 0.0005). Although the correlation between prayer and how respondents 

spent their time approached significance (r = 0.254, p = 0.057). 

The Sahin-Francis Attitude towards Islam scale (SFAI; Sahin & Francis, 2002) is 

a 23 item scale with 5 interval response choices ranging from Strongly Agree (5) to 

Strongly Disagree (1). It assesses the respondent’s relationship to Allah/God and Islam. 

Some questions appear to overlap with the Spiritual Well-Being Scale, and other items 

were distinct. Sahin and Francis (2002) originally developed the measure using a sample 

of English speaking South Asian Muslim 16-20 year olds in England. The measure was 

tested with Muslims living in England and in majority Muslim countries (Khan & 

Watson, 2006), and has a reported an alpha of 0.85 (Francis, Sahin & Al-Failakawi, 

2008). In this sample the scale had a Cronbach’s alpha of 0.928.  

The Spiritual Well-Being Scale (SWBS) (Paloutzian & Ellison, 1991) is a 20 item 

scale with six interval response choices ranging from Strongly Agree (6) to Strongly 

Disagree (1), 10 assessing religious well-being (RWB) and 10 assessing existential well-
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being (EWB). Previous research using the SWBS reported test-retest reliability between 

0.82 and 0.99, (RWBS 0.88-0.92; EWBS 0.73-0.98) and Cronbach’s alphas between 

0.89-0.92 (RWBS 0.82-0.94; EWBS 0.78-0.86) (Paloutzian & Ellison). In this sample the 

SWBS full scale (alpha = 0.909), and both its subscales (religious well-being: alpha = 

0.890; existential well-being: alpha = 0.789) were strong.  

Researchers have used this scale in a variety of settings with a number of 

populations. The reported reference values for the SWBS were Christian (i.e., Alliance, 

Assembly of God, Conservative Baptist, United Methodist, Born Again, Ethical 

Christian, Unitarian, and Evangelical) and “non-Christian” groups (Bufford, Paloutzian, 

& Ellison, 1991). A quick survey of the literature located one dissertation that collected 

data from an Iranian sample, and a handful of articles and dissertations tangentially 

related to the constructs in this research. However, none were directly related to the 

sample or topics in this study. 

Data from this dissertation study suggested that the SFAI and the SWBS measure 

similar constructs, and that they appear to have construct validity. Respondent scores on 

the SFAI were correlated with the SWBS full scale score (r = 0.814, p < 0.0005), and 

both subscales (religious well-being: r = 0.826, p < 0.0005; existential well-being: r = 

0.691, p < 0.0005). The SFAI scale score were also significantly correlated with the 

questions that asked about how often they prayed (r = 0.268, p = 0.044) and how much 

Islam influenced their behavior (r = 0.349, p = 0.008) and dress (r = 0.285, p = 0.032). 

The correlation between the SFAI scale and how much Islam influenced how they spent 

their time approached significance (r = 0.25, p = 0.060). The full scale score for the 

SWBS was also significantly correlated with prayer (r = 0.355, p = 0.007), Islam’s 
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influence on behavior (r = 0.329, p = 0.013) and how one spends their time (r = 0.280, p 

= 0.035). The correlation between the SWBS full scale score with how much Islam 

influenced the way they dress was not significant (r = 0.241, p = 0.071). It appears that 

the existential well-being subscale accounted for most of the relationships between the 

full scale score and Islamic Behavior (prayer: r = 0.367, p = 0.005; behavior: r = 0.361, p 

= 0.006; time: r = 0.283, p = 0.033; dress: r = 0.246, p = 0.066). The existential well-

being scale score was significantly related to only one of the items on the Islamic 

Behavior scale (prayer: r = 0.293, p = 0.027). 

Risk Behaviors 

Traditional Risk Behaviors. The Youth Risk Behavior Survey (YRBS) is part of 

the Youth Risk Behavior Surveillance System (YRBSS) administered biennially by state 

and local agencies to a sample of 9th through 12th graders in nearly all the states (CDC, 

2009b). The YRBS data help track youth risk behavior among adolescents in six 

categories: unintentional injuries and violence; tobacco use; alcohol and other drug use; 

sexual behaviors that contribute to unintended pregnancy and the spread of sexually 

transmitted diseases; unhealthy dietary behavior; and physical inactivity, including being 

overweight (CDC, 2004). 

This dissertation study used a modified version of the 2009 High School Survey 

(CDC, 2009a). The researcher kept the questions about age, sex, and grade, and dropped 

three demographic questions (ethnicity, height, and weight). Additional demographic 

questions followed “Checking in Online,” a scale that assesses Internet and online 

behavior (described below). The researcher then selected questions that addressed 

alcohol, tobacco, drug use, sexual behavior, and violence. Four items assessing: time 
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spent on TV and video games; being taught about HIV and AIDS; and involvement in 

sports teams were also included. She removed all other items. Additionally, the 

researcher modified the language of some of the tobacco items to include sheesha/hookah 

(water pipe) use, and added one question to separate out sheesha/hookah use from 

cigarette use. This left a maximum of 72 questions in the measure. The survey program 

utilized skip logic so respondents would answer follow up questions regarding each risk 

behavior only if he/she had experimented with the risk behavior (alcohol, sexual 

behavior, and tobacco). All age groups answered the same version of the survey. 

Reliability studies of previous versions of the questionnaire showed mixed results 

in test-retest scores ranging from no significant differences to a significant difference in 

22% of items, and the reliability of the items for students in seventh grade was 

considerably weaker than those in eighth grade and above (Brener et al., 2002). These 

studies led to modifications to the YRBS. At the time of this writing, there were no 

formal inquiries into the validity of the full YRBS, but there is limited evidence that on 

some items (e.g., height and weight) that youth self-report is somewhat inaccurate. The 

YRBS data has contributed to evaluating the prevalence and characteristics of health risk 

behaviors of several ethnic groups (for citations see: 

http://www.cdc.gov/HealthyYouth/yrbs/pubs_journal.htm).  

Internet Use and Online Risk Behavior. The scale “Checking in on-line: What’s 

happening in cyberspace?” (Mishna, et al., 2006) was chosen to gather information about 

normal and risky internet use. It appears the authors of this measure developed it for a 

diverse group of young people in Toronto as they offer 12 language options in the 

demographic section in addition to an “other” category. 
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The researcher dropped most of Section 1 as it was repetitive with demographic 

questions listed previously. However, she included questions 6 (who lives in your home), 

question 9 (does your family own or rent your home), question 11 (grades you get in 

school), and a modified version of question 5 (language spoken at home). The researcher 

also removed Section 4, a total of 8 questions, because traditional risk behavior questions 

in this study followed questions in the YRBS, as well as Section 8, a total of 2 questions, 

leaving 119 items. The items in remaining sections asked about: cell phone and computer 

use; victimization (teasing, threats, rumors, sharing of private pictures, identity 

impersonation, sexual content); cyber aggression (teasing, threats, rumors, sharing of 

private pictures, identity impersonation, sexual content); witnessing cyber bullying; 

parents’ knowledge of their internet and cell phone use; views about cyber bullying; and 

potential solutions or facilitators towards getting assistance for online victimization.  

The original Checking in Online measure contained follow up questions about 

each behavior: (1) Did anyone see [this behavior happen to you]?; (2) What did you do 

about [the behavior]?; (3) If you told someone about it, did it help?; and (4) If you did not 

tell anyone about it, why not? The researcher did not include these questions after each 

behavior, which removed 25 items from the measure. Rather she included these items 

after all behaviors were inquired about to assess how the youth participant responded to 

any of the behaviors he/she experienced online. The new versions of those questions read 

as follows: (1) If something you didn’t like happened to you online, What did you do 

about it?; (2) If you told someone about it, did it help?; and (3) If you did not tell anyone 

about it, why not? This increased the number of overall items by 3, for a total of 97 items. 
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The survey program utilized skip logic, so the total number of questions each participant 

answered varied.   There is no validity and reliability information on Checking in Online. 

Final Survey 

 While the length of the overall questionnaire ranged, at its maximum the survey 

was 440 items in length (Table 4). Most participants took 30 to 45 minutes to complete 

the survey (range: 25 – 55 minutes). 
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Table 4  

Summary of Constructs, Scales, and Items 

 

Construct 

 

Measure 

 

Scoring 

 

Minimum 

Items 

 

Maximum 

Items 

 

Demographics & 

Immigration experiences 

YRBS, Checking in 

Online, & Researcher-

Developed 

 

Item 23 31 

 

Trauma Exposure TESI-C (modified) Item sum 18 72 

 

Mental Health TSCC-A Subscale T-score (anxiety; 

posttraumatic stress; 

depression; anger; 

dissociation) 

 

54 54 

Identity – Race CSE Scale – Race 

Specific Version 

 

Subscale Score (mean) 

(membership SE; private 

CSE; public CSE; 

importance to identity) 

 

16 16 

Identity – Muslim 

American 

CSE Scale – Muslim 

American Version 

 

Subscale Score (mean) 

(membership SE; private 

CSE; importance to identity) 

 

24 24 

Perceived School Support PNS - Sense of 

Community Subscale 

(modified) 

 

Scale Score (mean) 7 7 

Social Support – Nuclear 

family 

MSSI – Nuclear 

Family Subscale 

Subscale Score 

Support Subscale (sum) 

Conflict Subscale (sum) 

 

12 12 

Social Support – Friends MSSI – Friends 

Subscale 

Subscale Score 

Support Subscale (sum) 

Conflict Subscale (sum) 

 

13 13 

Religiosity Researcher-Developed 

 

Sahin-Francis Attitude 

Towards Islam Scale 

 

Item; Scale (mean) 

 

Scale Score (sum) 

4 

 

23 

4 

 

23 

Spirituality Spiritual Well-being 

Scale 

Scale Score (sum) 

EWS Score (sum)  

RWS Score (sum) 

 

20 20 

DV: Internet Risk 

Behavior 

Checking in Online 

(modified) 

Scale Score for selected 

behaviors (sum) 

 

46 92 

DV: Traditional Risk 

Behaviors 

 

YRBS (modified) Scale Score for selected 

behaviors (sum) 

49 72 

Total Items   309 440 
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Data Analysis 

 Before analyzing data, the researcher conducted a power analyses using GPower 

3.1.7 for Windows (Buchner, Erdfelder, Faul, & Lang, 2013). It indicated that 

correlations would be sufficiently powered to detect large effect sizes (minimum sample 

size 47), and that regression analyses would need 54 cases to detect large effect sizes with 

three variables and 59 cases to detect large effect sizes with four variables [ES = 0.35 

(large), alpha = 0.05, and predictors = 3, N=54]. Two tailed t-tests would require 84 to 

detect large effect sizes (0.8). As this is an exploratory study, the aims focused on 

identifying relationships between variables. Given the limited research on this population, 

descriptions of these broad relationships contribute to the literature. 

Descriptive Analyses 

 Once the researcher completed data collection, she merged and cleaned the data 

file and scored all standardized scales. She then examined the ranges and distributions of 

demographic variables, immigration related questions, identity, school belongingness, 

social support, religiosity, spirituality, trauma experiences, and mental health (depression, 

anxiety, and post trauma symptoms). The following sections describe the specific 

analyses used to answer each research question. 

Question 1: What Are Common Risk Behaviors Among Muslim Youth? 

The incidence of the various health risk behaviors measured was determined 

using frequency tables.  Descriptive analyses examined the distributions of demographic 

factors (age, gender, ethnicity, grade in school, place of birth (U.S., other), time in the 

U.S., reason for immigration, and family structure (single vs two-parent)).  Descriptive 

analyses also examined individual factors (trauma exposure, spirituality, religiosity, 
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social support – (family and peer), school belongingness, Collective Self-Esteem, and 

mental health (depression, anxiety, and trauma symptoms). Given the literature about the 

wide gender gap in risk behavior engagement, gender relationships were most likely to 

show significant differences. Variables related to family socio-economic status and 

schooling overseas did not save properly, and were therefore unavailable. 

The researcher used frequencies to describe the prevalence of reported Internet 

Risk Behaviors. 

Question 2: Composite Risk Variable 

Question 2.i: Is there a correlation between self-reported risk behaviors? 

Correlations examined the relationships between self-reported risk behaviors. As the risk 

behaviors in question were of low incidence in the target population, the analyses used a 

composite risk construct rather than a separate analysis for each risk behavior. The risk 

construct looks at traditional risk behaviors (drugs, alcohol, tobacco, and violence) as 

measured on the Youth Risk Behavior Survey developed by the Centers for Disease 

Control and Prevention.  

Question 2.ii: Which composite risk variable is more effective in accounting 

for the number of risk behaviors in which participants engage, a simple count or a 

weighted count? The researcher coded the composite risk behavior variable in two 

different ways. The first was a simple count of the number of risk behaviors the young 

people report, and for the second she weighted the behaviors using the Muslim American 

context (less serious (1), more serious (2), and extremely serious (3)). This meant that the 

behaviors received the following scores: 

 



   

86 

 

o Tobacco use – experimentation    (1) 

o Tobacco use – regular use         (2) 

o Alcohol use (any at all)           (2) 

o Alcohol use (more than experimentation)    (3) 

o Offered/sold/given drugs at school   (1) 

o Used drugs (any at all)             (2) 

o Violence  

 1 fight in past 12 months (2), and  

 2-3 fights in the past 12 months (3). 

The researcher then tested the two coding schemes using t-tests to compare young men 

and women’s engagement in risk behaviors.  

Question 2.iii: What is the reliability of the composite variable, and its 

usefulness in measuring risk? Reliability testing explored how well this scale 

functioned to describe risk in the sample and aided in the selection of which composite 

risk score would be used in the subsequent analyses. 

Question 3: Relationships between Target Variables and Engagement 

Data were analyzed using correlations, chi square analyses, and t-tests to identify 

whether there were relationships between demographic factors, history factors, perceived 

social support and identity, religiosity, and spirituality, and the dependent variable: self-

reported risk engagement. Specific analyses are described below. 

Question 3.i.1: Is there a relationship between age and grade in school and 

risk behavior? The researcher used correlational analyses to determine if there was a 
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relationship between age and engagement in risk behavior, and if there was a relationship 

between grade and engagement in risk behavior. 

Question 3.i.2: Is there a relationship between gender and risk behavior? A t-

test examined if there was a relationship between gender and risk behavior engagement. 

Question 3.i.3: Relationship between ethnicity and risk engagement, and does 

it differ for South Asian and Arab youth? T-tests examined if there was a relationship 

between ethnicity (Arab vs. non-Arab; South Asian vs. non-South Asian; Arab vs. South 

Asian) and engagement in risk behavior. 

Question 3.ii.1a: Is the reported reason for family’s immigration associated 

with the youth’s current mental health symptoms? Data reported by children whose 

parents immigrated to the U.S. together and data reported by children whose parents 

immigrated to the U.S. separately was analyzed independently. As this is a multiple 

response question, respondents could select as many reasons for immigration as they 

liked. Therefore the researcher formed three categories for analysis using t-tests: 1) 

respondents whose fathers immigrated separately vs. other respondents; 2) respondents 

whose mothers immigrated separately vs. other respondents; and 3) respondents whose 

parents immigrated together vs. other respondents. Each group’s depression, anxiety and 

trauma symptom scale scores were examined for each reason for immigration. 

Question 3.ii.1b: Is the reported reason for family’s immigration associated 

with the youth’s engagement in risk behaviors? Data reported by children whose 

parents immigrated to the U.S. together and data reported by children whose parents 

immigrated to the U.S. separately was analyzed independently. As this was a multiple 

response question, respondents selected as many reasons for immigration as they liked. 
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Therefore the researcher formed three categories for analysis using t-tests: a) respondents 

whose fathers immigrated separately vs. other respondents; b) respondents whose 

mothers immigrated separately vs. other respondents; and c) respondents whose parents 

immigrated together vs. other respondents. Each group’s composite risk behavior score 

was examined for each reason for immigration. 

Question 3.ii.2a: Is trauma exposure related to risk behaviors? The researcher 

used a correlation to determine if there was a relationship between number of trauma 

experiences reported and engagement in risk behavior. 

Question 3.ii.2b: Are trauma symptoms related to risk behaviors? The 

researcher used a correlation to determine if there was a relationship between scores on 

the TSCC-A trauma symptom subscale and engagement in risk behavior. 

Question 3.iii.1a: Is perceived social support related to risk behaviors? The 

researcher examined the relationship between scores on the MSSI (family-support and 

peer-support) and engagement in risk behavior using correlations.  A third correlation 

examined the perceived school support scale score and engagement in risk behavior. 

Question 3.iii.1b: Is perceived conflict related risk behaviors? The researcher 

examined the correlations between scores on the MSSI (family-conflict and peer-conflict) 

and engagement in risk behavior.  

Question 3.iii.2: Is there a relationship between each group identity and risk 

behaviors? The researcher examined each subscale of both the Collective Self-Esteem 

Scale – Race Specific, and Collective Self-Esteem Scale – Muslim American, with 

engagement in risk behaviors using correlations. 
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Question 3.iv: Is there a relationship between religiosity and risk behaviors? 

The researcher examined the correlations between the average score on the Islamic 

Behavior questions and engagement in risk behavior and the correlation between the 

score on the Sahin-Francis Attitude towards Islam scale and engagement in risk behavior. 

Question 3.v: Is there a relationship between spirituality and risk behaviors? 

The researcher examined the correlations between the Spiritual Well-being Scale 

(subscales and full scale) and engagement in risk behavior. 

Multivariate Analyses 

Following bivariate analyses, relationships between variables in this dissertation 

study mirrored those studies used to develop the conceptual model. This finding 

supported multivariate analyses. Therefore, the researcher grouped variables by construct 

and a regression analysis explored whether the set of variables in that construct had an 

impact on risk behavior. If there were more than four variables in any given construct, the 

analysis used the variables that were most strongly conceptually or empirically related. 

For example, Collective Self-Esteem included either three or four subscale scores for 

American, Muslim, and Race/Ethnicity identities. Therefore, separate regressions first 

examined how each CSE explained the variance in risk behavior. Next, the researcher 

grouped the variables with the largest contributions to the explanatory model to create a 

set of variables which represented how well that construct (in this case the combination 

of their three identities) explained the variance in risk behavior. After each construct was 

examined using this procedure, the researcher examined the significant models. She 

selected the strongest variables from each construct to test a conceptual model for 

predicting risk behavior among this sample of Muslim American youth. 
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CHAPTER 6: RESULTS 

Descriptive Analyses 

Demographic Variables 

Individual and family characteristics. The 57 participants (23 males (40.4%), 

34 females (59.6%)) were, on average, 14.86 years old (mode: 15 years, range 12-17 

years). Most respondents were born in the U.S. (78.9%) or immigrated at a young age 

(immigrated under 5 years old: 15.8%). Just over half reported that their parents did not 

immigrate together (56.1%). Most families were voluntary migrants with only a small 

number reporting that their parents immigrated to “escape war/politics” (2 fathers, 4 

mothers, and 5 sets of parents together). A substantial proportion of youth respondents 

had spent at least 3 months living in another country (36.8%).  

All respondents were living with their mothers, and most (84.21%) were living 

with their fathers. Some reported that they were also living with a grandparent (12.28%), 

stepparent (1.75%), stepsibling (1.75%), half-sibling (3.51%), other relatives (7.02%) or 

other adults (7.02%). 

Ethnicity was difficult to define as individuals were able to select as many 

ethnicities as they wished. As a result, 10.5% reported being at least part African Arab, 

35.1% reported being at least part Middle Eastern Arab, and 50.9% reported being at 

least part South Asian; 38.7% reported multiple ethnic affiliations. When asked what 

language their parent(s) speak at home, respondents answered English (49.12%), Urdu 

(21.1%), Arabic (7%), Bangla (5.3%) or Farsi/Persian (5.3%). Respondents said either a 

few (50.9%) or some (29.8%) of their friends were the same ethnic background as 

themselves, and when asked how many of their closest friends are Muslim the answers 



   

91 

 

were fairly evenly distributed (33.3% responded “a few”; 22.8% responded “some”; and 

36.8% responded “most”).  

School type and performance. The participants were primarily 9th (21.1%) and 

10th graders (28.1%), and public school attendees (87.7%). The rest were evenly 

distributed between private Muslim/Islamic school (3.5%), other private school (1.8%), 

homeschool (5.3%), and college (1.8%). Just over a third (35.1%) reported that they have 

attended more than one school type. However, the follow up question about which types 

of schooling they had received in each grade did not save and was therefore unavailable 

for further analysis. 

The respondents reported that their academic performance was high (70.2% 

reported making mostly A’s at school, 24.6% reported making mostly B’s in school) and 

were fairly active in team sports over the past year (31.6% played on 1 team, 24.6% 

played on 2 teams, and 7% played on 3 or more teams).  

Cell phone use. Most (73.7%) reported having a cell phone, of which 78.57% 

reported that they used it at least once a day to talk to friends, 88.1% reported they used it 

at least once a day to text, and only 26.19% used it daily to send pictures. It was more 

common for them to report using their cell phones a couple times a week (21.43%), once 

a month (21.43%), or never (21.43%) for pictures. 

Trauma exposure and mental health 

The vast majority (94.74%) of respondents reported experiencing at least one 

traumatic event, and nearly a quarter (22.81%) experienced 3 events. Three was also the 

mode. In order to determine whether recent weather events in the area were artificially 

inflating the data, the researcher recalculated the sum without item 3 (in a bad storm) and 
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the change to the overall number of people who experienced at least one traumatic event 

(91.2%) was nominal and the mode (3) remained unchanged. Therefore, item 3 was 

included for analyses using the TESI scores. Table 5 summarizes responses to the TESI 

questions, and the number that responded affirmatively to the follow up questions about 

whether the experience caused them distress. 

 

Table 5 

Number of TESI Events Experienced and Number Reporting Distress 

 

Item 

 

 

Number of YES 

responses 

 

Number who also 

reported distress 

 

Part of bad accident 9 5 

Witness to bad accident 19 10 

In bad storm 23 12 

Know someone who died 41 30 

Overnight in hospital 14 6 

Go away for long time 5 2 

Attacked/punished badly 2 1 

Threatened w/bad attack/punishment 6 3 

Mugged 1 1 

Kidnapped 2 0 

Attacked by animal 6 4 

Family physical fight 5 3 

Family verbal fight 23 14 

Family in jail or Police/soldier at house 7 4 

Non-family physical fight 11 4 

Non-family verbal fight 17 7 

Non-family physical fight, real but on 

television 

36 

 

22 

SUM of all TESI experiences 54 experienced 1 or 

more events 

(R: 1-14; mode: 3) 

40 report distress 

(R: 1-7; 

mode: 4, 2) 
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The average standardized scores on the TSCC posttraumatic symptom subscale 

was 46.246 (SD = 7.094); these are T-scores with scores of 65 or above representing 

symptoms above the clinical threshold. For the 40 respondents that reported distress the 

T-scores were 47.85 (SD = 7.059). These individuals also reported higher depression 

(mean = 45.825, median = 46, mode = 47, SD = 5.870) and anxiety (mean = 46.950, 

median = 48, mode = 42 & 50, SD = 6.122) scores on the TSCC depression subscale and 

anxiety subscale than the whole sample did (depression: mean = 44.439, median = 43, 

mode = 41, SD = 5.991; anxiety: mean = 45.228, median = 46, mode = 42, SD = 6.242).  

School belongingness and social support 

Respondents reported that they were well-supported by their family and friends. 

Most had one mother (82.5%) and one father (80.7%) that they could turn to if they 

needed support. About a third reported having one brother, and another 15.8% reported 

having two brothers they could get support from. Similarly 28.1% and 22.8% had one or 

two sisters they could get support from respectively. They had an average of 5 close 

friends (mode: 3), and an average 12 other friends (mode: 18 followed by 10). There was 

a significant correlation between the number of friends who respondents reported shared 

their ethnic group and the number that were Muslim (r = 0.595, p < 0.0005). 

Average family support scores were 29.02 (SD 6.438) out of a possible range of 

0-36, and family conflict scores (possible range 1-8) were on the lower end, with an 

average of 2.12 (SD 1.843). Friend support scores were on average 29.88 (SD 4.436) and 

friend conflict scores were 1.89 (SD 1.666). Scores on the Sense of Community Subscale 

of the PNS indicated that the sample generally felt accepted in and connected to their 

school environments (mean: 2.015, SD 0.675). 
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Collective Identity 

The possible ranges for the CSE subscales were 1 to 7, with higher scores 

indicating higher self-esteem. A four on the scale reflected a neutral response. The 

subscale scores for the CSE-Race scale were: Membership self-esteem 5.241 (mode: 5, 

SD 1.043), Private self-esteem 5.728 (mode: 6, SD 1.196), Public self-esteem 4.509 

(modes: 3.5, 4.25, 5.25, 5.5, 5.75, SD 1.324), and Importance to identity 4.636 (mode: 

5.5, SD 1.180). The CSE-American scale scores for the membership self-esteem, private 

Collective Self-Esteem, and importance to identity subscales were 5.711 (mode: 6, SD 

0.978), 5.461 (mode: 5.5, SD 1.457) and 4.965 (mode: 5.5, 6.5, SD 1.457) respectively. 

For the CSE-Muslim scale they were 5.811 (mode: 7, SD 0.909), 6.355 (mode: 7, SD 

0.81414), and 5.566 (mode: 6.5, SD 1.070). 

Religiosity and Spirituality 

The youth in this sample were religious. Most report praying regularly (pray 

required & additional prayers (47.4%), pray required prayers (19.3%), pray sometimes 

(29.8%)) and that Islam influences their dress, behavior, and how they spend their time 

(see Table 6). 
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Table 6 

Reported Impact of Islam on Dress, How One Spends Time, and Behavior 

 

Item 

 

Never 

 

Rarely 

 

Sometimes 

 

Usually 

 

Always 

How often does Islam 

impact the way you dress? 

 

0% 10.5% 17.5% 36.8% 20% 

How often does Islam 

impact the way you choose 

to spend your time? 

 

1.8% 12.3% 28.1% 43.9% 12.3% 

How often does Islam 

impact the way you behave 

with others? 

 

1.8% 5.3% 21.1% 45.6% 26.3% 

      

 

The average score on the Sahin-Francis Scale of Attitudes towards Islam was 

96.211 (mode: 104, SD 15.419) from a possible range of 23-115, reflecting positive 

attitudes towards Islam. Similarly, the Spiritual Well-being Scale full scale score (mean 

93.316; median 95; mode 77, 89, 93, 99, 108; SD 17.069) was in the higher end of the 

“moderate spiritual well-being” range (41-99). This trend was repeated for the religious 

well-being subscale (mean 47.579; median 50; mode 60; SD 10.018) and existential well-

being subscale (mean 45.737; median 46; mode 41; SD 8.152) where 10-20 is low, 21-49 

is moderate, and 50-60 is high.  

Research Question 1: What Are Common Risk Behaviors Among Muslim Youth? 

Respondents’ self-reported engagement in risk behaviors was low. None of the 

young people reported ever having had sexual intercourse and only two (3.5%) reported 

experimenting with alcohol (a few sips). Eight (14%) said they were offered, sold, or 

given drugs at school and one reported using inhalants at least once in their lifetime. They 
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did not report any other prescription or illegal drug use. However, though still low, 

tobacco use was the exception to above trends with 15.8% (9) reporting that they 

experimented with tobacco. Of those that smoked a whole cigarette or used sheesha for at 

least 10-15 minutes in one session, most (33.3%) first did so between 15 and 16 years of 

age. Both individuals that reported using tobacco in the past 30 days used 

sheesha/hookah one or two times that month, one for less than 10 minutes per day and 

the other for 30-90 minutes each day. None reported ever using tobacco for 30 days 

consistently. 

The respondents also reported low levels of violent behavior. None reported using 

guns or weapons, or that they skipped school due to feeling unsafe. Just over 10% (6) 

reported being either 1 fight (8.8%) or 2-3 fights (1.8%) in the past 12 months. Two 

(3.5%) responded affirmatively when asked if a boyfriend or girlfriend had been violent 

towards them in the last 12 months.  

With regard to bullying, one respondent reported bullying others, and one 

reported bullying and being bullied by others in real life. One reported being bullied 

online, and one reported being bullied by cell phone. However, these numbers may be 

higher than reported because when asked why they were bullied, 13 (22.8%) respondents 

reported: race (9; 15.8%), “I don’t know” (6; 10.5%), appearance (4; 7.0%), gender (2; 

3.5%), family (2; 3.5%), school performance (1; 1.8%) and sexuality (1; 1.8%). 

Similarly, when asked why they bully others online, the 8 (14.0%) respondents who 

selected something in addition to or other than “I don’t bully” selected: “I don’t know” 

(7; 12.3%), school performance (2; 3.5%), appearance (2; 3.5%), gender (1; 1.8%), and 

sexuality (1; 1.8%) as the reasons they bully. About a third of respondents also indicated 
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that in the past three months they had experienced the following situations: Someone 

called you names/made you feel bad (13; 22.8%); Had rumors spread about you (8; 

14.0%); Someone pretended to be you online (3; 5.3%); Received unwelcome sexual 

words/pics (3; 5.3%); Threatened (2; 3.5%); Private picture of you (2; 3.5%); Asked to 

do something sexual (1; 1.8%). 

Though the majority of respondents reported never witnessing cyberbullying 

(63.2%), a substantial minority reported watching people being cyberbullied (17.5%), or 

being unsure if they have witnessed cyberbullying (19.3%). Most reported either helping 

the bullied individual (5; 8.8%), just watching (6; 10.5%), or telling someone about the 

bullying (3; 5.3%). When asked to compare physical real life bullying and online 

bullying, most felt that it was equally serious (64.9%), the remainder were split as to 

whether online was worse (19.3%) or real life is worse (15.8%). When asked about 

comparing verbal real life bullying and online bullying, the distribution was similar 

(equally serious: 61.4%; online worse: 24.6%; real life worse: 12.3%; neither is serious: 

1.8%). When asked why people bully online, the young people named anonymity (50; 

87.7%), no supervision (42; 73.7%), it’s an easy way to get back at people (40; 70.2%), 

can happen after school (27; 47.4%), and there are always people online to bully (27; 

47.4%). Yet, most felt very (54.4%) or somewhat (43.9%) safe when online. Data 

indicated that youth were recipients of unwelcome behavior, but that few engaged in 

internet risk behavior. Therefore, this dependent variable was not explored further. 
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Research Question 2: Composite Risk Variable 

Research Question 2.i: Is there a Correlation between Self-reported Risk 

Behaviors? 

Bivariate analyses explored whether there was statistical support for creating a 

composite variable to describe engagement in risk behavior in this population. 

Correlations between lifetime use of tobacco and lifetime alcohol use (r = 0.440, p = 

0.001), having been in at least one fight in the last 12 months (r = 0.320, p = 0.016), and 

being offered, sold, or given drugs in the past year (r = 0.377, p = 0.004) were significant. 

Being offered, sold, or given drugs was also significantly related to lifetime use of drugs 

(r = 0.330, p = 0.013). Therefore, there appeared to be justification for the creation of a 

composite risk variable. 

Research Question 2.ii: Which Composite Risk Variable is more Effective in 

Accounting for the Number of Risk Behaviors in which Participants Engage, a 

Simple Count or a Weighted Count? 

The researcher created two composite risk variables. One was a simple count of 

risk behaviors, and one with the weighting described in the Data Analysis section. The 

count of risk behaviors showed that more males (8; 34.78% of males) reported engaging 

in risk behaviors than females (6; 17.65%). However a t-test comparing boys and girls 

indicated that risk engagement among males was not significantly higher than for females 

(t(55) = 0.623, p = 0.536). When the risk behaviors were weighted, the results indicated 

that girls were engaging in more highly weighted risk behaviors than boys, although the 

difference was still not significant (mean for girls = 1.529; mean for boys = 1.521; t(55) = 

-0.025, p = 0.980). 
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Research Question 2.iii: What is the Reliability of the Composite Risk Variables, 

and its Usefulness in Measuring Risk? 

Reliability testing indicated that the weighted scale (alpha = 0.648) was more 

reliable than the simple count (alpha = 0.581). The analysis indicated that deleting the 

item about lifetime total drug use improved the reliability to 0.693 and 0.615 

respectively. Therefore, the researcher removed this item and created a second weighted 

scale and a second count scale. She then used t-tests to determine which of the four 

composite risk variables was most able to discriminate between male and female 

engagement in risk behavior. She chose gender as the test variable as the literature 

predicted that risk engagement of girls was expected to be vastly below the risk 

engagement of boys.  

Out of all four t-tests the one that compared gender to the second count variable 

(without lifetime total drug use) yielded the lowest p-value (0.536). Therefore, she used 

this composite variable as the dependent variable in the remaining analyses. Reliability 

testing of the composite risk variable by gender indicated that the reliability of the scale 

was strong among girls (original count: alpha = 0.702; with total drug use deleted: alpha 

= 0.749) but was weak among boys (alpha = 0.394; none reported drug use). Among 

boys, tobacco use negatively covaried with the other items on the scale (for further 

exploration of this finding, see Discussion section). 
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Research Question 3: Bivariate Analyses 

Demographic Variables 

Research Question 3.i.1: Is there a relationship between age or grade and 

engagement in risk behavior? Age was significantly related to engagement in risk 

behavior (r = 0.270, p = 0.043). Grade was not significantly related to risk behavior.  

Research Question 3.i.2: Is there a relationship between gender and 

engagement in risk behavior? A t-test found no differences by gender for engagement 

in risk behaviors. 

Research Question 3.i.3: Is there a relationship between ethnicity and risk 

engagement, and does it differ for South Asian and Arab youth? T-tests between 

ethnicity (Arab vs. non-Arab; South Asian vs. non-South Asian; Arab vs. South Asian) 

and engagement in risk behavior indicated that there was no relationship between 

ethnicity and risk behavior. 

Immigration Related Variables 

Research Question 3.ii.1a: Is the reported reason for immigration associated 

with the youth’s current mental health symptoms? T-tests examined each reason for 

immigration among parents (who immigrated together), fathers (who immigrated 

separately) and mothers (who immigrated separately) against depression, anxiety, 

posttraumatic symptoms, and risk behaviors. Only a few of these relationships were 

significant. With regard to mental health, the only significant relationship was that 

children whose mothers immigrated (separately) to join family had significantly less 

trauma symptoms (t(25.993) = 3.281, p = 0.003) than other respondents.  
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Research Question 3.ii.1b: Is the reported reason for immigration associated 

with the youth’s engagement in risk behavior? With regard to risk behavior, those who 

reported that their father immigrated (separately) for education had higher risk behaviors 

(t(20.217) = -2.284, p = 0.033) and those whose fathers immigrated (separately) to join 

family had lower risk behaviors (t(27) = 3.286, p = 0.003). Respondents whose parents 

had immigrated together for employment reported higher risk behaviors (t(25) = -3.277, p 

= 0.003).  

Trauma Exposure and Symptoms 

Research Question 3.ii.2a: Is trauma exposure related to risk behavior? The 

number of incidents endorsed on the Traumatic Events Screening Inventory was highly 

related to engagement in risk behavior (r = 0.427, p = 0.001), and the relationship 

between the number of events they experienced that were also distressing and risk 

behaviors approached significance (r = 0.307, p = 0.054). 

Research Question 3.ii.2b: Are trauma symptoms related to risk behavior? 

Respondent’s score on the TSCC-A trauma symptom subscale was not significantly 

related to risk behavior (r = 0.235, p = 0.079). 

Social Support and Identity 

Question 3.iii.1a: Is perceived support related to risk behavior? Family 

support and friend support of the Multi-sector Social Support Inventory was not related to 

risk behavior? 

Average Perceived School Support score was negatively related to risk 

engagement (r = 0.314, p = 0.018); with higher scores on the modified version of the PNS 

Sense of Community Subscale indicating less support from the school environment. 
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Question 3.iii.1b: Is perceived conflict related to risk behavior? Conflict with 

friends was significantly related to risk behavior (r = 0.322, p = 0.015), while conflict 

with family was not. 

Question 3.iii.2: Is there a relationship between each group identity and risk 

behavior? Correlations between the subscale scores for the Collective Self-Esteem Scale 

showed that none of the subscale scores of the CSE-Muslim Scale were significantly 

related to risk behavior, nor were any of the subscales for the CSE-Race/Ethnicity Scale. 

The CSE-American Scale’s private Collective Self-Esteem (r = - 0.324, p = 0.014) was 

significantly correlated with less reported risk behavior, and the correlation with 

importance of identity subscale approached significance (r = - 0.258, p = 0.052). 

Religiosity and Spirituality 

Questions 3.iv: Is there a relationship between religiosity and risk behavior? 

Correlations between the average score on the Islamic Behavior researcher developed 

questions and risk behavior showed no relationship. The SFAI full scale score correlated 

with lower risk behaviors but the relationship was not significant (r = - 0.222, p = 0.096).  

Questions 3.v: Is there a relationship between spirituality and risk behavior? 

The Spiritual Well-Being Scale full scale score and religious well-being subscale score 

had no relationship with risk behaviors. The existential well-being subscale score 

correlated with lower risk behaviors (r = - 0.222, p = 0.097) but the relationship was not 

significant. 

Multivariate Analyses 

 Once the researcher examined all constructs separately, the regression models that 

were significant included: Collective Identity (R = 0.421; F = 3.816; p = 0.015); Social 
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Support (R = 0.430; F = 2.942; p = 0.029); and Mental Health/Trauma (R = 0.436; F = 

2.874; p = 0.032).  

These models included the following variables: Race/Ethnicity Collective Self-

Esteem – private subscale (B = - 0.185, p = 0.042); American Collective Self-Esteem 

– private subscale (B = - 0.244, p = 0.008); Muslim Collective Self-Esteem – private 

subscale (B = 0.144; p = 0.275); Friends Support (B = 0.014, p = 0.570); Friends Conflict 

(B = 0.124, p = 0.065); Family Support (B = - 0.227, p = 0.195); Average Perceived 

School Support (B = 0.227, p = 0.185); Sum of trauma incidents (B = 0.122, p = 0.012); 

Trauma symptoms (B = 0.009, p = 0.693); Anxiety symptoms (B = - 0.007, p = 0.758); 

and Depression symptoms (B = 0.006, p = 0.827). 

The strongest variables (in bold above) were then selected for analyses across 

constructs. The final model included TESI-Sum (B = 0.100, p = 0.012), CSE-A private 

(B = - 0.204, p = 0.032), CSE-R private (B = - 0.137, p = 0.107), which as a set explained 

28.1% of the variance (F = 6.517, p = 0.001). If the variable Friends Conflict is added to 

the model, the fit improves slightly (R2 = 0.309, F = 5.476, p = 0.001) though a four 

variable model is not recommended given the power analysis. Further, the Beta is quite 

small (0.088, p = 0.166), and the adjusted confidence interval includes zero. Sum of 

Trauma Incidents and CSE-American retained much of their strength in predicting the 

variance in risk behaviors. After adjusting for the increased error introduced by the small 

sample size, one end the confidence intervals for both variables quite close to zero. This 

both confirms the importance of exploring these relationships further, while also raises 

questions about the utility of this study’s findings. Table 7 summarizes the significant 

regression models and Table 8 describes the final models tested.  
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Table 7 

Regression Analyses of Variables by Construct 

 

Model 

 

 

B 

 

95% CI 

 

Adjusted 95% CI 

Collective Identity Regression    

    

Constant  1.918 [  0.924,    2.912] [- 0.073,   3.909] 

Race/Ethnicity CSE – private - 0.185* [- 0.274, - 0.096] [- 0.363, - 0.007] 

American CSE – private   - 0.244** [- 0.333, - 0.155] [- 0.422, - 0.066] 

Muslim CSE – private   0.144 [  0.014,    0.274] [- 0.116,   0.404] 

R2   0.178   

F     3.816*   

    

Social Support Regression    

    

Constant - 0.187 [- 1.313,   0.939] [- 2.442,   2.068] 

Friends Support   0.014 [- 0.010,   0.038] [- 0.034,   0.062] 

Friends Conflict    0.124a [  0.058,   0.190] [- 0.008,   0.256] 

Family Support - 0.022 [- 0.039, - 0.005] [- 0.056,   0.012] 

Perceived School Support   0.227 [  0.058,   0.396] [- 0.112,   0.566] 

R2   0.185   

F     2.942*   

    

Mental Health/Trauma 

Regression 

   

    

Constant - 0.435 [- 1.427,  0.557] [- 2.422,   1.552] 

Sum of Trauma Incidents    0.122* [  0.076,  0.168] [  0.030,   0.214] 

Trauma Symptoms   0.009 [- 0.015,  0.033] [- 0.039,   0.057] 

Anxiety Symptoms - 0.007 [- 0.030,  0.016] [- 0.053,   0.039] 

Depression Symptoms   0.006 [- 0.021,  0.033] [- 0.048,   0.060] 

R2   0.190   

F   2.874   

    

Note. a Approached significance; * p < 0.05; ** p < 0.01. The adjusted confidence 

interval includes a transformation that helps control for the small sample size following 

recommendations in Cohen, Cohen, West, and Aiken (2003). 

 



   

105 

 

 

Table 8 

Final Regression Models 

 

Model 

 

 

B 

 

95% CI 

 

Adjusted 95% CI 

Three Variable    

    

Constant   1.947 [  1.150,    2.744] [  0.351,   3.543] 

Race/Ethnicity CSE – private - 0.137 [- 0.221, - 0.053] [- 0.305,   0.031] 

American CSE – private  - 0.204* [- 0.297, - 0.111] [- 0.390, - 0.018] 

Sum of Trauma Incidents    0.100* [  0.062,    0.138] [- 0.024,   0.176] 

R2   0.281   

F 6.517**   

    

Four Variable    

    

Constant  1.599 [  0.772,   2.426] [- 0.057,   3.255]  

Friends Conflict  0.088 [  0.026,   0.150] [- 0.036,   0.212] 

Race/Ethnicity CSE – private - 0.135 [- 0.218, - 0.052] [- 0.301,   0.031] 

American CSE – private - 0.195* [- 0.287, - 0.103] [- 0.379, - 0.012] 

Sum of Trauma Incidents  0.086* [  0.047,   0.125] [  0.008,   0.164] 

R2  0.309   

F  5.476**   

    

Note. * p < 0.05; ** p < 0.01. The adjusted confidence interval includes a transformation 

that helps control for the small sample size following recommendations in Cohen, et al. 

(2003). 
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CHAPTER 7: DISCUSSION 

 The findings of this dissertation study were striking. In this sample, overall 

prevalence of health risk behaviors was low, and in some cases nonexistent. As found in 

previous studies, tobacco appeared to be the exception which far outpaced engagement in 

any other health risk behavior. Yet, even tobacco experimentation rates reported (15.8%) 

were less than half the rates reported by other American teens. The CDC (2013a; 2013b) 

reports that approximately 35.5% of adolescents in Virginia, and 41.1% of adolescents 

nationally have tried cigarettes once in their lifetimes. Data about lifetime 

experimentation with cigarettes was not available for Maryland. 

Muslim American youth reported belonging to a wide range of ethnic 

communities and a substantial minority of respondents was multiethnic. In this 

dissertation study ethnicity did not impact engagement in risk behavior, which may 

indicate that these Muslim American youth were more similar to one another than youth 

who shared their ethnic backgrounds but belonged to different religious communities. 

Further research with youth who are not affiliated with a masjid community may 

elucidate how ethnicity and religion interact to impact engagement in risk behavior. 

In general, one must be cautious when interpreting these results. Those who 

completed the survey tended to be in supportive families, had a relationship with both 

parents, and attended supportive schools. They were also highly religious which may 

have moderated the relationships between stressors they experienced and risk behavior. 

In addition, this dissertation study surveyed middle and high school students, so low 

engagement in risk behavior may have been due to lack of access; this may be especially 

true for Muslim American youth as the literature indicates their parents tend to closely 
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monitor their behavior (e.g., Basit 1996; Basit, 1997). The following sections highlight 

some key findings. 

American Collective Self-Esteem and Perceived School Support 

 One of the debates in the literature section was whether (public) schools were 

supportive environments for the development of a healthy self-esteem for Muslim 

American youth (e.g., Ahmad & Szpara, 2003; Zine, 2000). The respondents in this 

sample indicated that, on average, their school environments were supportive. The 

findings of this dissertation study also indicated that the more alienated young people 

were at school, the higher their engagement in risk behaviors, similar to findings about 

other adolescents (e.g., Sloboda, Glantz & Tarter, 2012). Further research is required to 

explore how (visible) religiosity, ethnic group, etc., impact perceived school support 

scores. It could be, for example, that some youth experiencing alienation from their 

school environments identify with peer groups that are “high risk” for engaging in health 

risk behaviors. Other youth may also feel alienated, perhaps due to experiencing bullying 

and discrimination due to their ethnic, racial, or religious identity but might be less prone 

to health risk engagement because they strongly identify with that religious and/or ethnic 

identity. Considering that those who reported being bullied tended to cite race and 

appearance as some of the leading reasons, this suggests further study is needed to 

explain the relationship between these variables. 

Another finding in this dissertation study was that the higher the respondent’s 

American Collective Self-Esteem (private CSE, and importance of identity subscales), 

the lower their engagement in risk behavior. The American Collective Self-Esteem, 

Private subscale speaks to feeling proud of one’s American identity, and the Importance 



   

108 

 

of Identity subscale speaks to how important one’s American identity is to one’s sense of 

self. Individuals that score highly on these scales may be articulating that they feel strong 

ties to the idea of productive citizenship, which in the framework of PBT would prevent 

them from engaging in behaviors that would be contrary to that ideal.  

Two of the community programs that advertised the study stress citizenship as 

part of their curriculum. The organizers of these programs indicated that active members 

of the Muslim community who identified “at risk” youth tended to refer those youth to 

these two programs as a way for them to receive support. This could have brought to the 

forefront the relationship between such programs and their role in both increasing 

American Collective Self-Esteem and reducing engagement in risk behavior, while also 

moderating the relationships between depression, trauma, anxiety, family conflict, family 

support, and risk behavior. 

 It is important to note that in this sample those who had higher Importance of 

Identity subscale scores on the American CSE scale, also had higher Importance of 

Identity subscale scores on the Muslim CSE scale. Their scores on two other American 

CSE subscales (Private CSE, and Membership Self-Esteem) were correlated with higher 

scores on the Racial Collective Self-Esteem public subscale. These relationships speak to 

the fact that the respondents who reported having a higher sense of respect from others 

for their racial/ethnic membership also felt more proud of their American identity and felt 

they had more to offer as an active member of the American society. It also indicated that 

these youth hold their American, Racial/Ethnic, and Muslim identities in concert with one 

another rather than in conflict with one another. These findings appear to support 
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Problem Behavior Theory’s assumptions that higher identification with normative 

socializing structures may promote conventional behavior. 

Unfortunately the survey did not collect data about how these young people 

perceive others respond to their Muslim identity or their American identity. Future 

research on these constructs could shed further light on how the Muslim American youth 

integrate their three (or more) identities in their personal narratives. This is especially 

important to understand given that racial/ethnic identity was found to interact with 

religious identity on multiple levels. For example, there was a significant positive 

relationship between respondents’ answers to “How many of your close friends are of the 

same ethnic group as you?” and “How many of your closest friends are Muslim?” (r = 

0.595, p < 0.0005). Yet, these two groups were not identical. Further, these variables had 

differing relationships to engagement in risk behavior. Having more friends of the same 

ethnic group appeared to be related to higher engagement in risk behaviors, though the 

relationship was not significant (r = 0.231, p = 0.084); having more Muslim friends was 

not related to engagement in risk behaviors (r = - 0.014, p = 0.919). These factors merit 

further exploration given that religion and ethnic/racial background are important facets 

of how the young people relate to others and in the ways that larger society responds to 

them (e.g., Britto, 2008; O’Brien, 2011). 

Gender and the Nature of Risk 

 When developing the composite risk variable, preliminary analyses indicated that 

the girls in this sample were less likely to be involved in risk behaviors, but those who 

were engaging in risk behaviors appeared to be involved in “riskier” behavior according 

to the weighting framework discussed in the Data Analysis section. This finding may 
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support literature that indicated young Muslim American women experience high levels 

of internalized distress (e.g., Iyer & Haslam, 2003; Reddy & Crowther, 2007; Sirin & 

Fine, 2007).  

Analysis of the reliability of the composite risk variable indicated it was stronger 

among girls but was weak among boys. Therefore, the researcher conducted additional 

analyses to explore gender dynamics in this sample. Results indicated that the young men 

that participated in the study were in fact different than the girls that participated, with 

girls reporting more distress. Some of this difference may be due to some characteristics 

of the male and female participants. Some of the male youth respondents were members 

of the Boy Scouts of America, while participants from a masjid based program for youth 

at risk were primarily female. Although that program had male students, it was more 

highly attended by young females. These findings could indicate that young women who 

were distressed still engaged at some level at the masaajid, while young men who were 

distressed may not participate in masjid programs. In addition, it could speak to the 

higher level of monitoring young women experience in some Muslim families as 

suggested by the literature (e.g., (Basit, 1996; Basit, 1997; Bradby, 2007). 

 The fact that the reliability scores for the two groups varied as widely as they did 

is also instructive. One explanation could be that when young women engaged in risk 

behaviors, they were more likely to engage in multiple risk behaviors than young men. In 

addition certain behaviors may be less stigmatized (e.g., tobacco use) for religious youth. 

Which might mean that youth, especially young men, who used tobacco may not be 

doing so for the same reasons that they may have engaged in experimentation with 

alcohol or drugs, or participated in fights. Such differences might mean that the meaning 
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of “risk” varied for young Muslim women and young Muslim men, a finding that merits 

further exploration. 

 Another factor that may have affected the sample was that both the researcher and 

the research assistant were South Asian women. It is unknown if that impacted the 

engagement of any one group over another. 

Trauma and Risk Behavior 

The number of respondents who reported experiencing at least one event on the 

Traumatic Events Screening Inventory (TESI) was high. It is difficult to know how to 

contextualize this finding. One study reported that 67.8% of American adolescents report 

experiencing at least one traumatic event by age 16 (Copeland, Keeler, Angold & 

Costello, 2007). The only comparable study that asked about trauma experiences among 

Muslim youth reported a higher rate; however, all of their respondents were refugees 

(Black et al., 2013) and nearly all of the youth in this dissertation sample were American 

born or immigrated to the US at age 5 or below.  

The strength of the relationship between the number of events experienced on the 

TESI and risk behavior outweighed most other relationships, namely the relationship 

between (1) number of events that elicited a fear, confusion, or horrified response in the 

respondent and (2) respondents’ scores on the trauma symptoms subscale, and risk 

behavior. Number of incidents was significantly related to mental health scores 

(depression, anxiety, posttraumatic symptoms), though none of the youth respondents 

reported clinical symptom levels. This finding is similar to that of Kira and colleagues 

(2007) that indicated that experiencing torture predicted poor health but not scores on the 

PTSD or Cumulative Trauma Disorders scales. Similarly, Copeland and colleagues 
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(2007) reported that children who experienced traumatic events were less likely than 

adults to develop PTSD.  

With the caveat that this cross-sectional dissertation study explores not whether 

trauma increases self-reported risk behaviors, but whether there is a relationship between 

those variables, the finding could mean several things: 

A. Respondent distress could have been masked by the distribution of the 

posttraumatic symptom score, as scores clustered in a non-normal distribution, 

B. Respondents’ distress could have manifested in the form of behavior rather than 

posttraumatic symptoms, 

C. Respondents may have sought support for their symptoms differently when they 

were more overt (e.g., flashbacks) than when they were more difficult to describe 

or less extreme (e.g., depressed mood), 

D. That with increased sample size,  

a. the statistical tests would have sufficient power to be able to detect a more 

moderate relationship between number of traumatizing incidents and 

trauma symptoms and engagement in risk behavior, 

b. mediated and moderated relationships could be tested, which may shed 

more light on how the variables function as a set to impact behavior as 

suggested by Problem Behavior Theory, as well as examining potential 

confounding variables that impact this relationship 
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E. That other mental health symptoms (such as depression, which was significantly 

related to risk behavior in the bivariate analyses) might be more useful than 

trauma symptoms in discriminating between those requiring intervention and 

those who may not, 

F. As future work expands our understanding of engagement in risk among young 

Muslims, it may be that trauma symptoms are more strongly related to certain 

health risk behaviors (e.g., drug use, as found by Arfken, Berry and Owens, 

(2009), or violence) than other health risk behaviors (e.g., tobacco). 

Limitations 

 The limitations of this dissertation study are that it was a cross-sectional study, it 

was underpowered, and that broad, general relationships were the focus of the analysis. In 

addition, the sample had very limited variance among variables of Islamic behavior, 

religiosity, spirituality, and to some degree Muslim Collective Self-Esteem. As such, 

detecting a relationship between any of these variables and the dependent variable was 

difficult given the small sample size. Recruiting individuals primarily from the masaajid 

likely contributed to this homogeneity. 

 In addition, following recommendations from the literature (e.g., Bradby et al., 

2007; Erikson & Al-Timimi, 2001) and stakeholder interviews (E. Rothman & D. Ross, 

personal communication, August 8, 2008), as well as being in compliance with human 

subjects protections regulations, procedures required an in-person interview where one of 

the parents was present to provide consent before their child completed the survey in a 

private location. Though the researcher developed these procedures to protect privacy, 
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reduce stigma, and prevent respondents from experiencing shame as they responded to 

the survey, many parents considered meeting in person at a private location a burden. 

Data collection procedures may also explain why many participants tended to report 

coming from fairly well-functioning families – as both the parent and child had to buy in 

to participating, and work together to get to the interview appointment. It also made 

participation among individuals who were facing more stressors difficult. For example, 

one respondent declined to participate because her parent could not drive and was 

uncomfortable talking to her parent about the survey coordinator coming to their home. 

Another said her parent worked two jobs so meeting in person was not possible.  

It is unknown how many young people self-selected out of the sample because of 

the requirement to meet in person and to convince a parent to also accompany them to the 

appointment to give consent. Similarly, some parents were either doubtful that a study on 

risk behaviors was necessary for Muslim American youth, or felt that the topics covered 

were inappropriate. There were a handful of parents that expressed this concern when 

declining participation; they may represent a larger group that chose to not participate 

because of the specific topics included in the study. 

Another limitation is that the sample included 8 sibling pairs. Most (6 pairs) were 

not of the same gender (i.e., one brother and one sister), one was a pair of brothers, and 

one was a pair of sisters. The shared family environment likely minimally impacted the 

construction of the composite risk score as statistical testing used gender as the reference 

variable. It likely had a greater impact on findings related children who reported living 

overseas or who reported being multiethnic. Family system impacts may have also 

clouded the bivariate and multivariate analyses, as many of the statistical tests assume 
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that each case is independent from one another. Testing whether the shared family 

environments impacted the findings would require performing the analyses without one 

member of each sibling pair. Doing so would have resulted in insufficient power to detect 

large effects using a three variable regression model. At the same time, the presence of 

brother-sister pairs, makes findings around gender more worthy of further exploration. 
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CHAPTER 8: CONCLUSIONS AND IMPLICATIONS 

Conclusions 

 As expected, engagement in risk behavior among this sample of Muslim 

American middle and high school aged youth was low. The participants were mostly 

religious, well-supported, mosque-affiliated, and primarily public school attendees; these 

sample characteristics may have impacted the findings. Statistical analyses used a 

composite risk variable created via a simple count of several risk behaviors (tobacco use, 

alcohol use, having at least one physical altercation in the past 12 months, and being 

offered or sold drugs at school). The utility of this risk variable was dubious given that 

the engagement in each individual behavior was low, that reliability analyses indicated 

that the variable had moderate overall reliability, and that its strength among young 

women far outweighed its strength among young men. This finding may have indicated 

that nature of risk was different among girls and boys, or was particular to the sample that 

participated in this study. 

 This exploratory study was one of the first of its kind; therefore the researcher 

conducted simple bivariate and limited multivariate analyses using the composite risk 

variable to determine if there were any broad relationships between target variables. In 

general, there was statistical support for the conceptual model with standardized 

measures functioning with moderate or high reliability, and significant correlations 

between most variables in directions described in the literature. In other words, 

depression, anxiety, and trauma symptoms, and family conflict were all significantly 

correlated with one another. Variables within the religiosity and spirituality construct 

positively correlated with Muslim Collective Self-Esteem subscales, and negatively 
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correlated with depression, family conflict, and traumatic experiences. Alienation from 

the school community correlated with lower scores on American Collective Self-Esteem 

Scale subscales, and with lower family support scores. Bivariate analyses indicated that 

risk behavior increased with age, alienation from school community, friend conflict, 

number of trauma experiences, depression, much of which is similar to other youth (e.g., 

Monahan, Oesterle, Rhew & Hawkins, 2014). Bivariate analyses also indicated that risk 

behavior was also higher among children who reported their father immigrated (alone) 

for education, and who reported their parents immigrated (together) for employment. 

Engagement decreased with higher scores on the American Collective Self-Esteem 

subscales (Private Collective Self-Esteem, and Importance to Identity), and in youth 

whose father immigrated (alone) to join family. 

 Multivariate analyses by construct identified three significant models and 

identified Sum of Trauma Experiences, American Collective Self-Esteem private 

subscale, Racial Collective Self-Esteem private subscale, and Friends Conflict as the 

most important variables in explaining engagement in risk behavior. A regression using 

these variables as set significantly predicted engagement in risk behaviors.  

When all findings are examined together, they indicate that young people who are 

more isolated (low American CSE, low Racial CSE, higher conflict with friends), have 

experienced more stressors (high number of trauma incidents), and have parents who 

immigrated with potentially less social support (i.e., no family to join) are more likely to 

engage in health risk behaviors. However, given the limited power, more complex 

models could not be tested, which would include a number of covariates, additional 

predictors, and perhaps interaction effects. 
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Implications and Directions for Future Research 

Problem Behavior Theory appeared to be a useful way to conceptualize 

engagement in health risk behaviors by Muslim American youth. The literature reviewed 

lent support to the Protection-Risk Model. The findings of this dissertation study 

indicated that socializing structures, such as culture and school belongingness, and 

vulnerability factors such as trauma experiences are significant aspects of how the 

Protection-Risk Model functions in this group. The conceptual model for this study 

contributed to the literature by bringing forth the identity narratives that the youth employ 

in their lives. This allows social workers to use the Protection-Risk Model in a way that is 

less structural-functionalist and more in line with Social Work’s person-in-environment 

framework (Hare, 2004). It is within that interaction that social workers can develop 

individual, family, community, and society level prevention and intervention efforts. 

Research Implications 

This dissertation study laid a foundation for future research about engagement in 

health risk behaviors, and findings supported replication with other Muslim American 

subgroups since this study did not identify any ethnic differences. As the sample is 

extended, it may include those who are not masjid-affiliated, come from more highly 

stressed family systems, are experiencing clinical levels of depression, anxiety, and/or 

trauma symptoms, are from a wider variety of ethnic groups, are children of native born 

Muslim Americans, are in college, and who are seeking treatment for their engagement in 

particular risk behavior(s). Thus, researchers can test whether these specific identified 

factors are associated with higher risk of engagement in risk behaviors. With a larger, 

more diverse sample, researchers will be able to test complex interactions between 
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variables in the Protection-Risk Model. Additionally this sample represented a well-

functioning group that can serve as a comparison sample for future studies that sample on 

the dependent variables included in the composite risk variable constructed for this study 

(e.g., engaging Muslim American youth who are seeking treatment for substance use, or 

who are involved in the juvenile justice system). Additional research may help clarify the 

relationships between engagement in various risk behaviors to see if engagement is 

unique to each behavior, or if it falls into classes similar to those found by de la Haye and 

colleagues (2014). 

Trauma’s impact on engagement in health risk behavior among Muslim 

Americans is worthy of further exploration. Arfken, and colleagues’ (2009) finding 

regarding high levels of trauma experiences among individuals who struggle with 

substance abuse, is consistent with literature on other populations (e.g., Suarez, Belcher, 

Briggs & Titus, 2012). The high number of youth who reported trauma experiences but 

low levels of reported risk engagement found in this dissertation study could mean 

several things. For example, low reported risk engagement could be a byproduct of 

respondents’ age and lack of access or may have represented resilience to such stressors. 

Additional studies, including longitudinal studies, may shed light on the pathways that 

may lead young people towards and away from risk engagement and may point to trauma 

as way to identify vulnerability for later risk behavior.  

Most of the measures used appeared to have moderate or high reliability in this 

sample, which may or may not be replicated in future research. Additional reliability and 

validity testing, either as part of a replication of this dissertation study or in a dedicated 

study aimed at testing a particular measure, would ensure that the measures are useful for 
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describing the selected constructs in this population. The findings raised the question 

about whether the meaning of “risk” differs among subgroups in this population, and 

whether it differs by gender. Therefore, additional studies about the definitions of risk 

behavior, with a focus on qualitative data, will continue to clarify these constructs for 

Muslim American youth. As reliable and valid measures are critical to the development 

and testing of prevention and intervention programs, such efforts would strengthen 

additional research among Muslim Americans. 

To increase the utility of future research several process issues should be 

examined further. First, qualitative studies exploring the reasons that parents declined 

participation in the study would begin to shed light on how those who did not participate 

differed from those who did. In addition, interviews of single parents, and parents who 

are not affiliated with masjid communities may contribute to a research design that 

facilitates their involvement in the study. Similarly, discussions with service providers 

engaged with Muslim American youth who are in the juvenile justice system, or who are 

seeking treatment in drug treatment programs may help highlight issues that are particular 

to those groups that would need to be included in future research about the factors related 

to engagement in health risk behaviors among Muslim American youth. 

Policy Implications 

The insights provided by the interrelationships of the Collective Self-Esteem 

subscales for the American, Muslim, and Racial/Ethnic identities of the respondents are 

critical to examine further. Similar to findings in the literature (Ahmad & Szpara, 2003), 

the findings of the current study suggested that these youth experienced their Muslim and 

American identities independently of one another. In other words, having a high Muslim 
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identity did not necessitate that American identity would be high or low; more 

exploration of the nature of the relationship between each dimension of identity is 

needed. In addition, the direct relationships between (1) whether respondents felt society 

respected their ethnic/racial group and the respondents’ pride in their American identity 

and (2) whether respondents felt society respected their ethnic/racial group and the 

respondents’ perception that they had something to contribute to the American society are 

critical to examine further; insights about this relationship may help social workers learn 

how to reduce social and emotional isolation that were found to be tied to risk behaviors 

in this sample.  

The relationship between Muslim Americans and the broader American society 

has historically been more positive than many of the experiences of Muslim minorities 

across Europe (Foner & Alba, 2008), who experience discrimination routinely (Strabac & 

Listhaug, 2007). Literature suggests that the European Muslim minority experience is 

reflective of the national conversations around who are “we” and who is the “other” 

(Hellyer, 2009). If the current sociopolitical environment in the U.S. either remains or 

becomes increasingly hostile towards the presence of immigrants, Muslims, Arabs, etc., 

the connection that the young people feel to their American identities may begin to 

deteriorate (e.g., Mythen, 2012; Peek, 2012; Tinker & Smart, 2012). Alienation may 

encourage ghettoization, and could foster an antagonistic stance similar to the one held by 

some European Muslim minorities towards the larger (mostly white) population (Foner & 

Alba, 2008).  

Though this dissertation study’s findings did not offer specific implications that 

speak to this dynamic, the findings underscored that some youth experienced 
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discrimination while they were in the process of forming their identity narratives. Further 

comparative research between the experiences of Muslim minorities in Europe and in the 

U.S. will allow researchers to clarify the impacts of such social stigma and alienation on 

the process of identity formation (e.g., Knapton, 2014). The conversation should, 

however, be expanded from a concern with “radicalization” to the examination of factors 

that contribute to or take away from healthy life outcomes as identified by PBT. This 

would allow researchers to further test PBT’s assertion that youth behavior is impacted 

by an underlying “risk” variable. This vein of research is beneficial for all involved as it 

would identify ways to promote healthy development among Muslim American youth as 

well as provide specific recommendations for how to improve society’s ability to nurture 

that process. 

Implications for Social Work Practice and Education 

 The findings of this study suggest that direct practitioners may benefit from 

conceptualizing risk engagement using the framework of Problem Behavior Theory, 

specifically the Protection-Risk model. Further research using this theory would clarify 

the utility of this theory to provide direct practitioners with ways to identify young people 

who are most vulnerable to health risk behaviors, the most beneficial ways to intervene, 

and which parts of the system must be engaged in the process. In most cases it appears 

that a multilevel approach appears to be most effective (e.g., Sterrett, et al., 2014). 

The findings were similar to literature (e.g., Norman, et al., 2012; Ttofi, 

Farrington, & Lösel, 2012) connecting trauma to risk behavior. Therefore, it appears that 

practitioners may benefit from thoroughly assessing trauma related experiences, and how 

youth have interpreted those experiences. Findings from this study indicated that those 
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young people who spend long periods of time abroad, who have family members who 

live in politically unstable areas in other countries, who watch news on international news 

stations, and access information about international issues on the Internet, may 

experience potentially traumatizing images or events at a higher rate than those who do 

not. Further research is needed to test that relationship and, if replicated, explore how 

Muslim Americans interpret those experiences. In addition media images, discriminatory 

experiences, teasing and bullying can all contribute to their sense of self and how they 

respond to and are received by others (e.g., Huesmann et al., 2012; Sirin & Fine, 2008). 

The findings of this study also indicated that the respondents highly value their 

American, Racial/Ethnic, and Muslim identities. They reported being religious, which has 

been found to be a protective factor in other groups (e.g., Kub & Solari-Twadell, 2013; 

Monahan, et al., 2014). If additional research confirms these connections, practitioners 

should be encouraged to explore what these identities mean to Muslim American youth in 

the context of their social work practice. Therefore, social work practitioners should learn 

more about the basic tenets of Islam and the ways that the practices of Islam manifest in 

different cultures and this may contribute to more effective practice with Muslim 

American adolescents and their families. Such efforts would help social workers be more 

aware of the challenges their Muslim American clients are facing while also allowing 

social workers to leverage the strengths that these youth’s religiosity may provide. 

Social workers need to conduct additional research about the how trauma, mental 

health, the consolidation of multiple social identities, and social support interact to 

increase or decrease vulnerability for engagement in risk behaviors among Muslim 

American youth. Such research would contribute to the development of targeted 
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prevention and intervention programs. Both the research and the programs developed 

need to consider carefully the theoretical underpinnings of the research and intervention 

design, including the assumptions of the measures used. For example, much of the 

research on Muslim Americans has utilized an acculturation framework. However, if 

future research continues to support this dissertation study’s finding of cross-ethnic 

similarities between Muslim American subgroups, though acculturation may be an 

appropriate frame for first and second generation Muslim Americans, it may not continue 

to be useful in later stages of research on the Muslim American community. Therefore, 

careful consideration of the entire target population may encourage the use of alternative 

theoretical frameworks, such as Problem Behavior Theory, and Collective Self Esteem. 

 Both practitioners and educators may gain insights from the theory, literature, and 

findings of this dissertation study around stigma and alienation, even while additional 

research is required to clarify the links described. PBT identifies stigma and alienation as 

distal forces that contribute to vulnerability risk, and the literature echoed that stigma was 

not an abstract concept but something that showed up in the daily experiences of Muslim 

American youth (e.g., Britto, 2008; Iyer & Haslam, 2003; O’Brien, 2011; Sirin et al., 

2008). As they are all members of the American culture and are necessarily impacted by 

that culture, this included Muslim American youth’s experiences with professionals (e.g., 

Aggarwal, 2011; Basit, 1996; Basit, 1997; Zine, 2000). The internalization of culture 

naturally becomes part of social interactions, societal constructs and institutions. 

Therefore additional, thoughtful studies of those points of interaction are necessary to 

understand and improve culture. Simultaneously, professionals should be self-reflective 
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of these dynamics in order to avoid reinforcing structural oppression. The International 

Federation of Social Workers’ definition of the social work profession states that it: 

… promotes social change, problem-solving in human relationships, and 

the empowerment and liberation of people to enhance wellbeing. Utilizing 

theories of human behavior and social systems, social work intervenes at 

the points where people interact with their environments. Principles of 

human rights and social justice are fundamental to social work (Hare, 

2004, pp. 409). 

 

This definition underscores social work’s professional commitment to the self-

determination of clients while also emphasizing competent social work practice. 

Similarly the National Association of Social Workers (2008) states that:  

Social workers should not practice, condone, facilitate, or collaborate with 

any form of discrimination on the basis of race, ethnicity, national origin, 

color, sex, sexual orientation, gender identity or expression, age, marital 

status, political belief, religion, immigration status, and mental or physical 

disability.  

 

Using this framework, social work practitioners and educators can effectively engage 

clients by avoiding a hierarchical expert-client relationship. However, effective 

engagement also requires intense internal work to be aware of one’s assumptions and to 

be open to feedback from clients about how they experience the social work 

practitioner’s work with them. 

 The above themes: being conscious of the theoretical underpinnings of measures, 

research, and interventions; being conscious of structural oppression and discrimination; 

and developing self-reflective skills regarding social work practice, are the core of the 

social work curriculum. Therefore, the findings of this study underscore the importance 

of incorporating research such as this into Human Behavior and the Social Environment 

course(s), while also helping students develop the skills to analyze and select the most 

appropriate theories to employ in their work with clients. Research similar to this 
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dissertation may also be used to illustrate respect for diversity in other parts of the 

curriculum (e.g., research). The themes identified also underscore the importance of use 

of self and encourage educators to be conscious about how they guide future practitioners 

on the journey of incorporating this skill into their practice. 

Implications for the Muslim American Community 

 This dissertation study is one of the first quantitative studies that examines the 

relationship between experiences, identity, mental health, and risk behavior. Many 

masaajid built their youth programs on the experiences and assumptions of the 

individuals who volunteered their time and energy to put them together. Many of these 

volunteers are highly experienced with the individuals who come to the masaajid and are 

well aware that some youth are facing intense challenges. However, anecdotal reports 

indicated that the youth that attend the masjid are often at the two extremes – either high 

functioning or experiencing crises, so it is easy for the experiences of masjid staff and 

volunteers to become skewed. Quantitative data would aid masjid staff and volunteers to 

discern whether their assumptions about the needs of the Muslim community are accurate 

and whether the programs that they have developed appropriately address their needs. 

This dissertation study contributed to the state of research by providing preliminary data 

to test a conceptual model for engagement in risk behavior. Both the model and the 

preliminary findings can be used to develop larger quantitative studies aimed at providing 

a picture of the psychosocial health of Muslim American youth. 

 This study is also one of the first that sampled youth from a variety of ethnic 

backgrounds. This study suggests that there are similarities between youth of different 

ethnicities and lends preliminary support to those Muslim Americans that advocate cross-



   

127 

 

ethnic integration rather than the establishment of masaajid and Islamic schools that 

function as ethnic enclaves. Additional research needs to flesh out the similarities and 

differences between subgroups within the larger Muslim American community. As the 

picture emerges, resilience identified in subgroups who have been directly addressing 

engagement in health risk behaviors for some time (e.g., inner city African American 

Muslim communities) may provide insights to other Muslim American subgroups about 

how to address health risk behavior in their communities. 

Additional findings in this dissertation study raise questions that are important for 

masaajid and Islamic schools to explore further in order to be more responsive to the 

needs of their attendees. For example, the findings related to trauma, and about those who 

spend time overseas need to be explored further through additional research and through 

community dialogues. Once these organizations have further understood how those 

dynamics function in their constituents, it may encourage organizations to provide 

workshops or other community programs to help families identify and manage symptoms 

of traumatic or stressful events that they or their extended families experience.  

As additional research clarifies the relationship between the three identities 

(American, Ethnic, and Muslim) of young Muslim Americans, findings may inform the 

ways that Muslim community organizations think about and frame programming, 

sermons, and other community events. It may also encourage those masaajid that aren’t 

already forming partnerships in the broader community to consider doing so as a way to 

support the well-being of their youth. For religious youth, having tough conversations 

around the stigma they experience, in addition to direct discrimination they experience in 

their daily lives is critical. Having such conversations both in the masjid and in interfaith 
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and intercommunity dialogues would allow them to gain specific types of support that 

they might not otherwise receive (e.g., Bruneau & Saxe, 2012). The youth in this sample 

are waiting for this kind of support and are willing to be active participants in building a 

stronger community, as nearly all of them indicated that they chose to sign up for the 

survey to help other youth and build a better Muslim American community. 
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Appendix:  

 

 

This study utilized both researcher developed questions and standardized 

measures. Table 9 lists the measures in the order they were administered with citations 

for where the measures can be accessed. Following the summary table a detailed list of 

the questions is provided. Only items written by the researcher or modified by the 

researcher are included in full. For the remainder of the questions, the reader is referred 

to the original measure. 
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Table 9 

 

Summary List of Measures in the Order Administered  

 

 

 

 

 

  

Construct 

  

Measure 

  

Citation 

Demographics & 

Immigration 

YRBS, Checking in 

Online, & Researcher-

Developed 

  

 

DV: Traditional Risk 

Behaviors 

  

YRBS (modified) Centers for Disease Control 

(2009) 

Trauma Exposure 

 

TESI-C (modified) Ford & Rogers (1997) 

DV: Internet Risk 

Behavior 

 

 

Checking in Online 

(modified) 

Mishna and colleagues (2006) 

Identity – Race CSE Scale – Race 

Specific Version 

  

Luhtanen & Crocker (1992) 

Identity – Muslim 

American 

CSE Scale – Muslim 

American Version 

  

Sirin and colleagues (2008) 

Spirituality Spiritual Well-being 

Scale 

Paloutzian & Ellison (1991) 

Mental Health TSCC-A Briere & PAR staff (1996) 

Religiosity Researcher-Developed 

Sahin-Francis Attitude 

Towards Islam Scale 

  

 Sahin & Francis (2002) 

Perceived School Support PNS - Sense of 

Community Subscale 

(modified) 

  

Martinez, Black & Starr (2002) 

Social Support – Family 

Social Support – Friends  

MSSI – Nuclear Family 

Subscale 

MSSI – Friends Subscale 

Layne and colleagues (2008) 
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Demographic & Immigration Questions 

 

Table 10 

 

Demographic Questions 

 

 

Item Response Options 

Age, Sex, Grade Followed 2009 YRBS 

What ethnic group(s) do you 

identify with? (check all that 

apply) 

African, African American, African Arab, Caucasian 

(European/White American), East Asian, Hispanic, Middle Eastern 

Arab, South Asian 

What type of school are you in? Public School; Private Muslim or Islamic School; Private School, 

other; Homeschool; pass 

Have you always been in 

_________________ (inserted 

from answer above)? 

Yes; No; pass 

IF NO:  Please check which kind 

of school you were for each grade.  

If you went to school in another 

country for that year, check 

"overseas". 

KG; 1; 2; 3; …; 11; 12 

Grades in school Followed Checking in Online 

Are you Single;  Dating (no formal understanding regarding marriage or intent 

to marry);  Talking to someone with the intent to marry him/her; 

Engaged, no nikaah/kitaab (Muslim wedding contract); Engaged, with 

nikaah/kitaab; Married (nikaah/kitaab and living together); Other 

(please specify) 

What ethnic group(s) does your 

father identify with? (check all 

that apply) 

African, African American, African Arab, Caucasian 

(European/White American), East Asian, Hispanic, Middle Eastern 

Arab, South Asian 

What ethnic group(s) does your 

mother identify with? (check all 

that apply) 

African, African American, African Arab, Caucasian 

(European/White American), East Asian, Hispanic, Middle Eastern 

Arab, South Asian 

Parental Language Adapted from Checking in Online (kept response options: English; 

Arabic; Urdu; Punjabi; Tamil; Farsi/Persian; Somali; Other (please 

specify)) 
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Item Response Options 

How many people live in your 

home 

2; 3; 4; 5; 6; 7+; pass 

Who lives in your home? (check 

all that apply) 

Adapted from Checking in Online: Mother; Father; Brother(s) or 

Sister(s); Grandparent(s); Stepparent; Stepsibling(s); Half-sibling(s); 

Other relatives (please specify); Other adult(s); Other child(ren) 

You said your mother does not 

live in your home. Which of the 

following describes why 

My mother and father are divorced 

My mother and father are separated 

My mother lives somewhere else for work 

My mother lives overseas 

My mother passed away before we came to the U.S. 

My mother passed away after we came to the U.S. 

Another reason 

I do not know 

 

You said your father does not live 

in your home. Which of the 

following describes why 

My mother and father are divorced 

My mother and father are separated 

My father lives somewhere else for work 

My father lives overseas 

My father passed away before we came to the U.S. 

My father passed away after we came to the U.S. 

Another reason 

I do not know 

 

You said that other relatives live 

in your house.  Please explain 

which other relatives live in your 

house. 

(Fill in the blank) 

What religion does your father 

identify with? 

Islam; Protestant (includes: Baptist, Lutheran, Methodist, 

Presbyterian, Episcopalian, Pentecostal, Jehovah’s Witness, Church of 

Christ, etc.); Roman Catholic; Orthodox Christian; Jewish; Hindu; 

Buddhist; Other religion; No religion (includes: Atheist, Agnostic, 

etc.) 

What religion does your mother 

identify with? 

Islam; Protestant (includes: Baptist, Lutheran, Methodist, 

Presbyterian, Episcopalian, Pentecostal, Jehovah’s Witness, Church of 

Christ, etc.); Roman Catholic; Orthodox Christian; Jewish; Hindu; 

Buddhist; Other religion; No religion (includes: Atheist, Agnostic, 

etc.) 

List the one or two jobs that your 

father spends the most time doing.  

Try to be as specific as possible.  

For example, you would write 

"Management Consultant" and not 

just "Consultant", or "Cardiac 

Surgeon" rather than "Doctor". 

 (Fill in the blank) 
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Item Response Options 

List the one or two jobs that your 

mother spends the most time 

doing.  Try to be as specific as 

possible.  For example, you would 

write "Management Consultant" 

and not just "Consultant", or 

"Cardiac Surgeon" rather than 

"Doctor". 

 

 (Fill in the blank) 

Does your family ________ the 

place you live in? 

own (1); rent (2); other (3); I don't know (4) 

How many of your close friends 

are Muslim? 

None (1); A few (2); Some (3); Most (4); All (5); Pass (6) 

How many of your close friends 

are from the same 

country/countries as you? 

None (1); A few (2); Some (3); Most (4); All (5); Pass (6) 

Age of Immigration. Followed Checking in Online 

IF NOT US-BORN: What were 

the reasons you came to the US? 

(check all that apply) 

Education; Job; Escape war or political troubles; Escape natural 

disaster; To join immediate family (parent, brothers, sisters); To join 

extended family (aunts, uncles, etc.); Other 

IF NOT US-BORN: When you 

came to U.S. who did you come 

with? (select all that apply) 

Mother; Father; Brother(s) or Sister(s); Aunt(s) or Uncle(s); Other 

family members; Other people (not family) 

IF NOT US-BORN: When you 

were coming to the U.S., did you 

come straight here? 

Yes; No 

In what country was your dad 

born? 

Afghanistan; Algeria; Bahrain; Bangladesh; Comoros; Dijbouti; 

Egypt; India; Iraq; Jordon; Kuwait; Lebenon; Libya; Morocco; Oman; 

Pakistan; Palestine; Qatar; Saudi Arabia; Somalia; Sudan; Syria; 

Tunisia; United Arab Emirates; Yemen; United States; Other; Pass 

In what country was your mom 

born? 

Afghanistan; Algeria; Bahrain; Bangladesh; Comoros; Dijbouti; 

Egypt; India; Iraq; Jordon; Kuwait; Lebenon; Libya; Morocco; Oman; 

Pakistan; Palestine; Qatar; Saudi Arabia; Somalia; Sudan; Syria; 

Tunisia; United Arab Emirates; Yemen; United States; Other; Pass 

IF BOTH PARENTS BORN 

OUTSIDE OF US: Did your mom 

and dad come to the U.S. 

together? 

Yes; No; Pass 
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Item Response Options 

IF NO: What were the reasons 

that your father came to the U.S.? 

Education 

Job 

To join family members already in U.S. 

Escape war or political troubles 

Escape natural disaster 

Got engaged or married to someone in U.S. 

He did not come to the U.S. 

Other-- If one of the "escape" questions: Does your family have 

refugee or asylee status? (Yes; No; Don't know; Prefer not to answer) 

 

IF NO: What were the reasons 

that your mother came to the 

U.S.? 

Education 

Job 

To join family members already in U.S. 

Escape war or political troubles 

Escape natural disaster 

Got engaged or married to someone in U.S. 

He did not come to the U.S. 

Other -- If one of the "escape" questions: Does your family have 

refugee or asylee status? (Yes; No; Don't know; Prefer not to answer) 

IF YES: What were the reasons 

that your parents came to the 

U.S.? (check all that apply) 

Education 

Job 

Escape war or political troubles 

Escape natural disaster 

To join family already in the U.S. 

Other -- If one of the "escapes": Does your family have refugee or 

asylee status? (Yes; No; Don't know; Prefer not to answer) 

 

What countries have you lived in 

besides the U.S.? 

(Fill in the blank) 

How often do you pray? Required & additional prayers; Required prayers only; Sometimes; 

Fridays only; Never 

How often does Islam impact the 

way you dress? 

Never; Rarely; Sometimes; Usually; Always 

How often does Islam impact the 

way you behave with others? 

Never; Rarely; Sometimes; Usually; Always 

How often does Islam impact the 

way you choose to spend your 

time? 

Never; Rarely; Sometimes; Usually; Always 

 

 

Traditional Risk Behaviors  

Questions about Violence followed YRBS 2009. Tobacco questions were 

modified from the YRBS and are included in Table 10. 
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Table 11 

 

Modified 2009 YRBS Tobacco Questions 

 

Item Response Option 

Have you ever smoked tobacco 

(cigarettes, sheesha/hookah), even one or 

two puffs? 

Yes; No; Pass 

IF YES: How old were you when you 

smoked a whole cigarette, or sheesha for 

more than 10-15 minutes for the first 

time? 

A. I have never smoked a whole cigarette, or sheesha for more 

than 10-15 minutes; B. 8 years old or younger, C. 9 or 10 

years old; D. 11 to 12 years old; E. 13 or 14 years old; F. 15 or 

16 years old; G. 17 years old or older; Pass 

ALL BUT A: During the past 30 days, on 

how many days did you smoke cigarettes 

or sheesha? 

A. 0 days; B. 1 or 2 days; C. 3 to 5 days; D. 6 to 9 days; E. 10 

to 19 days; F. 20 to 29 days; G. All 30 days; Pass 

ALL BUT A: During the past 30 days, on 

the days you smoked, how many 

cigarettes did you smoke per day? 

A. Less than 1 cigarette per day; B. 1 cigarette per day; C. 2 to 

5 cigarettes per day; D. 6 to 10 cigarettes per day; E. 11 to 20 

cigarettes per day; F. More than 20 cigarettes per day; Pass 

ALL BUT A on 37: During the past 30 

days, on the days you smoked, how long 

did you smoke sheesha/hookah/narghile 

per day? 

A. Less than 10 minutes; B. 10-15 minutes per day; C. 16 to 

30 minutes per day; D. more than half an hour to 1.5 hour per 

day; E. more than 1.5 hours to 2.5 hours per day; F. more than 

2.5 hours to 4 hours per day; G. More than 4 hours per day; 

Pass 

Have you ever smoked cigarettes or 

sheesha daily, that is at least one full 

cigarette or at least 10 minutes of 

sheesha/hookah every day for the last 30 

days? 

Yes; No; Pass 

 

Questions about Alcohol use, Drug use, Sexual behavior and How you spend your 

time followed 2009 YRBS. 

Trauma Experiences 

The list of trauma experiences was derived from TESI-C excluding the item 

asking about sexual molestation and the item asking about “other trauma”. Follow up 
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closed ended questions were asked for each positive response submitted by the 

respondent. 

Internet Use and Internet Risk Behaviors 

The following sections were derived from Checking in Online: Computer use; 

Internet (negative) experiences; Internet aggression; Internet safety; and Cyberbullying 

(knowledge & solutions). 

Identity Spirituality, Mental Health, and Religiosity 

 The next sections included standardized measures to assess the identity 

(Collective Self Esteem – Race Specific; Collective Self Esteem – Muslim; and 

Collective Self Esteem – American), spirituality (Spiritual Well-Being Scale), mental 

health (Trauma Symptom Checklist for Children, Short form) and religiosity (Sahin 

Francis Attitudes towards Islam Scale). 

Social Support 

 School environment was assessed (items included in Table 11). 
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Table 12 

 

Perceived Sense of Community in School 

 

Item Response Options 

There are people that I can rely on at school Strongly Agree (1); Agree (2); Not Sure (3); Disagree 

(4); Strongly Disagree (5); Pass (6) 

People trust each other at my school Strongly Agree (1); Agree (2); Not Sure (3); Disagree 

(4); Strongly Disagree (5); Pass (6) 

I feel I belong at my school Strongly Agree (1); Agree (2); Not Sure (3); Disagree 

(4); Strongly Disagree (5); Pass (6) 

I care about what my classmates thing of my 

actions (e.g. how I dress, how I treat my family) 

Strongly Agree (1); Agree (2); Not Sure (3); Disagree 

(4); Strongly Disagree (5); Pass (6) 

I feel close to some of my classmates Strongly Agree (1); Agree (2); Not Sure (3); Disagree 

(4); Strongly Disagree (5); Pass (6) 

People at my school are usually warm and 

friendly 

Strongly Agree (1); Agree (2); Not Sure (3); Disagree 

(4); Strongly Disagree (5); Pass (6) 

We help each other out at my school Strongly Agree (1); Agree (2); Not Sure (3); Disagree 

(4); Strongly Disagree (5); Pass (6) 

 

Family and peer support was assessed using the corresponding subscales of the 

Multi-Sector Social Support Inventory. 
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