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Abstract of Dissertation
Violence and Health Among South Asian Women in the U.S.:
A life Course Perspective

Family violence is globally and nationally a pervasive public health issue. The
growing literature in understanding the etiology and consequences of violence (e.g. child
abuse, dating violence, adult intimate partner violence and elderly abuse), has been
studied often in isolation, rather than understanding it as a detrimental cycle that occurs
throughout the lifespan. Research indicates that family violence is not a one-time event,
and violence in the family is chronic, can lead to re-victimization, and has prolonging
effects on the health and well-being of an individual. Although studies have shown the
relationship between childhood violence and adult violence, few studies have examined
how childhood violence influences adult health status, and fewer studies have specifically
looked at South Asians in the U.S.

This dissertation explores the relationships between exposure to childhood
violence, adult intimate partner violence, subjective well-being, body esteem, and suicide
ideation/attempt among 18-49 year-old South Asian women living in the U.S. Primary
data collection using quantitative survey methodology (n = 535) was conducted and

descriptive and multivariate analyses was conducted to examine the complex

relationships between childhood violence and adult health.
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Chapter 1: Introduction

Family violence is globally and nationally a pervasive public health issue, and
there are many reasons why family violence, in particular, merits focus (Chalk & King,
1998). The growing literature in understanding the etiology and consequences of
violence, child abuse, dating violence, adult intimate partner violence and elderly abuse,
has been studied often in isolation, rather than understanding it as a detrimental cycle that
occurs throughout the lifespan. Research indicates that family violence is not a one-time
event. Violence in the family is chronic, can lead to re-victimization (Herrenkhol, 2004;
Schafer, 2004; Martin 2002; Carr, 2002; and Whitfield, 2003), and has prolonging effects
on the health and well-being of an individual (Bair-Merritt & Fedutner, 2006; Lagdon,
Armour, Stringer, 2014; Dutton et al., 2006; and Springer et al, 2007). Although studies
have shown the relationship between childhood violence and adult violence, few studies
have examined how childhood violence influences adult health status, and fewer studies
have looked at specific racial and ethnic minority groups in the U.S.

A recent study that examined child sexual abuse among South Asians in the U.S.
reported that 25.2% reported experiencing some type of sexual abuse during their
childhood (exposure, touching, attempted penetration, penetration) (Robertson, Nagaraj,
& Vyas, 2015), and the devastating effects of these experiences were seen well into
adulthood, including re-victimization through dating and marital violence (Purkayastha,
2000; Ahmad & Steward, 2004; Molnar, Buka, & Kessler, 2001; and Fergusson,
McLeod, & Horwood, 2013).

This dissertation explores the relationships between exposure and experience of

childhood violence and adult health (adult intimate partner violence, suicide ideation and



suicide attempt, subjective well-being and body esteem) among 18-49 year old South
Asian women living in the U.S. Primary data collection using quantitative survey
methodology (n = 535) was conducted. Descriptive and multivariate analyses were
conducted to examine the complex relationships between childhood violence and adult

health.

South Asians in the US
There are over 3.4 million South Asians living in the U.S., comprised of

individuals with family origins from Afghanistan, Bangladesh, Bhutan, India, the
Maldives, Pakistan, and Sri Lanka (U.S. Census Bureau, 2013). The community also
includes members of the South Asian diaspora, past generations of South Asians who
originally settled in many areas around the world, including the Caribbean (Guyana,
Jamaica, Suriname, and Trinidad and Tobago); Africa (Nigeria, South Africa, and
Uganda); Canada; Europe; and other parts of Asia and the Pacific Islands (Fiji, Indonesia,
Malaysia, and Singapore) (SAPHA, 2002).

Historical Context and Immigration
The largest migration of South Asians to the U.S. occurred as a result of the 1965

Immigration and Naturalization Act (SAPHA, 2002). The act abolished the quota system
that limited the number of immigrants admitted from any country to 3% annually, an
American immigration policy that had been in effect since the 1920s. The 1965
Immigration and Naturalization Act replaced this quota system with a preference system
that focused on immigrants’ skills, resulting in a dramatic growth of immigrants from
particularly urban and highly educated backgrounds. According to the 1980 census,
South Asians were among the most successful immigrant groups, with the second

highest-ranking income level among all ethnic groups in the U.S. (SAPHA, 2002).



However, since then, there has been a demographic shift in immigrants. In the 1980s the
Family Reunification Act was established. This act allows immigrants already living in
the U.S. to sponsor their emigrating family members. Many of the family members that
came to the U.S. in response to the family reunification act tended to be less educated and
more economically disadvantaged than their family members who came prior to the
1980s (McAuliffe 2008; SAPHA, 2002; Coward, Hinnels, & Williams, 2000). The
dynamic of South Asians emigrating to the U.S. shifted again between 1995 and 2000, in
large part due to the “technology boom” (Bhattacharya & Schoppelrey, 2004). During
this most recent period, well-educated immigrants migrated over to the U.S. to pursue
higher education and employment opportunities as part of the growing technology sector
in the U.S. (Coward, Hinnels, & Williams, 2000) In fact, 50 percent of the persons
holding the H1-B specialty occupation visas (temporary visas to employ foreign workers)
were people of Indian origin (SAALT, 2012). In addition, most of the immigrants that
migrated via H1-B visas were men, while the women entered the country legally
dependent on the men as their wives, daughters, and sometimes mothers and sisters
(Dasgupta, 2000; Midlarksy, Venkataramani-Kothari & Plante, 2006).

This most recent group of South Asian immigrants tended to move to more
metropolitan areas of the country where the technology industry is more prevalent, and
has resulted in significant growth for this minority community. According to the 2010
census, the five states with the largest South Asian populations are California, New York,
New Jersey, Texas and Illinois (SAALT, 2012). The metropolitan areas with the largest
numbers of South Asians are New York City, Chicago, Washington, D.C., Los Angeles,

and San Francisco-Oakland (SAALT, 2012).



Between 1990 and 2000, there was a 106% increase in the population of South
Asians in the U.S. Of this group, Bangladeshi’s had the fastest growing rate of 248%,
then Asian Indians increased by 106%, Pakistanis by 89%, and finally Sri Lankans by
84% (US Census — Summary Files 1-4, 2000). Asian Indians, however, continue to
remain the largest group within the South Asian community residing in the U.S. Further,
Asian Indians are highly educated with 60.9% of the population having a Bachelor of
Aurts degree vs. the national average of 24.4%; and 3 %2 times more likely to obtain a
master’s degree than the national average, and finally 4 % times more likely than the
national average to obtain a doctorate degree (Aud et al., 2010). In addition to being
highly educated, Asian Indians median household income is over $60,000 compared to
the national average of $41,994.

Culture, Migration, and Violence Among South Asians
Migration has been shown to play a role in worsening the magnitude of violence.

Leaving one’s home and migrating to a new country fosters high levels of acculturative
stress as men, women, and families often encounter systematic, economic, cultural, and
linguistic barriers (Bayne-Smith, 1996; and Reitz, 1995), which culminates into high
levels of stress and tension, and in turn can lead to outbursts of violence (Dion & Dion,
2001; and Lim, 1997). In fact, a few studies have reported that domestic violence
worsens after migration (MacLeod & Shin, 1993).

Further, it is particularly difficult to determine the prevalence of violence among
South Asian communities globally due to pervasive cultural norms, including patriarchal
ideology, traditional families and gender norms (Purkayastha, 2000; Ahmad & Steward,
2004; Molner, Buka, & Kessler, 2001; Fergusson, McLeod, Horwood, 2004; and Malley-

Morrison & Hines, 2004).



Family violence is highly stigmatized amongst the South Asian population living
in-country and abroad. Furthermore, previous research has found that upbringing and
personality of Asian Indians are partly shaped by the influence of extended adult family
members, and they are expected to depend on their parents, grandparents, other siblings,
and aunts and uncles throughout their lifespan (Khairulla & Khurialla 2005). Often,
South Asian women are in a limited socio-structural position, which can further
compound their experiences of violence. These familial norms are significant barriers for
disclosure of family violence within families (Purkayastha, 2000; Ahmad & Steward,
2004).

Further, the South Asian culture is a patriarchal social system that places girls and
women in subordinate positions relative to men (Purkayastha, 2000; and Fikree & Pasha,
2004). The South Asian culture is extremely family-centric. A critical element in
understanding the health and well-being of the South Asian culture is the intimacy
between family relationships. Similar to many other immigrant groups, many emigrated
Indian families in the U.S. perceive family as a way to preserve their culture values and
beliefs (Kittler et. al., 2011) and maintain a traditional value system many years after
immigration (Patel, Power, & Bhavnagari, 1996).

In India, approximately 35% of all women have experienced physical or sexual
violence (1IPS, 2007). Given the high prevalence of family violence in South Asia,
coupled with the risks associated with migration, it is plausible that South Asians living
in the U.S. also experience family violence, which in turn influences their overall health

and well-being.



Previous Study on Family Violence & South Asians in the U.S.

Despite high levels of education and household income, preliminary evidence
indicates that South Asians living in the U.S. have some of the highest rates of abuse
(Schaefer, Caetano, & Clark, 2003; Tjaden & Thoennes, 2000). A 2015 study of 300
South Asians adults in the U.S. examined family violence and found that 24 percent of
South Asian adults experienced relationship violence, and 41.2% reported witnessing
parental violence (Robertson, Vyas & Nagaraj, 2015). In the same study, 25.2%
reported experiencing some form of childhood sexual abuse (exposure, touching,
attempted penetration, penetration). Further, 13.8% reported that during the first
18 years of their life an adult had exposed themselves to them or had forced the
participant to expose themselves; 21.5% reported sexual abuse involving touching;
4.5% reported experiencing attempted sexual intercourse; and 3.5% reported
experiencing actual sexual intercourse (Robertson, Vyas, & Nagaraj, 2015). In
addition, participants who reported any relationship violence were significantly more
likely to have experienced child sexual abuse (OR 2.28; Cl 1.26-4.13) and suicide
attempt (OR 3.96; CI 1.27-12.3) (Robertson, Vyas, & Nagaraj, 2015). While this study
was a retrospective snapshot of violence before the age of 18, it is well documented that
abuse at earlier ages is linked to dating violence later in life. A study conducted by
Sugaya et al., examined suicide ideation and suicide attempt, and both were both
independently and significantly associated with childhood sexual violence (Sugaya et al,
2012).

In a study conducted by Raj and Silverman, approximately two in five South

Asian women in the U.S. reported being involved in relationships in which they



experienced physical and/or sexual intimate partner violence, a rate disproportionately
higher (Schaefer, Caetano & Clark, 1998; and Tjaden & Thoennes, 2000) than reported
by other ethnic and racial groups in the U.S. (Ahmad & Steward, 2004; Molnar, Buka &
Kessler, 2001). In fact this rate has been found to be higher than many of those observed
in India, which range from 18-45% (Martin et al., 1999). Several community-based
studies have reported partner violence to impact 24% to 60% of Asian American women
(Raj & Silverman, 2003; Rhee, 1997; Song, 1996; Yoshioka & Dang, 2000). A telephone
survey of a nationally represented sample of 8,000 men and 8,000 women conducted
from November 1995 to May 1996, indicated that 12.8% of Asian and Pacific Islander
women reported experiencing physical assault by an intimate partner at least once during
their lifetime (Tjaden & Thoennes, 2000). Further, additional telephone interviews of
women aged 18-24 in San Francisco were conducted by the National Asian Women’s
Health Organization (NAWHO). NAWHO reported that 19% of the women reported
having experienced “pressure to have sex without their consent by an intimate partner”
and 12% reported being physically hurt by an intimate partner (NAWHO, 2002). In
addition to these studies, there are a few that have broken out the South Asian American
community and looked at specific ethnic groups within this population. One studied
looked particularly at Bangladeshi women and found that an estimated 20% of Bangla
women experienced intimate partner victimization (Silverman et al., 2007; Tjaden,
Thoennes, 2000; and Nicholas, Povey, & Walker, 2006). Another study looked at
immigrant Nepali women living in New York. With a sample size of 60, this study was
very small, however, did report that 35.6% of women reported physical abuse (Thapa-

Oli, Dulal, & Baba, 2009). While the studies on specific ethnic groups are much smaller



they still help show the magnitude of family violence within the South Asian American

community.

Multiple Forms of Family Violence

There is a growing body of literature that has examined the relationships between
experiences of childhood violence and adult relationship violence. Children subjected to
abuse are often exposed to other forms of violence, including co-occurring exposure to
parental violence (Herrenkohl et al., 2008). Findings from Dong et al., found that the
likelihood was significantly higher of an individual’s having experienced some form of
childhood violence and domestic violence in the home (Dong et al., 2004; Felittte et al.,
1998). Dong et al., reported that the prevalence of physical child abuse was 57.5% for
adults who reported exposure to parental violence as a child, compared to 21.7% for
those who did not report prior exposure (Dong et al., 2004). Further, exposure to both
childhood abuse and parental violence has been linked to later recurrence of violence,
including adult relationship violence (Tjaden & Thoennes, 2000). In fact, among women
who were sexually and physically abused and were exposed to parental violence, are
found to have 3-5 times more increased risk of victimization (Whitfield et al., 2003;

Herronkohl, 2004).

Family Violence, and Health

Findings of several studies suggest adverse social, emotional, and psychosocial
consequences for those who have been in abused and/or exposed to violence (Gewirtz &
Edleson, 2007). In a study conducted by Mullen et al., women who reported child sexual
abuse had significantly poorer mental health, poor self-esteem in adulthood, and

increased risk of suicide (Mullen et al., 1996). Further, Hurwitz et al., found that mental



health problems including body image distortion and suicide ideation, are a result of
psychological trauma related to exposure and experience of violence during childhood
(Hurwitz, Gupta, Liu, Silverman, & Raj, 2006; Kurst-Swanger, Petcosky, 2003). In a
study conducted by Hurwtiz et al., intimate partner violence was found to be associated
with poor physical health, depression, anxiety, and suicidal ideation among South Asian
women living in the U.S. (Hurwitz, Gupta, Liu, Silverman, & Raj, 2006).

The adverse childhood experiences (ACE) study was one of the largest studies
that assessed the associations between childhood abuse and later-life health and well-
being (CDC - ACE, 2014). This collaboration between the Centers for Disease Control
and Prevention and Kaiser Permanente’s Health Appraisal Clinic in San Diego was able
to reach over 17,000 Health Maintenance Organization (HMO) members who at the time
underwent a comprehensive physical exam that included information about their
childhood experiences of abuse and neglect (CDC — ACE, 2014). Through the study,
seven categories of adverse childhood experiences were studied: psychological, physical
or sexual; violence against mother; or living with household members who were
substance abusers, mentally ill or suicidal, or even imprisoned. These categories were
then compared to measures of adult behavior, health status and disease (Felitte et al.,
1998). More than half the respondents reported at least one category of childhood
exposure and one-fourth of the respondents reported two or more categories of childhood
exposure. Respondents who identified as experiencing at least four or more categories of
childhood exposure to abuse had a 4-12 fold increase in the health risks for alcoholism,

depression, and suicide attempt (Felitte et al., 1998).



Subjective Well-Being

Subjective well-being (SWB) or happiness plays an adaptive role in mental health
of an individual (Park, 2004). The key to studying subjective well-being is that it
provides a full picture of an individual’s contentment and life satisfaction. In a study
conducted by Bellis et al., 2013, adult well-being was strongly linked to childhood
experiences. Overall, the study found prevalence of low well-being scores to be
approximately 2.5 times in those reporting violent childhood (Bellis et al., 2013).
Although research on subjective well-being is still in its infancy, particularly, when
understanding its relationship to violence, studies have indicated positive life-satisfaction
leads to positive health outcomes. The existing studies suggest that happiness is
associated with increased longevity (Bellis et al., 2013). In a study conducted by Diener
& Seligman, individuals who were found to be happy did not score in clinical ranges for
depression, paranoia or schizophrenia (Diener & Seligman, 2002). When examining a
person’s subjective well-being and their physical health, more chronic medical conditions
were found to be associated with lower life satisfaction (Brickman, Coates, Janoff-

Bulman, 1978).

Acculturation

Acculturation is broadly defined as “the process by which individuals adapt the
attitudes, values, customs, beliefs, and behaviors of another culture” (Clark & Hofsess,
1998; and LaFromboise, Coleman & Gerton, 1993). Leaving one’s home and migrating
to a new country fosters high levels of acculturative stress as men, women, and families

often encounter systematic, economic, cultural and linguistic barriers (Bayne-Smith,
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1996; Reitz, 1995), which culminates into high levels of stress and tension (Dion & Dion,
2001).

In previous studies, acculturation has been measured using proxy measures such
as U.S. born, length of time in the U.S., and language spoken and read. However, there
was a need to test a more robust measure of acculturation to capture the dynamic
acculturative process for South Asians. Findings suggest use of a bilinear
multidimensional scale that assesses that culture acquisition and heritage-culture
retention are independent of each other (Zea et al., 2003).

Further, many more studies of migrant health have suggested that acculturation
influences health outcomes (Salant & Lauderdale, 2003). Specifically, in the Latino
population, acculturation has been associated with both protective and risky health
behaviors (Clark & Hofsess, 1998; Vega & Amaro, 1994; Abraido-Lanza et al, 2006).
High levels of acculturation among Latinos have been found to be associated with
indicators of poor physical and mental health and rates of risky behavior (e.g., alcohol
use, high body mass index) (Singh & Siahpush, 2002; Abraido-Lanza, Chao, & Florez,
2005; Gordon-Larson et al, 2003). There is also some evidence within the Latino
population that acculturation is associated with healthy behaviors such as increased
amounts of physical activity (Abraido-Lanza, Chao, & Florez, 2005; Crespo et al, 2001).
These findings suggest the importance of further research and examining if different
levels of acculturation are associated with protective factors.

Given that the South Asian culture is family-centric and that South Asian families
perceive family as a way to preserve their cultural values and beliefs (Kittler, Gucher &

Nahikian, 2011) and maintain a traditional value system many years after immigration
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(Patel, Power & Bhavnagri, 1996) it is important to understand how acculturation can
influence health and health behaviors. Similar to many other immigrant groups, many
emigrated Indian families in the U.S. perceive family as a way to preserve their culture
values and beliefs (Kittler, Gucher & Nahikian, 2011) and to maintain a traditional value
system many years after immigration (Patel, Power & Bhavnagri, 1996). These findings
suggest the importance of examining factors associated with health behaviors within the

South Asian American population.

Family Acculturation Gap

The rate at which children acculturate is often different than their respective
parents (Szapocznik & Kurtines, 1993), and this discrepancy, or the acculturation gap,
has been hypothesized to impact intergenerational familial conflict (Sluzki, 1979; and
Ying, 1999). During this time, family values and traditions are retained, and speaking the
same language keeps the parent-child communication strong. However, as children get
older and attend school, they develop their own friendships and are increasingly
influenced by social groups (Hwang & Wood, 2006). Hwang coined the theory,
Acculturative Family Distancing (AFD) (Hwang, 2006) and this gap is a result of
younger children having greater exposure to mainstream American culture, including
being educated in the U.S., better English proficiency and greater exposure to American
values and networks (Ying, Coombs, & Lee, 1999). These discrepancies caused by
younger children adapted to western values faster and more proficiently then their
parents, creates an inability to communicate effectively (Hwang & Wood, 2009). The
Hispanic community in the U.S. has seen the value of communication on health

behaviors. In a study conducted amongst Hispanic adolescents, it was shown that parent-
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child communication was one of the strongest predictors of susceptibility to alcohol and
substance abuse (Elder et al., 2000). While knowledge on risk and protective factors
related to family and suicide is somewhat limited, there is some research to indicate that
higher level of suicide risk is associated with higher level of conflict and less
communication between the parent and adolescent (Randell et al., 2006 & Breton et al.,
2002). The present study will explore whether high levels of AFD mitigates risky

relationship between violence and health.

Theoretical Framework
The causes and consequences of family violence are complex. The present study

was guided by the life course model; the ecological model; and the social learning theory.

Life Course Approach

The life-course approach is a conceptual framework that helps explain health and
disease patterns over time. Instead of focusing on differences in health patterns at one
point in time, the life-course approach points to broader factors that can be the underlying
causes of persistent inequalities (Fine & Kotelchuck, 2010). While the life-course
approach was developed in large part to better understand and address health disparities
in health, it can also be applied more universally to understand factors that help
understand a person’s trajectory towards optimal health (Fine & Kotelchuck, 2010). The
life-course approach helps answer two main questions (Fine & Kotelchuck, 2010):

1. Why do health disparities persist across population groups, even in

instances where there has been significant improvement in incidence,

prevalence and mortality rates; and
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2. What are the factors that influence the capacity of individuals or

populations to reach their full potential for health and well-being?

Ecological Model

The ecological model is relevant because it integrates what is currently known
about the factors that cause and maintain violence and realistically captures the
complexity of the problem (Carlson, 1984). The model described in Figure 1, considers
the complexity of each level: individual, family, cultural, and political/economic (Edberg,

2007).

Political/Economic/Structur
al

Cultural/Societal

Community/Population
Group

Family/Social Group

Individual

Figure 1. Ecological Model

The inner most layer, the individual level consists of attributes such as attitudes,
values, and beliefs learned; personal resources, skills, abilities; perceptions of world
views; and pathologies (Carlson, 1984). In addition, factors such as age, education,
income, substance abuse and history of abuse are also included at the individual level
(CDC, IPV). Experiencing child abuse (Simonelli et al., 2002; Wekerle & Wolfe, 1999),

witnessing parental violence (Hotoling & Sugarman, 1986), alcohol or dug use (Brecklin,
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2002; Kantor & Strauss, 1998; Tolman & Benett, 1990), subscribing to patriarchal values
(Yllo & Strauss, 1990) and marital conflict (Feldman & Ridley, 1995) are all factors that
if experienced at the individual level can increase the likelihood of intimate partner
violence later in life. Finally, personal history can influence an individual’s susceptibility
and ability to partake in family violence.

The second layer, of the family/social group, examines the relationships that
could potentially increase the risk of experiencing violence. Relationships include the
close social group, partners and family. The relationships with the groups are formed help
determine how behavior is influenced (CDC — IPV). Further, people tend to grow and
replicate as they have learned in their families. Dynamics such as power and social
support are influenced at this level. Examples of this include power over decision-
making, income generation and child rearing are all factors within the family/social group
that influence how violence can be perpetuated. Finally, there has been some recent work
done to show that increased social support — that is to be connected to kin, neighbors,
and/or friends is associated positively with reducing the risk of violence (Carlson, 1984).

The third level, the community/population group, or settings such as schools,
workplaces, and neighborhoods are the factors that influence the social relationships
(CDC — IPV). Factors such as poverty and social isolation fall into this realm (CDC-IPV).

The fourth level is the cultural/societal role on violence. This level incorporates
the cultural beliefs, values and norms that influence how violence is perpetuated and then
later managed. According to Strauss, “to a considerable extent, the cultural norms and
values permitting and sometimes encouraging husband-to-wife violence reflect the

hierarchal and male-dominant type of society which characterizes the Western world”
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(Strauss, 1980). In addition, as mentioned earlier, norms influence how families and
individuals are characterized and thus this level impacts individuals in all facets of their
lives.

Finally, the outer most layer, is the political, economic and structural level. In the
broadest sense, this level refers to the economic realities and trends (i.e., employment
trends, recession, etc.). This level of the ecological model recognizes that societal
resources are not equitably distributed across social groups and hence result in inequities
that cause deprivation and stress mainly amongst individuals and families in the lowest
socioeconomic levels (Carlson, 1984).

The ecological model suggests that behaviors are a product of various factors
(Bronfenbrenner, 1979). To understand critically a South Asian women’s experience of
family violence, the cultural context (acculturation) and individual level (familial
context) will be further examined. Specifically, for South Asians, it has been noted that to
comprehend the complexity of family violence, it is suggested to first take a look the
individual factors and then move into understanding the familial and cultural contexts

(Dasgupta, 2000).

Social Learning Theory

Albert Bandura’s Social Learning Theory is one of the most widely proposed
theories when understanding violence. Bandura states “violence is learned, either directly
or indirectly and reinforced in childhood and continued into adulthood as a coping
response to stress or a method of conflict resolution” (Kurst-Swanger & Petcosky, 2003).
This is critical, as it emphasizes the combination of interpersonal factors and contextual

characteristics that influence violence. Social learning theory rests on the premise that
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violence is a result of behaviors learned in childhood that carry into adulthood (Kurst-
Swanger & Petcosky, 2003). The two cognitive principles: modeling and reinforcement
(Brown & Herbert, 1997; Hampton, Jenkins, & Gullotta, 1996; Pagelow, 1984) are the
tenets of the theory that influence family violence and re-victimization. Modeling
involves imitating, thus when a child witnesses or is exposed to a particular behavior, he
or she is likely to imitate it (Kurst-Swanger & Petcosky, 2003). Further, social learning
theorists also see behavior that is reinforced as more likely to be repeated. Therefore,
when violence is positively reinforced and is accepted, violence is most likely to be
repeated (Kurst-Swanger & Petcosky, 2003).

Further, social learning theory has also been referred to as the “intergenerational
theory”, indicating that violent behavior is transmitted from generation to generation
(Kurst-Swanger & Petcosky, 2003). Research has shown that once children learn that
aggressive behavior can get needs met, they will continue to participate in these
aggressive behaviors as adults (Brown & Herbert, 1997). Strauss and colleagues (1980)
also found that adults who were abused as children were more likely to abuse their
children (Kurst-Swanger & Petcosky, 2003). This cycle of violence in the family has

shown to lead to many behavioral and mental health problems.

Conceptual Framework
The purpose of this dissertation is to deepen the understanding of violence among

South Asians women living in the U.S. Research Aim 1 explores the relationship between
violence and acculturation. Research Aims 2 is guided by the ACE pyramid depicted in
Figure 3, illustrating the life course model for family violence. Research Aim 2 examines
whether childhood exposure and experiences of violence are related to adverse health

outcomes (depicted in Figure 2). Further, Aim 3 explores whether Acculturative Family
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Distancing (AFD) moderates the relationships between childhood violence and adult

health.

Life Course
Childhood Adulthood
/Childhood Experiences of
Violence
I
)
v £
Exposure to Parental = 5
Violence Body Image & <«
\ / Qubjective Well Being J

&
AFD 0%

| - Acculturation |

Figure 2. Conceptual Framework for Aim 1 and 3

Figure 3 below provides the conceptual framework of the ideologies and factors
that transcend into violence based on the ecological models that will be discussed in this
dissertation. The ACE pyramid depicted in Figure 3 represents how childhood

experiences can impact health later in life.
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Figure 3. ACE Pyramid - Conceptual Framework for Aim 2
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Methods
The present doctoral dissertation study will describe several types of family

violence among South Asians in the U.S. including child abuse (verbal, physical and
sexual), witnessing parental violence, and intimate partner violence during adulthood.
Further, the study will examine whether experiences of violence during one’s childhood
influence suicide ideation and suicide attempt ever, body esteem and subjective well-
being during adulthood, among South Asian women ages 18-49 in the U.S. To address
the objectives of this dissertation, a cross-sectional quantitative study with a snowball

convenience sample was implemented.

Recruitment and Sample

Due to the sensitivity of the nature of this study and identifying hard-to-reach
populations, snowball sampling was utilized. To achieve sampling balance, it is necessary
to collect a large enough sample size to be confident about the point estimates during data
analysis, in addition to relying on chain-referral sampling (Sadler et al., 2010). While
exact point prevalence’s are not available for this study population, Table 1 below
presents point prevalence’s for the various outcomes that were studied in this dissertation
and helped determine the sample size that the researcher used to reach a large enough
sample size to be confident about the population. The proposed sample sizes were
calculated using Epi Info (public domain software, CDC). All calculations were based on
80% statistical power and 2% and 5% alpha for outcomes with higher prevalence (Suresh

& Chandrashekera, 2012).

Table 1. Estimate Prevalence of Outcome Variables

Outcome Variables | Prevalence Estimates
South Asians living in the | General Population | Alpha Sample*
uUS

Suicide Ideation Not available 7.4% (CDC, 2013) | 0.02 281
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(rates for 18-25 n)

year old)

Suicide ideation Not available 4.0 % (CDC, 2013) | 0.02 158

(rates for 26-49

year old)

Binge Drinking Not available 17.1% (MMWR, 0.02 582
2010)

Childhood 25.2% (Robertson et al., | Not available 0.05 124

Experiences of 2015)

Violence*

Exposure to 41.2% (Robertson, etal., | 9% (Zinzow etal., | 0.05/0.02 | 159/ 336

Parental Violence 2015) 2009)

Young Adult Not available 35.6% women (18 | 0.05 151

Relationship and over) (Black et

Violence al., 2011)

Data Collection Procedures

A convenience sample of South Asians women ages 18-49 that currently live in
the U.S. was recruited. In the case of this dissertation, there is a not a specific listserv or
database of self-identified South Asian women ages 18-49 that live in the U.S. Due to
this reason, this study utilized a chain-referral-sampling, which began with an initial
convenience sample. In addition, snowball sampling, through social media sites such as
Facebook and Twitter, allows the researcher to conduct studies quickly and with larger
sample sizes, which can prove to be a useful tool for exploratory studies such as this
(Bhutta, 2012).

To initiate the sampling process, a web search was conducted of South Asian
American listservs and Facebook groups. This data was compiled using search terms
such as “Pakistani American”; “Indian American”; “South Asian American”; etc. Even
though the sampling process began by looking at a focused set of groups, with snowball
sampling, women in these groups forwarded the survey to their network of family and
friends. The survey was posted on approximately 200 social media sites including

Facebook, Twitter and LinkedIn. In addition, 20 organizational leaders throughout the
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U.S forwarded the survey to their organizational listservs. Finally, a number of
individuals shared the link to the survey on their Facebook walls, and to their personal
and professional networks. Given the number of individuals on these social media sites,
email lists, and databases, including an overall of individuals on multiple lists, a valid
response rate could not be calculated. See Appendix A for the initial outreach list.

A self-administered, anonymous, web-based descriptive survey was created in
Survey Monkey, an online survey administration platform. There was no section to input
a name or any other identifying information. Participants were invited to complete the
instrument at their convenience. The instrument took 20-25 minutes to complete. Survey
participants provided consent by clicking “next” to begin the survey after reviewing a
brief summary that included the risks and benefits of participating in the study. Other
than the four exclusion criteria questions (being female; currently living in the U.S.;
being between the ages of 18 and 49; and self-identifying as South Asian), there were no
force questions within the survey. Respondents had the option to skip any question
throughout the survey. The survey responses were anonymous. An incentive was given to
all survey respondents if they chose to receive one for their time. If respondents wanted
to receive a gift card for $5 to Starbucks, there were asked to complete a separate survey,
which they received a link to after completion of the survey, and therefore it was not

linked to the respondents’ survey responses.

Missing Data
Once all the data was collected, the data was analyzed to determine if any values

were missing. Listwise deletion methodology was employed for missing data. Data was
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not used for the individuals that only completed the demographic portion of the

instrument.

Measures

The study was conducted through a cross-sectional quantitative survey, available
only in English. The data collection instrument was a structured, self-administered online
questionnaire with 76 questions — 35 questions related directly to family violence
(childhood experiences of violence exposure to parental violence and current adult
relationship violence), 2 questions related to acculturation and acculturative family
distancing; 18 questions related to health outcomes; 18 questions related to demographic
information; and 4 questions were the qualifying questions to be eligible to take the
survey. To maintain anonymity the survey link was sent via secured online vendors. A
summary of measures can be found below in Appendix B. Items in the survey will were
drawn and adapted from standardized and validated instruments used in prior surveys.

The full instrument can be found in Appendix C.

Protection of Human Subjects Research

This dissertation study was approved by The George Washington University
Institutional Review Board (IRB #101521).

The study incorporated the highest possible levels of protection of the study
participants. Efforts were taken to protect anonymity of all participants while maintaining
the highest level of quality of data, and reduce possible discomfort caused to the
participants. Finally, the researcher has ensured that the study findings were properly
interpreted, adhering to the highest standards of quality and integrity in data analysis,

interpretation, and dissemination of study results.
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The human subjects’ approval applications were submitted to the Human
Research Institutional Board (IRB) at The George Washington University. Package 1
(Appendix D) detailed the survey procedures, and received exempt status on October 28,
2015. Package 2 (Appendix E) was a modification to Package 1 and detailed changes
made to the survey questionnaire, sample eligibility and methodology. It also received
exempt status on November 5, 2015 due to the non-risky nature of the study.
Participation in all phases of the study was entirely voluntary, and participants were able
to stop their involvement at any time.

Overall, the study involved 819 participants. The survey employed four qualifying
questions (“Are you female”, “Are you between the ages of 18 and 49?”, “Do you
identify yourself as South Asian?” and “Do you currently live in the U.S.?”). Individuals
who clicked the survey but did not meet these inclusion criteria were excited out of the
survey prior to any research questions being asked. Participants who met the inclusion
criteria were then asked to complete the quantitative instrument. However, 284
participants only completed the demographic information portion of the quantitative
instrument, and therefore, were dropped from the sample, leaving the sample size to 535
participants.

There were minimum risks associated with this study. However, due to certain
questions pertaining to family violence, participants may have felt slight discomfort while
responding to some of the questions.

The researcher completed the regular Collaborative Institutional Training
Initiative (CITI) training (renewed October 2015) and was extensively familiar with

study procedures and protocols. Participants were informed that they can skip questions
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and discontinue the study at any time. Each survey was populated with an auto-generated
ID number; no personally identifying information was collected to link a given
respondent to her survey data; and the data collected remained anonymous. Additionally,
it is unlikely that the combination of demographic variables collected could jointly
identify a study participant, particularly with the chain-referral/snowball sampling
strategy in place. The data downloaded from the survey was directly downloaded to a de-

identified data file and then stored in a password protected dedicated computer.

Specific Aims
Although there is evidence pointing toward high rates of family violence among

South Asian Americans, few studies have taken on understanding violence as it occurs
throughout the life span, often in multiple forms, and the impact it has on health
outcomes.

The purpose of this study is to examine the landscape of childhood exposure and
experience of violence, current adult relationship violence and health among 18-49 year-
old South Asian women living in the U.S. Given that childhood violence can lead to adult
re-victimization and be a risk factor for adverse health outcomes, we want explore if this
hypothesis (family violence increases the risk of re-victimization) remains true in the
South Asian population. This dissertation will investigate this hypothesis through three
individual papers:

e Understanding Health, Violence, and Acculturation Among South Women in the

U.S.

e Childhood Family Violence and Adult Health: Is there is Link?

e Family Violence & Health: Is Acculturative Family Distancing (AFD) Protective?
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The following dissertation utilizes the “three-paper” method and chapters 2, 3 & 4 are
manuscripts for publication. As per the School policy, Chapter 2 (paper 1) is currently
under review with the Journal of Immigrant and Minority Health and conforms to the
3500-word journal limit.

Understanding Health, Violence, and Acculturation Among South Asian Women in the

US (Paper 1):

Paper 1 examines the important role of acculturation and health. Specifically,

what is the sample prevalence of (1) childhood experiences of violence; (2) exposure to
parental violence; and (3) current adult intimate partner violence; (4) prevalence of
suicide ideation and attempt; (5) body esteem in adulthood; and (6) subjective wellbeing
in adulthood of South Asian adult women? Further, is there a significant relationship
between 1) family violence and acculturation; and 2) health and acculturation? The
following is an abstract of paper 1:

The devastating effects of experiencing violence in childhood are seen well into
adulthood. This has been particularly difficult to assess among South Asians living in the
U.S. due to cultural and gender norms. In a web-based survey administered to a
convenience sample of South Asian women living in the U.S. (n=535), information was
gathered on experience/exposure to childhood violence; adult intimate partner violence;
and adverse health outcomes, including ever suicide ideation/attempt, experiences of
quality of life and body esteem in adulthood. Further, an individual’s acculturation levels
were measured using the Abbreviated Multidimensional Acculturation Scale (AMAS).
This study found that acculturation status is a key factor with respect to childhood verbal,

physical and sexual abuse, as well as body esteem, subjective well-being, and risky
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alcohol behavior. These results suggest that acculturation plays an important role for
childhood violence, as well as adult health indicators. The findings in this study, suggest
that much more research is warranted to better understand the complex relationships
between acculturation status and health. While studies of South Asian immigrants have
increased substantially, the study on how acculturation influences health and health
outcomes has lagged behind. The findings in this study will provide guidance for future
work in understanding how acculturation can play a key role in addressing the health and
well-being of South Asian women in the U.S.

Childhood Family Violence and Adult Health: Is there is Link? (Paper 2):

Paper 2 utilizes a life course approach to examine the relationships between
childhood exposure to violence and adult health. Specifically, is there relationship
between childhood experiences of family violence and health (current adult intimate
partner violence, suicide ideation/attempt, and body esteem and subjective well-being in
adulthood)? Is there a relationship between exposure to parental violence and health
behaviors (current adult intimate partner violence, suicide ideation/attempt, and body
esteem and subjective well-being in adulthood)? The following is the abstract for Paper
2:

The devastating effects of experiencing violence in childhood are seen well into
adulthood. This has been particularly difficult to assess among South Asians living in the
U.S. due to a lack of race-specific data. A cross-sectional quantitative study of 535 South
Asian adult women living in the U.S. was conducted to better understand the relationship
between childhood exposure to violence and health behaviors in adulthood. Measures

included socio-demographics, exposure to violence as a child via witnessing parental
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violence, and experience of childhood violence (verbal, sexual, and physical), adult
intimate partner violence, suicide ideation & attempt, and body esteem and subjective
well-being in adulthood. Multiple logistic and linear regression models examined
whether childhood violence was associated with suicide ideation and attempt; adult
intimate partner violence; body esteem and subjective wellbeing. All models adjusted for
age, household income, country of origin, and acculturation. The models on suicide
ideation and attempt, yielded significant findings for childhood verbal abuse (OR 5.22;
95% CI 3.06 — 8.91 and OR 4.91; 95% CI 2.34 — 10.32, respectively); childhood physical
abuse (OR 3.71; 95% CI 1.56 — 8.79 and OR 5.18; 95% CI 1.96 — 13.67, respectively);
childhood sexual abuse (OR 2.17; 95% CI1 1.33 — 3.55 and OR 4.36; 95% CI 2.04 — 9.34,
respectively); and having a battered mother (OR 2.12; 95% CI 1.21 — 3.72 and OR 2.68;
95% CI 1.22 — 5.81, respectively). Significant associations were found between
childhood verbal abuse and body esteem (B = 0.34, p<0.001); childhood verbal abuse
and subjective well-being (B =10.37, p<0.001); childhood physical abuse and subjective
well-being (B =-0.37, p<0.01) and having a battered mother and subjective well-being
(B =70.23, p<0.01). To date, this is the first study to examine childhood violence and its
relationship to adult intimate partner violence and health among South Asian women in
the U.S.

Family Violence & Health: Is Acculturative Family Distancing (AFD) Protective?

(Paper 3):

Paper 3 examines whether Acculturative Family Distancing (AFD) moderates the
relationship between childhood violence and adult health (adult intimate partner violence,

suicide ideation/attempt, and body esteem and subjective well-being in adulthood).
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Abstract for Paper 3 is as follows:

Despite the rapidly growing South Asian population in the U.S, our knowledge of
acculturative processes and their impact on this immigrant group is quite limited. This
paper examines the Verbal Communications Dimension (VCD) of the AFD scale to
determine if parent-child communications moderates the relationship between childhood
violence and adult health for South Asian adult women living in the U.S. The VCD scale
tests the breakdown in communication that is caused by younger children adopting
western values faster and more proficiently than their parents. A cross-sectional
quantitative study of 535 South Asian adult women living in the U.S. was conducted to
better understand the relationship between childhood exposure and experience of
violence and health behaviors in adulthood. Measures included socio-demographics,
exposure and experience to violence as a child (verbal, sexual, physical, and battered
mother), adult intimate partner violence, suicide ideation and attempt, and body esteem
and subjective well-being in adulthood. Multiple logistic and linear regression models
with interactions examined whether VCD moderated the relationship between childhood
and adult health (current adult intimate partner violence, suicide ideation and attempt;
body esteem and subjective well-being). All models were adjusted for age, household
income, country of origin, and acculturation. AFD moderated the relationship between
childhood verbal abuse and suicide ideation. AFD also moderated the relationship
between childhood verbal abuse and body esteem. And finally, the interaction term
between subjective well-being scores in adulthood and having a battered mother was
statistically significant. Thus, indicating that higher levels on the AFD scale were

associated with a weaker association between battered mother and body esteem and a
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battered mother and subjective well-being. The results suggest that AFD moderates the
relationship between childhood violence and some adult health outcomes, particularly
body esteem and subjective well-being. To date, this is the first study to examine the role
of communication on childhood violence and its relationship to adult violence and health
among South Asian women in the U.S.

Results from this study will guide future studies and prevention programs. Addressing
violence in the U.S. is central to the public health agenda. Although some progress has
been made, very little has been done to understand immigrant communities and much less
looking at violence from a life course perspective. To our knowledge, this dissertation
study is the first national study to look at violence retrospectively from childhood to
adulthood. While many of the constructs have been studied and tested before, it has not
been for the South Asian population living in the U.S. Further, the data from this study
will help generate more specific hypotheses for future studies.

This dissertation contributes to the knowledgebase in several significant ways. First,
there is a paucity of health research on South Asians in the U.S. and almost no studies
that focus specifically on South Asian women in the U.S. Second, although most studies
on immigrant and minority groups in the U.S. utilize a measure of acculturation, most of
these studies use proxy measures such as nativity and/or language spoken. No studies to
date have adapted a more robust measure of acculturation for South Asians. Third,
although there is sufficient research pointing to the relationship between childhood
violence and adult violence, few studies have assessed whether childhood violence is

related to other health indicators in adulthood. And finally, no study to date has examined
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whether AFD can minimize adverse adult health outcomes among people who have

suffered from violence in their childhood.
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Chapter 2: Understanding Health, Violence, and Acculturation Among South Asian
Women in the US

Authors: Nitasha Chaudhary Nagaraj ¢ Amita N. Vyas e Karen A. McDonnell e Loretta
DiPietro

Abstract
The devastating effects of experiencing violence in childhood are seen well into

adulthood. This has been particularly difficult to assess among South Asians living in the
U.S. due to cultural and gender norms. In a web-based survey administered to a
convenience sample of South Asian women living in the U.S. (n=535), information was
gathered on experience/exposure to childhood violence; adult intimate partner violence;
and adverse health outcomes, including suicide ideation/attempt, experiences of quality
of life and body esteem. Further, an individual’s acculturation levels were measured
using the Abbreviated Multidimensional Acculturation Scale (AMAS). This study found
that acculturation status is a key factor with respect to childhood verbal, physical and
sexual abuse, as well as body esteem, subjective well-being, and risky alcohol behavior.
These results suggest that acculturation plays an important role for childhood violence, as
well as adult health indicators. The findings in this study, suggest that much more
research is warranted to better understand the complex relationships between
acculturation status and health. While studies of South Asian immigrants have increased
substantially, the study on how acculturation influences health and health outcomes has
lagged behind. The findings in this study will provide guidance for future work in
understanding how acculturation can play a key role in addressing the health and well-

being of South Asian women in the U.S.
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Introduction
Despite having lower rates of mortality than males, females in the United States

(U.S) tend to have higher rates of morbidity across multiple indicators. This is further
complicated due to racial and ethnic disparities (Williams, 2008) whereby, acculturating
from traditional agrarian lifestyles to modern westernized lifestyles has been seen to be
associated with higher rates of chronic diseases and specific mental disorders, including
substance abuse (Castro, 2007).

In 2010, the Institute of Medicine (IOM) convened an 18-member committee to
conduct a comprehensive review of the status of women’s health research in the U.S.
(I0M, 2010). The committee reported that many behavioral determinants (smoking,
eating habits and lack of physical activity) are shaped by one’s cultural, social and
societal environment (I0OM, 2010). To that extent, the present manuscript is part of a
larger study of South Asian women in the U.S. examining the relationships between
childhood exposure to violence and subsequent adult health behaviors and outcomes.
This paper specifically explores if and how acculturation is associated with alcohol use,
suicide ideation and attempt, body esteem, and subjective well-being. To our knowledge
this study is the first of its kind to (1) examine multiple health behaviors and outcomes
among South Asian adult women in the U.S., and (2) use a robust measure of
acculturation (Zea, et al., 2003). This study was reviewed and approved by The George
Washington University internal review board (IRB #101521).

South Asian American Women

There are over 3.4 million South Asians living in the U.S., comprising of

individuals with family origins from Afghanistan, Bangladesh, Bhutan, India, the

Maldives, Pakistan, and Sri Lanka (US Census Bureau, 2010). South Asian Americans
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are one of the fastest growing populations, yet there remains limited data on the health
and well-being of this immigrant population. Obtaining data within the South Asian
community in the U.S. has been complex due to (1) the aggregation of data for all Asian
Americans (SAPHA Brown Paper, 2002); and (2) fewer South Asian-specific studies
because of cultural stigmas and taboos surrounding sexuality, mental health issues, and
familial conflict (Tirodhkar, et al., 2010; Purkayastha, 2000; Ahmad & Steward, 2004).
Moreover, the “model minority” myth (a stereotype of South Asians defined as an
idealized representation of this minority group to be “wealthy and healthy”), further
perpetuates limited health data for this ethnic group. This is particularly seen when
understanding the health and well-being of South Asian women. To date, very little
information is presented on the health of South Asian women. In fact, the only published
data on the health of South Asian women was in the South Asian Public Health
Association Brown Paper, which only reported on health issues related to maternal and
reproductive health, and anemia and osteoporosis, all of which are common disorders
found among South Asian women (SAPHA 2002). At the same time, South Asian
American health research has primarily focused on examining rates of chronic disease
(Harding, 2003; Narayan et al., 2010), however, these studies do not stratify by gender.
Acculturation

Acculturation is ‘the process by which individuals adapt the attitudes, values,
customs, beliefs, and behaviors of another culture’ (Clark & Hofsess, 1998;
LaFromboise, Coleman, & Gerton, 1993). Leaving one’s home and migrating to a new
country fosters high levels of acculturative stress as men, women, and families often

encounter systematic, economic, cultural and linguistic barriers (Bayne-Smith, 1996;
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Reitz, 1995), which culminates into high levels of stress and tension (Dion & Dion,
2001). More recently, many more studies of migrant health have suggested that
acculturation influences health outcomes (Salant & Lauderdale, 2003). Specifically, in
the Latino population, acculturation has been associated with both protective and risky
health behaviors (Clard & Hofsess, 1998; Vega & Amaro, 1994; Abraido-Lanza, et al.,
2006). High levels of acculturation among Latinos have been found to be associated with
indicators of poor physical and mental health and rates of risky behavior (e.g., alcohol
use, high body mass index) (Singh & Siahpush, 2002); Abraido-Lanzo, Chao, & Florez,
2005; Gordon-Larsen, et al., 2003). There is also some evidence within the Latino
population that acculturation is associated with healthy behaviors such as increased
amounts of physical activity (Abraido-Lanzo, Chao, & Florez, 2005; Crespo, Smit, &
Carter-Pokras, 1994). Further, these findings suggest the importance of further research
and examining if different levels of acculturation are associated with protective factors.
Given that the South Asian culture is family-centric and that South Asian families
perceive family as a way to preserve their cultural values and beliefs (Kittler, Gucher, &
Nahikian-Nelms, 2011) and maintain a traditional value system many years after
immigration (Patel, Power, & Bhavnagri, 1996) it is important to understand how
acculturation can influence health and health behaviors. Similar to many other immigrant
groups, many emigrated Indian families in the U.S. perceive family as a way to preserve
their culture values and beliefs (Kittler, Gucher, & Nahikian-Nelms, 2011) and to
maintain a traditional value system many years after immigration (Patel, Power, &
Bhavnagri, 1996). These findings suggest the importance of examining factors associated

with health behaviors within the South Asian American population.
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Methods
Sample and Procedures

This present study utilized a convenience sample of 535 South Asian women
living in the U.S between the ages of 18 and 49. Eligibility criteria included English-
proficient female adults’ ages 18-49 currently residing in the U.S. Snowball sampling, a
common strategy for non-probability samples, was utilized in an effort to recruit a highly
specific population (Heckathorn, 2011). A self-administered, anonymous, web-based
survey was created in an online survey administration platform. A hyperlink to the survey
was sent out electronically to South Asian national listservs, personal networks, and via
social media. Recipients were asked to forward the survey to other potentially eligible
friends, colleagues, and social networks.

Participants were invited to complete a 20-25 minute survey, and provided
consent by clicking “next” to begin the survey after reviewing a brief summary of the
study. An incentive was given to all survey respondents if they chose to receive one for
their time. If respondents wanted to receive a gift card, there were asked to complete a
separate survey, for which they received a link after completion of the survey, and
therefore it was not linked to the respondents’ survey responses. The survey was
conducted from November 2015 to January 2016. Given the multitude of email lists and
databases, including overlap of individual and multiple lists, a valid response rate could
not be calculated.

People of Indian descent represent a majority of the South Asian community,
(comprising over 80% of the total population in the U.S.), followed by Pakistanis,

Bangladeshis, Nepalis, Sri Lankans, Bhutanese and Maldives (SAALT, 2012). Despite
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significant efforts to reach out to non-Indian ethnic groups, the majority of the study
sample was people of Indian origin.
Instruments and Measures

Data were collected via a 76-item quantitative survey. Demographic
characteristics included country of origin, marital status, education level, annual
household income, length of time in the U.S., nativity, and citizenship. History of
childhood violence and current adult intimate partner violence were captured using
questions from the CDC Adverse Childhood Experiences (ACE) study (Felitte, et al.,
1998). Respondents were asked if they experienced verbal, physical and/or sexual abuse
before the age of 18. To determine if a participant was verbally or physically abused,
participants were asked to self-report either never, rarely, sometimes, often, or very often
on the following questions: How often did a parent, stepparent, or adult living in your
home swear at you, insult you, or put you down threaten to hit you or throw something at
you, but didn’t do it?; actually push, grab, slap or throw something at you?;and hit you
so hard that you had marks or were injured? For child verbal abuse and child physical
abuse, an “any verbal abuse” and “any physical abuse” variable was created from the
summation of the items identified and dichotomized as yes/no.

To determine if a participant experienced child sexual abuse, participants were
asked: “during your first 18 years of life, did an adult or older relative, family friend, or
stranger ever (1) expose themselves to you or force you to expose yourself to them, (2)
touch or fondle your body in sexual way, (3) have you touch their body in a sexual way,
(4) attempt to have sexual intercourse (oral, anal, or vaginal) with you, (5) actually have

sexual intercourse (oral, anal or vaginal) with you?” A “yes” response to any of these
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five questions classified the respondent as having experienced sexual abuse during
childhood. An “any sexual abuse” variable was created from a summation of these items
and dichotomized as yes/no.

With respect to witnessing parental violence, participants were asked if they had
never, once, twice, sometimes, often or very often witnessed their father (or stepfather)
do any of these things to their mother: (1) Push, grab, slap, or throw something at her?;
(2) Kick, bite, hit her with a fist, or hit her with something hard?; (3) Repeatedly hit at
least a few times; and (4) Threaten her with a knife or gun, or use a knife or gun to hurt

99 ¢

her? A response of “sometimes,” “often” or “very often” to at least one of the first two
questions or any response other than “never” to at least one of the third and fourth
questions defined a respondent as having had a battered mother or witnessing parental
violence.

Participants were asked questions to determine if they are currently experiencing
physical and/or sexual abuse. These questions were adapted from the Revised Conflicts
Tactics Scale (Straus et al., 1996). Participants were asked to answer each question with
the following response choices: always, very often, sometimes, rarely, never. Statements
included: “Since the age of 18, have you ever been in a relationship with someone who:
threaten to hit or throw stuff at me; twisted my arm or hair; pushed or shoved me;
slapped me; punched or hit me; choked me; beat me up; kicked me; insisted on sex when
| did not want to; used force to make me have sex; | had a sprain, bruise, or small cut

because of a fight; | went to the doctor because of a fight; and I had a broken bone

because of a fight.
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Subjective well-being questions were adapted from the Oxford Happiness
Questionnaire (Hills & Argyle, 2002). The Oxford Happiness Questionnaire is a
validated measure that was devised to broadly measure happiness. The scale has been
found to have consistently and has demonstrated a high scale reliability (Cronbach alpha
=0.91) (Hills & Argyle, 2002). Participants were asked to self-report either strongly
disagree, moderately disagree, slightly disagree, slightly agree, moderately agree and
strongly agree to a series of 28 statements. Negative items were reverse coded. The sum
of item scores is an overall measure of happiness, with high scores indicating greater
happiness.

Questions related alcohol and prescription drugs were adapted from CDC’s
National Health and Nutrition Examination Survey (NHANES) (CDC, 2015-2016).
Participants were asked to self- report if they considered themselves an alcoholic.
Questions were also asked about use and frequency of prescription drugs without a
doctor’s prescription.

Body esteem questions were captured using the Body-esteem scale for
adolescents and adults (BESAA) (Mendelson & Mendelson, 2001). When studying the
evolution of this scale, Mendelson and colleagues found an internal consistency to be
very good (Cronbach’s alpha = 0.89). The BESAA assessed participants’ attitudes and
feelings about their bodies and appearance. Participants self-reported their degree of
agreement on a 5-point Likert scale ranging from 0 (never) to 4 (always) on a series of 23
statements; negative items were reverse coded.

Acculturation was measured using an adapted version of the Abbreviated

Multidimensional Acculturation Scale (AMAS) (Zea, et al., 2003). Participants were
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asked to indicate their level of agreement with six statements measured on a 5-point
Likert-type scale (1=strongly agree to 5=strongly disagree). The statements were as
follows: “T am proud of being [South Asian/American]”, “I feel good about being [South
Asian/American]”, and “I think of myself as being [South Asian/American]”. The two
subscales, measuring U.S culture and South Asian culture had very high internal
consistency (Cronbach’s 0=0.9298 and 0=0.9517, respectively). After creating the
subscales, we conducted a four-group k-means cluster analysis. The k means cluster
stratified the participants into K groups or clusters and contains observations so the
degree of association is strong between members of the same cluster and weak between
members of different clusters. Each cluster describes the category to which participants
belong, including high South Asian-high American, high South Asian-low American; low

South Asian-high American, and low South Asian-low American identities.

Statistical Analysis
Quantitative data analysis was conducted using SPSS 22. Frequencies and

percentages were calculated for all categorical variables of interest. For scales used in the
survey, negatively worded items were reverse coded and items were summed for a scale
score and divided by the number of items to retain the original response range for
descriptive purposes. Cronbach’s alpha were calculated for each scale to report
reliability. Multivariate regression models (logistic/linear), adjusting for age, household
income and country of origin are presented to provide a more robust and meaningful

analysis of the data.

Results
Table 2 presents demographic and acculturation related characteristics of study

participants. Most people who completed the survey were between the ages of 20 and 24
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(22.8%), and a little over half of the participants were born in the U.S (51.2%). Of the
48.5% of the participants not born in the U.S, the majority are U.S citizens (76.6%) and
13.6% of the participants have lived in the U.S for over 20 years. The majority of
participants are of Indian origin (85.6%); married (49.0%), and 35% have a household
income greater than $200,000. Further, Table 2 presents the acculturation levels of study
participants. Over 60% (61.7%) of the participants fell into the integration acculturation
group (those with high scores in the U.S acculturation and high in the South Asian
culture).

Table 3 presents the health characteristics of study participants. Means and
Cronbach’s alpha’s were calculated for both the body esteem and subjective well-being
scales. The mean for the body esteem scale was 3.23 (Cronbach’s alpha =0.71). The
mean for the subjective well-being measure was 4.27 (Cronbach’s alpha = 0.68). Slightly
over 2% of the participants self-reported themselves as alcoholics and 3.4% of the
participants indicated they ever used prescription drugs. With respect to childhood
violence, 21.1% reported experiencing some form of child sexual abuse (exposure,
touching, attempted penetration, penetration); 5.4% of the participants reported childhood
physical abuse; and 16.3% reported childhood verbal abuse. Further, 13.5% of the
participants reported that their mother was battered. Thirty-one percent of the participants
reported suicide ideation and 6.7% attempted suicide.

Table 4 presents multivariate regression models for acculturation groups and
violence, adjusting for age, household income, and country of origin. Participants who
fell into the separation acculturation group, were found to have significantly positive

body esteem in adulthood ( = 0.13; 95% CI 0.66 - 0.46) and reported greater child
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sexual abuse (OR 3.00; 95% CI 1.69 — 5.35) compared to those in the integration
acculturation group. Participants who fell into assimilation category were significantly
more likely to experience childhood verbal abuse (OR 1.50; 95% CI 1.070 — 2.105) and
less likely to be satisfied with the quality of their life experiences in adulthood (B = "0.16;
95% CI "0.28 - "0.07) than those participants who were categorized in the integration
acculturation group. Further, individuals who fell into the marginalization acculturation
group were significantly more likely to experience childhood physical abuse (OR 9.31,;
95% CI 1.32 — 65.74) and more likely to report themselves as alcoholics (OR 28.47; 95%

Cl11.31 - 620.43) than those who were in the integration acculturation group.

Discussion
The present study is an important addition to the research literature on South

Asian Americans as it focused on women, violence, health, and the role of acculturation.
With respect to violence, over 20% of reported childhood sexual abuse; 6.9% physical
abuse; 16.3% verbal abuse; 13.5% reported having a battered mother; and 30.5% reported
adult intimate partner violence. Certainly, these findings put forth preliminary evidence
on the need to prevent and address various forms of violence across the lifespan for South
Asian women in the U.S.

Traditionally, proxy measures including length of time in the U.S., language
spoken and read have been utilized as a measure of acculturation. However, this study
applied a more robust measure of acculturation than previous studies. The AMAS model
evaluates identity, language competence, and cultural competency, and has not been used
previously for South Asian communities. The measure was found to have high internal
consistency and 61.7% of the sample fell into the integration group (High American-High

South Asian); 14.2% in the separation group (Low American-High South Asian); 9.9% in
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the assimilation (High American-Low South Asian) group and 0.09% in the
marginalization (Low American-Low South Asian) group. Further, acculturation group is
a key factor with respect to childhood verbal, physical and sexual abuse, as well as body
esteem and subjective well-being in adulthood, and risky alcohol behavior. Women
whose acculturation status is characterized by a strong desire to maintain their culture of
heritage and avoid involvement with others, experienced childhood sexual abuse and a
more positive perception of body esteem in adulthood. For women who want or have
little interest in their heritage culture and prefer interacting with the larger society, greater
childhood verbal abuse and lower subjective well-being were reported in adulthood.
These results suggest that multiple acculturation categories may in fact be “risky”
depending on the health behavior or outcome. It appears that those who are integrated are
the most protected from many of the health behaviors as the most significant differences
were found in the other three acculturation categories. This is in line with what other
studies have found using the AMAS model, stating that immigrants who fall into the
integration category, or whom are ‘bicultural’ (Benet-Martinez & Haritatos, 2005), have
better psychosocial outcomes (Coatsworth, et al., 2005; David, Okazaki, & Saw, 2009).
The AMAS model assumes culture is a dynamic and bilinear process (i.e., participation in
one culture does not prevent the individual from participating in another culture) (Zea, et
al., 2003).

The findings of this study should support and encourage South Asians to pursue
the integration acculturation path. Further, because childhood violence has subsequent
consequences, it is important for stakeholders to appropriately identify and prevent

childhood violence to improve long-term health concerns. Community based
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organizations, public health professionals, educators and clinicians must understand the
magnitude of childhood violence, the impact it has on individuals as adults and
understand that it is not limited to socioeconomic status, culture or ethnic group.

Studies such as this ought to (1) increase awareness among individuals and
caretakers; (2) prompt public health professionals to create culturally salient family
violence prevention intervention programs; and (3) direct researchers to undertake an
extensive study that looks at not just family violence but at understand behaviors that can
normalize violence in the home and that behaviors that result from experiences of

exposure to violence in these communities.

Limitations
It is important to note that there are several methodological limitations to this

study. First, this was a convenience sample, and therefore generalizability to a national
sample of South Asians is limited. Further, by using a cross-sectional sample it prohibits
causal inferences and therefore, the findings are primarily descriptive in nature and cross-
sectional sampling prohibits temporal sequencing, which makes it difficult to determine
the order of the study variables. Additionally, survey methodology relied on participants’
self-report, leaving the study vulnerable to willingness to report on sensitive experiences.
It is likely that the reported prevalence of childhood experiences of family violence is an
underestimate due to underreporting. Finally, the survey was only developed in English,
and therefore non-English speakers were excluded and it is unknown whether non-

English speakers’ experiences of family violence are similar or different.

Conclusions
Violence, health and acculturation are important public health issues for South Asian

women in the U.S. Substantial levels and forms of health and violence including
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childhood verbal, physical and sexual abuse; having a battered mother; and adult
violence; and self-inflicted injury i.e., suicide ideation/attempts, alcoholism, body esteem
issues and lack of subjective well-being were examined and found to be significant.
Further, acculturation plays a critical role and must be further studied. To date, this is the
first study to assess acculturation with health and forms of violence among South Asians
living in the U.S. And finally, there is a need to further examine childhood violence and
its relationship to other forms of violence and the consequences that result due to

experiencing violence as a child.
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Table 2. Study Sample Characteristics (N=535)

N (%)

Age?

18-19

49 (9.2)

20-24

122 (22.8)

25-29

100 (18.7)

30-34

120 (22.4)

35-39

75 (14.0)

40-44

37 (6.9)

45-49

32 (6.0)

US Born

Yes

274 (51.2)

No

259 (48.4)

US Citizen

Yes

410 (76.6)

No

123 (23.0)

How long lived in the US

Less than 5 Years

60 (11.2)

6-10 Years

52 (9.7)

11-20 Years

76 (14.2)

21+ Years

73 (13.6)

Relationship Status

Single

148 (27.7)

In a Relationship

119 (22.2)

Married

262 (49.0)

Other

6 (L.1)

Household Income

Under $75,000

81 (15.1)

$75,000 - $100,000

68 (12.7)

$101,000 - $200,000

194 (36.3)

$200,000+

187 (35.0)

Country of Origin

India

458 (85.6)

Bangladesh

19 (3.6)

Pakistan

28 (5.2)

Other

30 (5.6)

Acculturation

High American High South Asian

330 (61.7)

Low American High South Asian

76 (14.2)

High American Low South Asian

53 (9.9)

Low American Low South Asian

5 (.09)

8mean = 4.54; median = 4.00; range = 6.00
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Table 3. Health Related Characteristics

Adult Health

Body Esteem Scale®

3.23¢

Subjective Well-Being Scale'

4.27°

Considered Alcoholic

13 (2.4)

Ever Used Prescription Drugs

34 (6.4)

Childhood Violence

Verbal Abuse

87 (16.3)

Physical Abuse

29 (5.4)

Sexual Abuse

113 (21.1)

Battered Mother (yes)

72 (13.5)

Ever IPV (yes)

163 (30.5)

Suicide Ideation Ever (yes)

166 (31.0)

Suicide Attempt Ever (yes)

37 (6.9)

dCronbach Alpha = .71; Range (1-5)
¢Data presented as a mean
fCronbach Alpha - .68; Range; (1-6)
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Table 4. Multivariate Regression models for Acculturation Groups (95% CI)

Variable Acculturation
Integration Separation Assimilation Marginalization
High American High Low American High South | High American Low South Low American Low
South Asian Asian Asian South Asian
B/OR (CI) B/OR (CI) B/OR (CI)
Body Esteem? Ref 0.13 "0.06 0.04
(0.66 - 0.46) ** (10.18 - 0.03) (10.89 - 0.37)
Subjective Well- Ref 0.04 "0.16 0.04
Being? (0.27 - .10) (0.28 - 0.07) *** (0.85 - 0.36)
Considered Ref 0.00 1.39 28.47
Alcoholic® (0.00 -.) (0.61 —3.167) (1.31-620.43)*
Ever Prescription Ref 0.89 1.269 0.00
Drugs® (0.29 —2.771) (0.74 —2.164) (0.00 -.)
Child Verbal Ref 0.92 1.50 3.59
Abuse® (0.44 —1.94) (1.070 — 2.105) ** (0.55 —23.270)
Child Physical Ref 1.325 1.33 9.31
Abuse® (0.42 - 4.21) (0.75 - 2.36) (1.32 - 65.74)*
Child Sexual Ref 3.00 1.30 2.27
Abuse® (1.69 — 5.35)*** (0.92 -1.83) (0.31 - 16.40)
Adult IPV® Ref 0.87 1.34 7.53
(0.49 —1.533) (0.99 - 1.81) (0.80 —70.88)
Battered Mother® Ref 1.06 1.24 3.00
(0.49 —2.27) (0.84 -1.83) (0.43 —20.97)
Suicide Ideation Ref 0.70 1.232 0.31
Ever® (0.39 — 1.26) (0.91-1.67) (0.30 - 3.137)
Suicide Attempt Ref 0.73 1.14 1.74
Ever® (0.26 — 2.09) (0.69 — 1.86) (0.16 —19.24)

High South Asian High American is the largest acculturation level and is therefore the referent group.

Multivariate regression models adjusted for age, household income, and country of origin

*p<0.05; **p<0.01; ***p<0.001
2 For these linear regressions, standard coefficients are presented

b for these logistic regressions, odds ratios are presented
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Paper 2: Childhood Family Violence and Adult Health: Is there is Link?

Authors: Nitasha Chaudhary Nagaraj, Karen A McDonnell, Loretta DiPietro, Amita N.
Vyas

Abstract
The devastating effects of experiencing violence in childhood are seen well into

adulthood. This has been particularly difficult to assess among South Asians living in the
U.S. due to a lack of race-specific data. A cross-sectional quantitative study of 535 South
Asian adult women living in the U.S. was conducted to better understand the relationship
between childhood exposure to violence and health behaviors in adulthood. Measures
included socio-demographics, exposure to violence as a child via witnessing parental
violence, and experience of childhood violence (verbal, sexual, and physical), adult
intimate partner violence, suicide ideation & attempt, and body esteem and subjective
well-being in adulthood. Multiple logistic and linear regression models examined
whether childhood violence was associated with suicide ideation and attempt; adult
intimate partner violence; body esteem and subjective wellbeing. All models adjusted for
age, household income, country of origin, and acculturation. The models on suicide
ideation and attempt, yielded significant findings for childhood verbal abuse (OR 5.22;
95% CI 3.06 — 8.91 and OR 4.91; 95% CI 2.34 — 10.32, respectively); childhood physical
abuse (OR 3.71; 95% CI 1.56 — 8.79 and OR 5.18; 95% CI 1.96 — 13.67, respectively);
childhood sexual abuse (OR 2.17; 95% CI 1.33 — 3.55 and OR 4.36; 95% CI1 2.04 — 9.34,
respectively); and having a battered mother (OR 2.12; 95% CI 1.21 — 3.72 and OR 2.68;
95% CI 1.22 —5.81, respectively). Significant associations were found between
childhood verbal abuse and body esteem (B = "0.34, p<0.001) in adulthood; childhood

verbal abuse and subjective well-being (B ="0.37, p<0.001) in adulthood; childhood
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physical abuse and subjective well-being (B = -0.37, p<0.01) in adulthood and having a
battered mother and subjective well-being (B = 0.23, p<0.01) in adulthood. To date, this
is the first study to examine childhood violence and its relationship to adult intimate
partner violence and health among South Asian women in the U.S.

Introduction
The relationship between violence in childhood and its impact on one’s health and

development across the life course has been found to be detrimental. It is important to
approach violence using a life course perspective. This approach allows us to look at
abuse beyond just a one-time event but as a process and see the relationships between
experience and exposure to childhood violence and adult intimate partner violence.
Further, viewing violence through the lens of a life course perspective, provides a
mechanism to understand the impact of violence on children, adolescents and adults and
how violence affects a child’s functioning in adolescence and later in adulthood
(Williams, 2003).

The growing body of literature illustrates that exposure to parental violence and
experience of childhood violence is a risk factor for adverse health outcomes in
adulthood. Findings of several studies suggest adverse social, emotional, and
psychosocial consequences for those who have been abused and/or exposed to violence
(Gewirtz & Edleson, 2007). Specifically, in adolescence, those who have been abused as
children are more likely to engage in delinquency, violence and substance abuse
(Fergusson & Lynskey, 1997; and McCabe, et.al, 2005). In addition, mental health
problems including suicide ideation and eating disorders are a result of psychological
trauma related to exposure and experience of violence during childhood (Kurst-Swanger,

Petcosky, 2003). Moreover, children subjected to abuse are often exposed to other forms
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of violence, including co-occurring exposure to parental violence (Herrenkohl et al.,
2008) and intimate partner violence later in adulthood (Whitfield et al., 2003;
Herronkohl, 2004). In a study conducted by Hurwitz et al., intimate partner violence was
found to be associated with poor physical health, depression, anxiety, and suicidal
ideation among South Asian women living in the U.S. (Hurwitz, Gupta, Liu, Silverman,
& Raj, 2006).

As noted, the majority of the research has focused on a particular form of violence
(i.e., child abuse or intimate partner violence) and its consequences, rather than taking on
a comprehensive approach and look retrospectively at the experiences in earlier life and
how they shape adult health. Further, no studies to date have explored childhood violence
and adult health outcomes among South Asians in the U.S.

The present manuscript examines childhood exposure to violence and adult health
(e.g., adult intimate partner violence, suicide ideation/attempt, body esteem and
subjective well-being) among a sample of South Asian women in the U.S.

Adult Intimate Partner Violence. A study by Dong et al., found that the likelihood
of abuse in adulthood was significantly higher for individuals who had experienced some
form of childhood violence and domestic violence in the home (Dong et al., 2004; Felitte
et al., 1998). Further, Dong et al., reported that the prevalence of physical child abuse
was 57.5% for adults who reported exposure to parental violence as a child, compared to
21.7% for those who did not report prior exposure (Dong et al., 2004). The exposure to
parental violence has also been linked to later recurrence of violence, as well as
childhood experiences of violence has been linked to adult relationship violence (Tjaden

& Thoennes, 2000). In fact, women who were sexually and physically abused and were
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also exposed to parental violence, were found to have 3-5 times more increased risk of re-
victimization in adulthood (Whitfield et al., 2003; Herronkohl, 2004).

Suicide ldeation and Suicide Attempt. Exploring the relationship between
childhood violence and suicide ideation and attempt is especially important as many
studies have found strong associations between these outcomes and abuse (Martin et al.,
2004; and Molner, Berkman and Buka, 2001), however, these relationships have not been
explored among South Asians. While there is much evidence to report the link between
suicide and violence, only one study conducted in 2011 looked at the impact of childhood
sexual violence and suicide amongst South Asian women living in the U.S. In this study
conducted by Robertson and colleagues, 21% of the sample reported suicide ideation and
18% reporting attempting suicide amongst South Asian women ages 18 and over living in
the U.S (Robertson, Nagaraj, & Vyas, 2015).

Body Esteem. The relationship between a history of abuse or exposure to violence
and emotional distress including low self-esteem, eating disorders and body esteem
concerns has been well-documented in the literature (Carlson, 2000; Beitchman et al.,
1992; and Briere & Runtz, 1990). Due to the psychological impact childhood violence
can have in adulthood, this present study utilizes the body esteem scale for adolescents
and adults (BESAA) to better understand this relationship among South Asian women in
the U.S.

Subjective Well-Being. Another aspect of understanding psychological impact is
exploring one’s well-being. Positive psychological well-being, otherwise known as
subjective well-being (SWB) and happiness, has been known to play an adaptive role in

motivating individuals to engage in activities that can enhance coping (Park, 2004).
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Traditionally, health has been defined by the absence of disease or distress, in other
words, having less distress or health issues equates to being healthier. However, just the
absence of disease does not provide a full picture of a person’s psychological well-being
(Diener, 1994) and one should not assume that an individual is doing well simply because
they do not report negative symptoms (Park, 2004). Although physical health and health
behaviors have been associated with subjective well-being (Diener & Seligman, 2002;
Brickman, Coates, Janoff-Bulman, 1978; Bellis et al., 2013), no studies to date have
explored the role of childhood violence on subsequent adults’ subjective well-being.
Present Study

Several studies have found important relationships between exposure and
experience of childhood violence and adult violence and health. However, the literature is
remiss in presenting the effects of childhood violence as it relates to adult outcomes
among South Asian women living in the U.S.

There are over 3.4 million South Asians living in the U.S., comprising of
individuals with family origins from Afghanistan, Bangladesh, Bhutan, India, the
Maldives, Pakistan, and Sri Lanka (U.S. Census, 2010). South Asian Americans are one
of the fastest growing populations, yet there remains limited data on the health and well-
being of this immigrant population. It has been largely assumed that immigrants have
better health outcomes than U.S. born residents across health domains. This belief is
attached to the “immigrant paradox,” which is described below as the “model minority”
or as the paradox of better health status among immigrants despite their socioeconomic
status. This irony has been observed in some areas of health, including chronic and

infectious disease, and utilization of health services (Crystal, 1989). Reasons for this
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paradox include resiliency factors within immigrant communities (e.g., more social
networks), and cultural factors promoting healthier behaviors (e.g., negative attitudes
toward homosexuality, and “healthy” traditional diets) (Brach & Fraserirector, 2000).
However, research also documents that these paradoxes are not observed across all areas
of health and are not consistently or equitably seen across all racial/ethnic and
socioeconomic groups (Brach & Fraserirector, 2000). Particularly this has been the case
for South Asians living in the United States.

This paper explores violence retrospectively reported from childhood to
adulthood amongst South Asian adult women currently residing in the U.S. Specifically,
this paper will examine how exposure during childhood to parental violence and
experiencing verbal, physical, and sexual abuse in childhood increases the risk of adverse
outcomes in adulthood, including adult intimate partner violence; suicide ideation and

attempt; body esteem; and subjective well-being.

Methods
Sample and Procedures

This present study utilized a convenience sample of 535 South Asian women
living in the U.S between the ages of 18 and 49. Eligibility criteria included English-
proficient female adults ages 18-49 currently residing in the U.S. Snowball sampling, a
common strategy for non-probability samples, was utilized in an effort to recruit a highly
specific and hard-to-reach population (Heckathorn, 2011). A self-administered,
anonymous, web-based survey was created in an online survey administration platform.

There was no section to input any identifying information. A hyperlink to the survey was

sent out electronically to South Asian American national listservs, personal networks, and
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via social media. Recipients were asked to forward the survey to other potentially eligible
friends, colleagues, and social networks.

Participants were invited to complete a 20-25 minute survey. Participants
provided consent by clicking “next” to begin the survey after reviewing a brief summary
that included the risks and benefits of participating in the study. An incentive was given
to all survey respondents if they chose to receive one for their time. If respondents
wanted to receive a gift card, there were asked to complete a separate survey, for which
they received a link after completion of the survey, and therefore it was not linked to the
respondents’ survey responses. The survey was conducted from November 2015 to
January 2016. Given the multitude of email lists and databases, including the overlap of
individual and multiple lists, a valid response rate could not be calculated.

People of Indian descent represent a majority of the South Asian community,
(comprising over 80% of the total population in the U.S.), followed by Pakistanis,
Bangladeshis, Nepalis, Sri Lankans, Bhutanese and Maldives (SAALT, 2012). Despite
significant efforts to reach non-Indian ethnic groups, the majority of the study sample
was people of Indian origin. This study was reviewed and approved by The George
Washington University internal review board (IRB #101521).

Instruments and Measures

Data were collected via a 76-item quantitative survey (See Appendix C for survey
instrument). The survey took approximately 25 minutes to complete and collected
information on socio-demographics; acculturation; childhood experiences of violence;
current adult intimate partner violence; subjective well-being; body esteem; and suicide

ideation/attempt.
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Socio-demographics. Demographic characteristics included country of origin,
marital status, education level, annual household income, length of time in the U.S.,
nativity, and citizenship. Appendix B provides a summary of the measures that were
collected for demographics and background information, including response categories
and the source of where the measures were adapted from.

Acculturation. Acculturation was measured using an adapted version of the
Abbreviated Multidimensional Acculturation Scale (AMAS) (Zea et al, 2003).
Participants were asked to indicate their level of agreement with six statements measured
on a 5-point Likert-type scale (1=strongly agree to 5=strongly disagree). The statements
were as follows: “I am proud of being [South Asian/American]”, “I feel good about being
[South Asian/American]”, and “I think of myself as being [South Asian/American]”. The
two subscales, measuring U.S. culture and South Asian culture had very high internal
consistency (Cronbach’s 0=0.9298 and a=0.9517, respectively). After creating the
subscales, we conducted a four-group k-means cluster analysis. The k means cluster
stratified the participants into K groups or clusters. Each cluster contains observations so
the degree of association is strong between members of the same cluster and weak
between members of different clusters. Each cluster describes the category to which
participants belong, including High South Asian-High American, High South Asian-Low
American; Low South Asian-High American, and Low South Asian-Low American
identities. Acculturation was used as covariate in the logistic and linear model analyses.

Childhood Violence. Respondents were asked if they experienced verbal,
physical and/or sexual abuse before the age of 18. To determine if a participant was

verbally or physically abused, participants were asked to self-report either never, rarely,
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sometimes, often, or very often on the following questions: How often did a parent,
stepparent, or adult living in your home swear at you, insult you, or put you down
threaten to hit you or throw something at you, but didn 't do it?; actually push, grab, slap
or throw something at you?;and hit you so hard that you had marks or were injured? For
child verbal abuse and child physical abuse, an “any verbal abuse” and “any physical
abuse” variable was created from the summation of the items identified and dichotomized
as yes/no.

To determine if a participant experienced child sexual abuse, participants were
asked: “during your first 18 years of life, did an adult or older relative, family friend, or
stranger ever (1) expose themselves to you or force you to expose yourself to them, (2)
touch or fondle your body in sexual way, (3) have you touch their body in a sexual way,
(4) attempt to have sexual intercourse (oral, anal, or vaginal) with you, (5) actually have
sexual intercourse (oral, anal or vaginal) with you?” A “yes” response to any of these
five questions classified the respondent as having experienced sexual abuse during
childhood. We created an “any sexual abuse” variable from a summation of these items
and dichotomized as yes/no.

Parental Violence. With respect to witnessing parental violence, participants
were asked if they had never, once, twice, sometimes, often or very often witnessed their
father (or stepfather) do any of these things to your mother (or stepmother)? (1) Push,
grab, slap, or throw something at her?; (2) Kick, bite, hit her with a fist, or hit her with
something hard?; (3) Repeatedly hit at least a few times; and (4) Threaten her with a
knife or gun, or use a knife or gun to hurt her? A response of “sometimes,” “often” or

“very often” to at least one of the first two questions or any response other than “never”
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to at least one of the third and fourth questions defined a respondent as having had a
battered mother or witnessing parental violence.

Adult Intimate Partner Violence. Participants were asked questions to
determine if they are currently experiencing physical and/or sexual abuse. These
questions were adapted from a widely used and validated Revised Conflicts Tactics Scale
(Straus et al., 1996). Participants were asked to answer each question with the following
response choices: always, very often, sometimes, rarely, never. Statements included:
“Since the age of 18, have you ever been in a relationship with someone who: threaten to
hit or throw stuff at me; twisted my arm or hair; pushed or shoved me; slapped me;
punched or hit me; choked me; beat me up; kicked me; insisted on sex when | did not
want to; used force to make me have sex; | had a sprain, bruise, or small cut because of a
fight; 1 went to the doctor because of a fight; and | had a broken bone because of a fight.
A “yes” response to any of these questions classified the respondent as currently
experiencing intimate partner violence. We created an “intimate partner violence any”
variable from a summation of these items and dichotomized it as “intimate partner
violence any” vs. “intimate partner violence none.”

Suicide. Questions related to suicide ideation and attempted were adapted from
Adverse Childhood Experiences study (Felitte et al., 1998). Participants were asked to
respond yes/no to the following two questions: Have you ever had thoughts of suicide?
Have you ever attempted suicide?

Subjective Well-being. Subjective well-being questions were adapted from the
Oxford Happiness Questionnaire (Hills & Argyle, 2002). The scale has been found to

have consistently and has demonstrated a high scale reliability (Cronbach alpha = 0.91)
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(Hills & Argyle, 2002). Participants were asked to self-report either strongly disagree,
moderately disagree, slightly disagree, slightly agree, moderately agree and strongly
agree to a series of 28 statements. Negative items were reverse coded. The sum of item
scores is an overall measure of happiness, with high scores indicating greater happiness.
Body Esteem. Body esteem questions were captured using the Body-esteem scale
for adolescents and adults (BESAA). The BESAA accounts for general feelings about
appearance, weight satisfaction and evaluations attributed to others about one’s body and
appearance (Mendelson, Mendelson & White, 2001). When studying the evolution of this
scale, Mendelson and colleagues found an internal consistency to be very good
(Cronbach’s alpha = 0.89) (Mendelson, Mendelson & White, 2001).This scale was
adapted for this study for two reasons: (1) because of its validity and reliability and its
ability to measure appearance, weight and attributions for women as young as 12 to
individuals well into adulthood (Mendelson, Mendelson, & White, 2001); and (2)
because while it has been well-studied that there are body image issues related to
violence, this area has not been explored amongst South Asian women in the U.S.
Participants self-reported their degree of agreement on a 5-point Likert scale ranging
from O (never) to 4 (always) on a series of 23 statements; negative items were reverse

coded.

Statistical Analysis
Quantitative data analysis was conducted using SPSS 22. Frequencies and

percentages were calculated for all categorical variables of interest. For scales used in the
survey, negatively worded items were reverse coded and items were summed for a scale
score and divided by the number of items to retain the original response range for

descriptive purposes. Cronbach’s alpha were calculated for each scale to report on the
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reliability. Bivariate analyses were conducted, including chi-squared and ANOVA. Chi
square tests were performed to distinguish the relationships between the categorical
independent and dependent variables. One-way analyses of variance (ANOVAs) were
conducted with acculturation as the independent variable and each of the violence
variables (child verbal abuse, child physical abuse, child sexual abuse, and battered
mother) along with the health behaviors (suicide, body esteem and subjective well-being)
as the dependent variables. This allowed us to compare means between the four
acculturation groups: High American, High South Asian; High American, Low South
Asian; Low American, High South Asian; and Low American, Low South Asian
identities. In addition, multivariate logistic regression models were estimated for the
dependent variables any form of child abuse (e.g., verbal, physical and sexual) and
battered mother with suicide ideation and attempt and adult intimate partner violence as
the primary independent variables. Further, multivariate linear regression models were
estimated for the dependent variables body esteem and subjective wellbeing. The logistic
and linear models were adjusted for age, household income, country of origin, and
acculturation to provide a more robust and meaningful analysis of the data. Bivariate
analysis found significant differences by age, household income, country of origin, and
acculturation on health and violence measures, therefore the multivariate analyses

included these measures as covariates.

Results
Table 5 presents demographic, acculturation, health and violence related

characteristics of the study participants. Most survey participants were between the ages
of 20 and 24 (22.8%) and a little over half of the participants were born in the U.S

(51.2%). Of the 48.5% of the participants not born in the U.S, the majority were U.S
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citizens (76.6%) and 13.6% of the participants have lived in the U.S for over 20 years.
Study participants were predominately of Indian origin (85.6%), married (49.0%), and
35% have a household income greater than $200,000. Further, Table 5 presents the
acculturation status of the participants. Over 60% (61.7%) of the participants fell into the
integration acculturation group (i.e., those with high scores in both the U.S and South
Asian culture).

Table 5 also presents the health characteristics of the study participants. Means
and Cronbach’s alpha’s were calculated for both the body esteem for adults and
adolescents scale (BESAA) and the subjective well-being scale. The mean for the
BESAA was 3.23 (Cronbach’s alpha = 0.71) in adults. The mean for the subjective well-
being measure was 4.27 (Cronbach’s alpha = 0.68) in adults. Over 20% reported
experiencing some form of childhood sexual abuse (i.e., exposure, touching, attempted
penetration, penetration); 5.4% of the participants reported childhood physical abuse; and
16.3% reported childhood verbal abuse. Further, 13.5% of the participants reported that
their mother was battered. Thirty-one percent of the participants reported ever suicide
ideation and 6.7% ever have attempted suicide.

Appendix F presents the results of the bivariate analyses for each of the
independent variables (child verbal abuse, child physical abuse, child sexual abuse and
battered mother) and dependent variables (suicide ideation/attempt, adult intimate partner
violence, subjective well-being and body esteem). After conducting a bivariate analysis
there was a significant relationship between household income and suicide ideation
(x?=8.205, p=0.042); household income and suicide attempt (x?=7.478, p=0.058); and

household income and battered mother (x?=9.951, p=0.019). The results indicate that a
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significant relationship exists between household income and suicide ideation, suicide
attempt and having a battered mother. There was a significant relationship between age
and child sexual abuse (x?=8.205, p=0.042). Thus, indicating that age level does
contribute to a participant reporting child sexual abuse. Further, significant relationships
were found between individuals who identified as High American- Low South Asian and
childhood verbal abuse (x?=6.263, p=0.012) and adult intimate partner violence
(x?=3.782, p=0.052). Those individuals who identified as High American- Low South
Asian were more likely to report childhood verbal abuse and adult intimate partner
violence. Finally, a significant relationship was found between the acculturation category
Low American-High South Asian and child sexual abuse (x?=13.140, p=0.000). Those
individuals who identified as Low American- High South Asian were more likely to
report childhood sexual abuse.

After running ANOVA, significant relationships were found between individuals
who identified as High American- Low South Asian and subjective well-being
(F=13.162, p=0.000) scores in adulthood. A significant relationship was found between
the acculturation category Low American-High South Asian and body-esteem (F=7.128,
p=0.008) scores in adulthood. Finally, a significant relationship was found between the
acculturation group High American-High South Asian and subjective well-being
(F=11.501, p=0.001) scores in adulthood. Therefore, given the significant findings in the
bivariate analysis, all the multivariate models adjusted for these variables.

Table 6 presents odds ratios from multivariate regression models from 16
multivariate logistic models for (1) suicide ideation; (2) suicide attempt; and (3) current

adult intimate partner violence on the four types of exposure and abuse that occurred
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during childhood (verbal abuse, physical abuse, sexual abuse, and battered mother),
adjusting for age, household income, country of origin and acculturation.

The models on suicide ideation and suicide attempted, yielded significant
findings. Participants who reported childhood verbal abuse where five times more likely
to ever have thoughts of suicide and almost five times more likely to ever have attempted
suicide (OR 5.22; 95% CI 3.06 — 8.91 and OR 4.91; 95% CI 2.34 — 10.32, respectively).
Participants who reported childhood physical abuse were over three times more likely to
ever have thoughts of suicide and five times more likely to ever have attempted suicide
(OR 3.71; 95% CI1 1.56 — 8.79 and OR 5.18; 95% CI 1.96 — 13.67, respectively).
Participants who reported sexual abuse in childhood were twice as likely to ever have
thoughts of suicide and were four times more likely to ever have attempted suicide (OR
2.17; 95% CI 1.33 — 3.55 and OR 4.36; 95% CI 2.04 — 9.34, respectively). Finally,
having a battered mother also yielded significant results with suicide ideation and
attempt. Participants who reported having a battered mother were twice as likely to ever
have thoughts of suicide and ever have attempted suicide (OR 2.12; 95% CI 1.21 — 3.72
and OR 2.68; 95% CI 1.22 — 5.81, respectively) than those participants that did not report
having a battered mother. Participants reporting current adult intimate partner violence
were significantly more likely to report childhood verbal abuse (OR 1.66; 95% CI 1.00 —
2.74); childhood sexual abuse (OR 1.63; 95% CI 1.02 — 2.62) and twice as likely to have
reported having a battered mother (OR 2.35; 95% CI 1.32 — 4.18).

In addition, Table 6 presents coefficients for the body esteem scale and subjective
well-being measures in adulthood on the four types of childhood abuse. Participants who

reported childhood verbal abuse were significantly more likely to report negative body
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esteem issues (B = "0.34, p<0.001) and lower satisfaction with life (B =0.37, p<0.001) in
adulthood. Participants who reported childhood physical abuse and having a battered
mother were also significantly more likely to report less life satisfaction (B = -0.37,
p<0.01; and B ="0.23, p<0.01, respectively) in adulthood than participants who not

physically abused as children.

Discussion
The results presented above provide further evidence the impact childhood

experiences of violence has in adulthood. The present study found that childhood
violence was significantly associated with suicide ideation and attempt, current adult
intimate partner violence, and body esteem and subjective well-being in adulthood.
Suicide Ideation and Attempt

Childhood verbal abuse, physical abuse and sexual abuse, in addition to having a
mother who has been battered were all four found to have significant relationships with
every having thoughts of suicide and ever having attempted suicide. In fact, the odds of
thinking about suicide and attempting suicide were found to be much higher than other
health outcomes examined in this present study. Further, this study found higher rates of
suicide ideation (31%) as compared to previous studies.
Adult Intimate Partner Violence

Childhood verbal abuse and childhood sexual abuse were found to have a
significant relationship with current adult intimate partner violence, as was having a
battered mother. Although individuals who reported childhood sexual violence were
found to be 2.2 times more likely to report current adult intimate partner violence, it was
not found to be significant. These findings are consistent with previous studies (Putnam,

2003; Herrenkohl et al., 2008; Johnson et al. 2002; and Robertson, Nagaraj, & Vyas,
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2011) and indicate a high prevalence of both childhood violence and adult intimate
partner violence in this minority group.
Body Esteem Scale for Adolescents and Adults

Childhood verbal abuse was the only type of childhood violence to be
significantly related to body esteem. While not significant, the relationships between
childhood sexual abuse and having a battered mother were also found to be in the right
direction and have a negative impact on how an individual perceives their body weight,
appearance and attributes about one’s body and appearance in adulthood. The results
presented in this study reinforces the conclusion that childhood violence clearly impacts
one’s feelings about body, weight and self-esteem among South Asian women living in
the U.S.
Subjective Well-Being

In this present study we found significant relationships between childhood verbal
abuse, childhood sexual abuse and having a battered mother to subjective well-being. In
other words, individuals who reported violence (childhood verbal or sexual) or having a
battered mother were less satisfied with their life in adulthood, thus more likely be at risk
for a variety of psychological and social problems including depression and maladaptive
relationships with others, including dating violence (Park, 2004; and Coker at al., 2000).
While much more remains in understanding this area of research, the findings in this
study shed some light and have implications for the interventions that can help change or

impact a person’s satisfaction with life later in adulthood.

Limitations
It is important to note that there are several methodological limitations to this

study. First, this was a convenience sample, and therefore generalizability to a national
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sample of South Asians is limited. Further, by using a cross-sectional sample it prohibits
causal inferences and therefore, the findings are primarily descriptive in nature and cross-
sectional sampling prohibits temporal sequencing, which makes it difficult to determine
the order of the study variables. Additionally, survey methodology relied on participants’
self-report, leaving the study vulnerable to willingness to report on sensitive experiences.
It is likely that the reported prevalence of childhood experiences of family violence is an
underestimate due to underreporting. Finally, the survey was only developed in English,
and therefore non-English speakers were excluded and it is unknown whether non-
English speakers’ experiences of family violence are similar or different.

Despite the inherent limitations of this study, results from this study will help
guide future research, policy, and practice. Community based organizations, public health
professionals, educators, and clinicians will be better aware of the implications childhood
experiences of family violence can have well into adulthood. Studies such as this will (1)
guide increased awareness and sensitivity among pediatricians and providers; (2) prompt
public health professionals to create interventions around childhood and adult
relationship violence; and (3) direct researchers to undertake an extensive study to fully
understand the nuances associated with family violence in these communities. Finally,
this study is a preliminary study examining family violence and health behaviors. It
allows for hypothesis generating research that will guide & inform practice for future

studies.

Conclusions
Addressing violence in the U.S is central to the public health agenda. Although

some progress has been made, very little has been done to understand immigrant and

minority communities. To our knowledge, this study is the first study to look at family
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violence retrospectively from childhood to adulthood among South Asian women living
in the U.S. Many of the health behaviors explored in this study were identified for further
examination due to the relationship they have to violence as found in other studies
(Felitte et al., 1998).

Overall, South Asian women in the U.S. were found to have higher suicide rates
than the general U.S. population (Patel & Gew, 1996). As seen in this study, suicide
ideation and attempt were found to be significantly associated with childhood verbal,
physical and sexual violence, as well, as having a battered mother. Participants in this
study who reported childhood violence were 3 to 5 times more likely to currently be
involved in adult intimate partner violence. In this study we see that women who reported
childhood abuse were 1 to 2 times more likely to report adult intimate partner violence.
Further, the additional complications as a result of childhood violence, including low
self-esteem and low life satisfaction in adulthood provide the necessary information
researchers need to further build programs that take on a life-span approach that
appropriately meet the growing needs of women who have experienced violence.

The findings from the study suggest that there is an imminent need to develop
programs and create interventions around childhood and adult intimate partner violence.
Specifically, public health professionals and community-based organizations need to
provide a safe space for dialogue centering on abuse and intervene with those individuals
reporting abuse and provide the necessary resources to seek treatment. With issues of low
self-esteem and low life satisfaction in adulthood, programs should incorporate strategies
that include exercise into daily routines and creating social support (familial and peer) to

promote optimal mental health. While the research in this study is limited, it has provided
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promising results to warrant further investigation to take a life-course approach when
understanding and developing programs for women who have either experienced or been

exposed to violence in their childhood.
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Table 5. Study Sample Characteristics (N=535)

N (%)
Age?
18-19 49 (9.2)
20-24 122 (22.8)
25-29 100 (18.7)
30-34 120 (22.4)
35-39 75 (14.0)
40-44 37 (6.9)
45-49 32 (6.0)
US Born
Yes 274 (51.2)
No 259 (48.4)
US Citizen

Yes 410 (76.6)

No 123 (23.0)

How long lived in the US

Less than 5 Years 60 (11.2)
6-10 Years 52 (9.7)

11-20 Years 76 (14.2)

21+ Years 73 (13.6)

Relationship Status

Single 148 (27.7)

In a Relationship 119 (22.2)

Married 262 (49.0)

Other 6 (1.1)
Household Income
Under $75,000 81 (15.1)
$75,000 - $100,000 68 (12.7)

$101,000 - $200,000 194 (36.3)

$200,000+ 187 (35.0)

Country of Origin

India 458 (85.6)

Bangladesh 19 (3.6)
Pakistan 28 (5.2)
Other 30 (5.6)

Acculturation

High South Asian High American 330 (61.7)

High South Asian Low American 76 (14.2)
Low South Asian High American 53 (9.9)
Low South Asian Low American 5(.09)
Adult Health
Body Esteem Scale® 3.23¢
Subjective Well-Being' 4.27¢
Childhood Violence
Verbal Abuse 87 (16.3)
Physical Abuse 29 (5.4)

Sexual Abuse 113 (21.1)
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Battered Mother (yes) 72 (13.5)
Adult IPV (yes) 163 (30.5)
Suicide Ideation Ever (yes) 166 (31.0)
Suicide Attempt Ever (yes) 37 (6.9)

dCronbach Alpha = .71; Range (1-5)
¢Data presented as a mean
fCronbach Alpha - .68; Range; (1-6)

Table 6. Multivariate Analysis for Various forms of Childhood Exposure and Abuse?

Suicide Suicide Attempt Adult IPV Body Esteem Subjective Well-

Ideation OR (CI) OR (CI) Scale Being

OR (CI) B (CI) B (CI)
Childhood 5.22 491 1.66 -0.34 "0.37
Verbal (3.06-0.91)*** | (2.34-0.32)*** | (1.00-2.74)* (0.50 — (0.54 - 0.21)***
Abuse 0.17)***
Childhood 3.71 5.18 2.22 -0.25 0.37
ngSlcal (1.56 -8.79)** | (1.96-13.67)*** | (0.95-5.14) (0.53-0.31) (0.67-0.08)**
Abuse
Childhood 2.17 4.36 1.63 "0.08 "0.03
i%xual (1.33-3.55)** | (2.04-9.34)*** | (1.02-2.62)* (0.24 —0.09) (0.19-0.13)

use

Battered 2.12 2.68 2.35 -0.16 0.23
Mother (1.21-3.72)** | (1.22-5.91)** | (1.32 —4.18)** (0.35-0.02) (0.42 —0.44)**

*p<0.05; **p<0.01; ***p<0.001
2 adjusted for age, household income, country of origin and acculturation
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Paper 3: Family Violence & Health: Is Acculturative Family Distancing (AFD)
Protective?

Abstract
Despite the rapidly growing South Asian population in the U.S, our knowledge of

acculturative processes and their impact on this immigrant group is quite limited. This
paper examines the Verbal Communications Dimension (VCD) of the Acculturative
Family Distancing (AFD) scale to determine if parent-child communications moderates
the relationship between childhood violence and adult health for South Asian adult
women living in the U.S. The VCD scale tests the breakdown in communication that is
caused by younger children adopting western values faster and more proficiently than
their parents. A cross-sectional quantitative study of 535 South Asian adult women living
in the U.S. was conducted to better understand the relationship between childhood
exposure and experience of violence and health behaviors in adulthood. Measures
included socio-demographics, exposure and experience to violence as a child (verbal,
sexual, physical, and battered mother), adult intimate partner violence, suicide ideation
and attempt, and body esteem and subjective well-being in adulthood. Multiple logistic
and linear regression models with interactions examined whether VCD moderated the
relationship between childhood and adult health (current adult intimate partner violence,
suicide ideation and attempt; body esteem and subjective well-being). All models were
adjusted for age, household income, country of origin, and acculturation. AFD moderated
the relationship between childhood verbal abuse and ever having thoughts of suicide.
AFD also moderated the relationship between childhood verbal abuse and body esteem
scores in adulthood. And finally, the interaction term between subjective well-being

scores in adulthood and having a battered mother was statistically significant. Thus,
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indicating that higher levels on the AFD scale were associated with a weaker association
between battered mother and body esteem in adulthood and a battered mother and
subjective well-being in adulthood. The results suggest that AFD moderates the
relationship between childhood violence and some adult health outcomes, particularly
body esteem and subjective well-being. To date, this is the first study to examine the role
of communication on childhood violence and its relationship to adult violence and health

among South Asian women in the U.S.

Introduction
South Asians are the fastest growing ethnic group in the United States (SAALT,

2012). There are over 3.4 million South Asians living in the U.S., comprising of
individuals with family origins from Afghanistan, Bangladesh, Bhutan, India, the
Maldives, Pakistan, and Sri Lanka (U.S. Census, 2010). Despite this rapid growth, there
remains limited data on the health and well-being of this immigrant population (SAPHA,
2002). Further, as South Asians have migrated to the U.S., they have brought with them,
their cultural beliefs and values of their home country, often challenging those beliefs and
values of the new culture (Chandras, 1997; Das and Kemp, 1997). This period of
adjustment and adaptation to life in a new country, also known as acculturation, (Clark &
Hofsess, 1998; and LaFromboise, Coleman & Gerton, 1993) can be different for parents
and children (Szapocznik & Kurtines, 1993). The discrepancy, or the acculturation gap,
has been hypothesized to impact intergenerational familial conflict (Sluzki, 1979; and
Ying, 1999) and influences parent-child communication and health behaviors.

South Asians have often been perceived to achieve higher degrees of income and
education and lower rates of crime and family instability. This belief is attached to the

“immigrant paradox,” which is described as the “model minority” or as the paradox of
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better health status among immigrants despite their socioeconomic status. However,
South Asians living in the U.S. face considerable challenges to their health. In a study
conducted by Nagaraj et al., over 20% of the women reported childhood sexual abuse;
6.9% childhood physical abuse; 16.3% childhood verbal abuse; 13.5% reported having a
battered mother; and 30.5% reported adult intimate partner violence (Nagaraj et al.,
2016). Further, 31% of the participants reported suicide ideation and 6.7% disclosed ever
having attempted suicide. In addition, data published in the South Asian Public Health
Association Brown Paper reported on health issues related to maternal and reproductive
health, and anemia and osteoporosis, all of which are common disorders found among
South Asian women (SAPHA, 2002).

While the literature is growing to better understand the health and well-being of
South Asian Americans, there remains to be limited knowledge of the acculturative
processes and their impact on immigrant families. This present study describes, the
theoretical construct Acculturative Family Distancing (AFD), the distancing that occurs
between immigrant parents and children, which is a result of immigration and cultural
differences and can pose a risk for mental illness and family dysfunction (Hwang, 2006).
Further, this study will describe the relationship between violence, acculturative family
distancing, and health among South Asian adult women living in the U.S.
Acculturative Family Distancing

Acculturation is broadly defined as the process by which individuals adapt the
attitudes, values, customs, beliefs, and behaviors of another culture (Clark & Hofsess,
1998; and LaFromboise, Coleman & Gerton, 1993). The rate at which children

acculturate is often different than their respective parents (Szapocznik & Kurtines, 1993),
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and this discrepancy, or the acculturation gap, has been hypothesized to impact
intergenerational familial conflict (Sluzki, 1979; and Ying, 1999). During this time,
family values and traditions are retained, and speaking the same language keeps the
parent-child communication strong. However, as children get older and attend school,
they develop their own friendships and are increasingly influenced by social groups
(Hwang & Wood, 2006). Hwang coined the theory, Acculturative Family Distancing
(AFD) (Hwang, 2006) and this gap is a result of younger children having greater
exposure to mainstream American culture, including being educated in the U.S., better
English proficiency and greater exposure to American values and networks (Ying,
Coombs, & Lee, 1999). These discrepancies are thought to be caused by younger children
to adapt to western values faster and more proficiently then their parents, thereby creating
an inability to communicate effectively with one another (Hwang & Wood, 2009). Large
acculturation gaps have been associated with high levels of intergenerational family
dysfunction and poor mental health (Greenberger, Chen, 1996; Lee, Liu, 2001; Lee, Su,
Yoshida, 2005; Su, Lee, Vang, 2005; and Vega et al., 1995).

AFD consists of two dimensions: (1) communication difficulties and (2) cultural
values incongruence, both, which are consequences of different rates of acculturation
(Hwang, 2006). The breakdown of communications involves understanding verbal
communication (e.g., language limitations, sharing of feelings and personal experiences)
and nonverbal communication (e.g., interpreting body language) (Fujimoto, Hwang,
2014). The other dimension of acculturative family distancing that occurs between
parents and children involves discrepancy in family cultural values (e.g., fulfilling needs

of families) and non-family specific cultural values (e.g., importance of academic
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successes vs. social life) (Fujimoto and Hwang, 2014). Both dimensions are hypothesized
to be exacerbated by parent-child differences.
Verbal Communication

A primary dimension of AFD is the inability to effectively communicate between
parents and children. Often a breakdown in communication is due to minority children
becoming more proficient in English than their parents. Children frequently have greater
exposure access to mainstream American culture through schools and more likely to
acculturate faster than their parents (Uba, 1994). The AFD model has been tested and
measured among Asian American and Latino college students in the U.S. Results
indicated less parent-child communication was associated with the mental health of
students and higher psychological distress (Hwang, Wood, 2009). In a study conducted
amongst Hispanic adolescents, it was shown that parent-child communication was one of
the strongest predictors of susceptibility to alcohol and substance abuse (Elder et al.,
2000). While knowledge on risk and protective factors related to family and suicide is
somewhat limited, there is some research to indicate that increased communication
between parents and adolescents can mitigate the risk of suicide risk (DeVore &
Ginsburg, 2005).

In a study conducted by Nagaraj (Nagaraj, 2016), we found significant
relationships between exposure and experience of violence in childhood and adult health
and believe AFD can mitigate these risky health behavior later in adulthood. Further, the
study found adults who had experienced verbal abuse as a child were five times more
likely to ever have thoughts of suicide and 4.9 times more likely to ever have attempted

suicide. Participants who reported childhood physical abuse were more than three times
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more likely to ever report suicide ideation and five times more likely to ever have
attempted suicide. In addition, the relationship between childhood sexual abuse and
suicide ideation and attempt were found significant. Participants who reported childhood
sexual abuse were two times more likely to report ever having thoughts of suicide and
four times more likely to ever have attempted suicide. Participants exposed to violence
were also found to have significant relationships with suicide ideation and attempt, with
participants exposed found to be two times more likely to ever have thoughts of suicide
and ever have attempted suicide. Finally, significant relationships were found between
exposure and experience of childhood violence and body esteem and subjective well-
being in adulthood. Participants who experienced abuse as a child were more likely to
report body esteem issues as an adult. When participants reported either childhood verbal
abuse, childhood physical abuse, or having a battered mother, all were significantly
associated with subjective well-being in adulthood. In other words, participants who
reported being verbally or physically abused in childhood, or had a battered mother, they
were less likely to report a positive well-being in adulthood than those who had not
experienced any of these detrimental childhood events.

These findings indicate the imminent need to eliminate the exposure to childhood
violence. We need to first better understand the health consequences associated with
early exposure to violence and the factors that can mitigate negative health outcomes
later in adulthood. Therefore the present study will explore whether strong verbal
communication between parents and children can mitigate risky childhood and negative

adult health outcomes.

Methods
Sample and Procedures
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This present study utilized a convenience sample of 535 South Asian women
living in the U.S between the ages of 18 and 49. Eligibility criteria included English-
proficient female adults ages 18-49 currently residing in the U.S. Snowball sampling, a
common strategy for non-probability samples, was utilized in an effort to recruit a highly
specific population (Heckathorn, 2011). A self-administered, anonymous, web-based
survey was created in an online survey administration platform. A hyperlink to the survey
was sent out electronically to South Asian American national listservs, personal
networks, and via social media. Recipients were asked to forward the survey to other
potentially eligible friends, colleagues, and social networks.

Participants were invited to complete a 20-25 minute survey, and provided
consent by clicking “next” to begin the survey after reviewing a brief summary of the
study. An incentive was given to all survey respondents if they chose to receive one for
their time. If respondents wanted to receive a gift card, there were asked to complete a
separate survey, for which they received a link after completion of the survey, and
therefore it was not linked to the respondents’ survey responses. The survey was
conducted from November 2015 to January 2016. Given the multitude of email lists and
databases, including overlap of individual and multiple lists, a valid response rate could
not be calculated.

People of Indian descent represent a majority of the South Asian community,
(comprising over 80% of the total population in the U.S.), followed by Pakistanis,
Bangladeshis, Nepalis, Sri Lankans, Bhutanese and Maldives (SAALT, 2012). Despite
significant efforts to reach out to non-Indian ethnic groups, the majority of the study

sample were women of Indian origin.
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Instruments and Measures
Data were collected via a 76-item quantitative survey (See Appendix C for survey

instrument). The survey took approximately 25 minutes to complete and collected
information on socio-demographics; acculturation; childhood experiences of violence;
current adult intimate partner violence; subjective well-being in adulthood; body esteem
in adulthood; and ever suicide ideation/attempt.

Socio-demographics. Demographic characteristics included country of origin,
marital status, education level, annual household income, length of time in the U.S.,
nativity, and citizenship. Appendix B provides a summary of the measures that were
collected for demographics and background information, including response categories
and the source of where the measures were adapted from.

Acculturation. Acculturation was measured using an adapted version of the
Abbreviated Multidimensional Acculturation Scale (AMAS) (Zea et al, 2003).
Participants were asked to indicate their level of agreement with six statements measured
on a 5-point Likert-type scale (1=strongly agree to 5=strongly disagree). The statements
were as follows: “T am proud of being [South Asian/American]”, “I feel good about being
[South Asian/American]”, and “I think of myself as being [South Asian/American]”. The
two subscales, measuring U.S. culture and South Asian culture had very high internal
consistency (Cronbach’s 0=0.9298 and 0=0.9517, respectively). After creating the
subscales, we conducted a four-group k-means cluster analysis. The k means cluster
stratified the participants into K groups or clusters. Each cluster contains observations so
the degree of association is strong between members of the same cluster and weak
between members of different clusters. Each cluster describes the category to which

participants belong, including High South Asian-High American, High South Asian-Low
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American; Low South Asian-High American, and Low South Asian-Low American
identities. Acculturation was used as covariate in the logistic and linear model analyses.
Acculturative Family Distancing. The acculturation questions were adapted from
the Acculturative Family Distancing (AFD) scale (Hwang, 2006). The AFD scale has not
previously been tested in the South Asian American population before. Questions in the
AFD scale are based on two dimensions: Communication Difficulties and Incongruent
Cultural Values. Each of the two dimensions have further sub-scales. The two sub-scales
within the Communications Difficulties Dimension include the (a): Verbal
Communications Difficulties dimension (VCD), which refers to communicating feelings
and emotions, as well as the ability to speak and communicate in the same language; and
(b) Nonverbal Communication Difficulties (NCD), refers to the breakdown in the
interpretation of body language and facial expressions. The second dimension, Cultural
Values Incongruence encompasses (a) General Cultural Values Incongruency (GCVI),
refers to the discrepancy in values pertaining to standards individuals act outside of their
family which include social life and gender roles; and (b) Family Values Incongruency
(FVI), which are the values such as family bonding and harmony. The VCD, NCD,
GCVI, and FVI dimensions consist of 18, 6, 16, and 6 items, respectively. In a study
conducted among 123 Chinese families (Hwang & Wood, 2009), a psychometric analysis
was performed on these four dimensions of AFD. The reliabilities of the AFD estimates
for VCD, NCD, GCVI, and FVI are a =0.90, o = 0.75, o = 0.82, a. = 0.75, respectively.
For the purposes of this dissertation study, only the items related to VCD were asked.
Participants were asked to self-report either strongly agree, moderately agree,

slightly agree, neither agree nor disagree, slightly disagree, moderately disagree and
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strongly disagree to a series of 18 statements. Positive items were reverse coded. The sum
of item scores is an overall measure of the verbal communication dimension scale, with
high scores indicating better parent-child communication.

Childhood Violence. Respondents were asked if they experienced verbal, physical
and/or sexual abuse before the age of 18. To determine if a participant was verbally or
physically abused, participants were asked to self-report either never, rarely, sometimes,
often, or very often on the following questions: How often did a parent, stepparent, or
adult living in your home swear at you, insult you, or put you down threaten to hit you or
throw something at you, but didn’t do it?; actually push, grab, slap or throw something at
you?;and hit you so hard that you had marks or were injured? For both child verbal
abuse and child physical abuse, an “any verbal abuse” and “any physical abuse” variable
was created from the summation of the items identified and dichotomized as yes/no.

To determine if a participant experienced child sexual abuse, participants were
asked: “during your first 18 years of life, did an adult or older relative, family friend, or
stranger ever (1) expose themselves to you or force you to expose yourself to them, (2)
touch or fondle your body in sexual way, (3) have you touch their body in a sexual way,
(4) attempt to have sexual intercourse (oral, anal, or vaginal) with you, (5) actually have
sexual intercourse (oral, anal or vaginal) with you?” A “yes” response to any of these
five questions classified the respondent as having experienced sexual abuse during
childhood. An “any sexual abuse” variable was created from a summation of these items
and dichotomized as yes/no.

Parental Violence. With respect to witnessing parental violence, participants were

asked if they had never, once, twice, sometimes, often or very often witnessed their father
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(or stepfather) do any of these things to your mother (or stepmother)? (1) Push, grab,
slap, or throw something at her?; (2) Kick, bite, hit her with a fist, or hit her with
something hard?; (3) Repeatedly hit at least a few times; and (4) Threaten her with a
knife or gun, or use a knife or gun to hurt her? A response of “sometimes,” “often” or
“very often” to at least one of the first two questions or any response other than “never”
to at least one of the third and fourth questions defined a respondent as having had a
battered mother or witnessing parental violence.

Adult Intimate Partner Violence. Participants were asked questions to determine if
they are currently experiencing physical and/or sexual abuse. These questions were
adapted from a widely used and validated Revised Conflicts Tactics Scale (Straus et al.,
1996). Participants were asked to answer each question with the following response
choices: always, very often, sometimes, rarely, never. Statements included: “Since the
age of 18, have you ever been in a relationship with someone who: threaten to hit or
throw stuff at me; twisted my arm or hair; pushed or shoved me; slapped me; punched or
hit me; choked me; beat me up; kicked me; insisted on sex when | did not want to; used
force to make me have sex; | had a sprain, bruise, or small cut because of a fight; I went
to the doctor because of a fight; and | had a broken bone because of a fight. A “yes”
response to any of these questions classified the respondent as currently experiencing
intimate partner violence. We created an “intimate partner violence any” variable from a
summation of these items and dichotomized it as “intimate partner violence any” vs.
“intimate partner violence none.”

Suicide. Questions related to suicide ideation and attempted were adapted from

Adverse Childhood Experiences (ACE) Study (Felitte et al., 1998). Participants were
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asked to respond yes/no to the following two questions: Have you ever had thoughts of
suicide? Have you ever attempted suicide?

Subjective Well-being. Subjective well-being questions were adapted from the
Oxford Happiness Questionnaire (Hills & Arygle, 2002). The scale has been found to
have consistently and has demonstrated a high scale reliability (Cronbach alpha = 0.91)
(Hills & Argyle, 2002). Participants were asked to self-report either strongly disagree,
moderately disagree, slightly disagree, slightly agree, moderately agree and strongly
agree to a series of 28 statements. Negative items were reverse coded. The sum of item
scores is an overall measure of happiness, with high scores indicating greater happiness.

Body esteem questions were captured using the Body-esteem scale for
adolescents and adults (BESAA). The BESAA accounts for general feelings about
appearance, weight satisfaction and evaluations attributed to others about one’s body and
appearance (Mendelson, Mendelson & White, 2001). When studying the evolution of this
scale, Mendelson and colleagues found an internal consistency to be very good
(Cronbach’s alpha = 0.89) (Mendelson, Mendelson & White, 2001).This scale was
adapted for this study for two reasons: (1) because of its validity and reliability and its
ability to measure appearance, weight and attributions for women as young as 12 to
individuals well into adulthood (Mendelson, Mendelson, & White, 2001); and (2)
because while it has been well-studied that there are body image issues related to
violence, this area has not been explored amongst South Asian women in the U.S.
Participants self-reported their degree of agreement on a 5-point Likert scale ranging
from O (never) to 4 (always) on a series of 23 statements; negative items were reverse

coded.
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Statistical Analysis
Quantitative data analysis was conducted using SPSS 22. Frequencies and

percentages were calculated for all categorical variables of interest. For scales used in the
survey, negatively worded items were reverse coded and items were summed for a scale
score and divided by the number of items to retain the original response range for
descriptive purposes. In the case of the AFD scale, positively worded items were reverse
coded and items were summed for a scale score and divided by the number of items to
retain the original response range for descriptive purposes. A Cronbach’s alpha was
calculated for the AFD Verbal Communication Dimension scale to report on the
reliability. Additionally, means were calculated for all items in the AFD Verbal
Communication Dimension scale and by socio-demographics and violence. One-way
analyses of variance (ANOVAS) were conducted with Acculturative Family Distancing
Verbal Communication Dimension scale as the independent variable and each of the
socio-demographics (US born, household income, country of origin, acculturation, and
age) as the dependent variables. Similarly, another ANOVA test was run with violence
variables (child verbal abuse, child physical abuse, child sexual abuse, and battered
mother) as the dependent variables. A Pearson correlation was run to determine the
association between AFD and both of the adult health outcomes (body esteem and
subjective well-being). This allowed us to compare means between the AFD Verbal
Communications Dimension and all the dependent variables. Finally, we examined if the
relationship between type of violence experienced or exposed to as a child and adult
health (e.g., adult intimate partner violence, suicide ideation, suicide attempt, body

esteem, and subjective well-being) was moderated at different levels of the AFD Verbal
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Communication Dimension scale by entering interaction terms into the multivariate

models.

Results
Table 7 presents demographic, acculturation, health and violence related

characteristics of the study participants. Most survey participants were between the ages
of 20 and 24 (22.8%), and a little over half of the participants were born in the U.S
(51.2%). Of the 48.5% of the participants not born in the U.S, the majority were U.S
citizens (76.6%) and 13.6% of the participants have lived in the U.S for over 20 years.
Study participants were predominately of Indian origin (85.6%), married (49.0%), and
35% have a household income greater than $200,000. Further, Table 7 presents the
acculturation status of the participants. Over 60% (61.7%) of the participants fell into the
integration acculturation group (i.e., those with high scores in both the U.S and the South
Asian culture).

In addition, Table 7 presents the health characteristics of the study participants.
Means and Cronbach’s alpha’s were calculated for both the body esteem for adults and
adolescents scale (BESAA) and the subjective well-being scale. The mean for the
BESAA was 3.23 (Cronbach’s alpha = 0.71) for adults. The mean for the subjective well-
being measure was 4.27 (Cronbach’s alpha = 0.68) for adults. Over 20% reported
experiencing some form of childhood sexual abuse (i.e., exposure, touching, attempted
penetration, penetration); 5.4% of the participants reported childhood physical abuse; and
16.3% reported childhood verbal abuse. Further, 13.5% of the participants reported that
their mother was battered. Thirty-one percent of the participants reported ever having

thoughts of suicide and 6.7% reported ever having attempted suicide.
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Table 8 provides the means for each of the items in the AFD Verbal
Communication Dimension scale and total scale (M = 4.88, SD = 1.17). The alpha
coefficient for all 18 items is 0.91, suggesting that the items have a relatively high
internal consistency. Items with the lowest means included: ‘My parent(s) can
communicate effectively with me’ (M=2.28, SD = 1.57); ‘I can communicate concrete or
basic needs with my parent(s), but | have a hard time communicating feeling and
emotional needs’ (M = 3.49, SD = 2.14); ‘Although | can get my basic points across, it is
hard for me to talk about things in greater depth with my parent(s)’ (M=3.66, SD = 2.13);
and ‘I feel like there is a communication barrier between my parent(s) and me’ (M=3.89,
SD = 2.06). The lower means indicate a greater discrepancy in communication between
parents and children. Items with the highest means included: ‘My ability to communicate
effectively with my parent(s) is hindered because of our inability to fluently speak the
same language’ (M= 6.06, SD = 1.63); ‘My parent(s) talk with me a lot” (M=5.79, SD =
1.59); and ‘I talk with my parent(s) a lot’ (M=5.78, SD = 1.68). These findings also
suggest a communication barrier between parents and children as both items ‘My
parent(s) talk with me a lot’ and ‘I talk with my parent(s) a lot’ were reverse coded, and
therefore, suggests that participants responses were indeed indicating a lack of
communication between themselves and their parents.

Table 9 presents the AFD Verbal Communication Dimension scale means by
socio-demographics. The socio-demographics that were measured included age, U.S.
born, household income, country of origin and acculturation category. Participants
between the ages of 35-39 (M =5.15, SD = 1.24) on average had the greatest

communication barriers within the age groups and individuals between the ages of 18-19
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had the least communication concerns between themselves and their parents (M = 4.81,
SD = 1.41). Participants who were born in the U.S. had significantly less of a
communication barrier (M = 4.89, SD = 1.37) than participants not born in the U.S. (M =
5.14, SD = 1.27). Further, there is a statistically significant difference in the mean of the
AFD Verbal Communications Dimension and household income. On average,
participants who made over $200,000 had the highest levels of communication
difficulties between themselves and their parents (M = 5.21, SD = 1.19). Participants
from India had the greatest parent-child communication barriers (M = 5.07, SD = 1.31).
Further, Table 9 presents the AFD means by acculturation group. The mean scores varied
across the acculturation groups. Participants in the High South Asian-Low American
group had the greatest parent-child communication barrier (M = 5.20, SD = 1.44),
followed by those in the High South Asian-High American group (M =5.01, SD = 1.30),
Low South Asian-High American (M = 4.73, SD = 14.2) and finally, Low South Asian-
Low American (M = 4.63, SD = 0.52)

Table 10 presents means that were calculated for all items in the AFD Verbal
Communication Dimension scale for each form of childhood exposure or experience of
violence (e.g., verbal, physical, sexual and battered mother). The one-way ANOVAs
were conducted with Acculturative Family Distancing Verbal Communication Dimension
scale as the independent variable and each of the violence variables (e.g., child verbal
abuse, child physical abuse, child sexual abuse, and battered mother) as the dependent
variables. A Pearson correlation was run to determine the association between the AFD
Verbal Communications Dimension scale and both of the adult health outcomes (body

esteem and subjective well-being). There was a statistically significant association
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between the AFD Verbal Communications Dimension and each of the types of violence
(e.g., child verbal, physical and sexual abuse), as well as having a battered mother. In
addition, there is a statistically significant association between the AFD Verbal
Communications Dimension and current adult intimate partner violence (p = 0.002). On
average, participants who have been sexually abused in childhood reported lower AFD
scores than compared to those not sexually abused in childhood sexually in childhood (M
=4.75vs. M =5.08, p = 0.035). Further, participants reporting current violence in
adulthood reported lower AFD scores than those participants who did not report current
violence in adulthood (M =4.71 vs. M = 5.15, p = 0.002). Participants who reported
sexual abuse in childhood and who are currently experiencing violence in adulthood had
greater parent-child communication barriers than those participants that did not report
any experience of childhood sexual abuse or current adult relationship violence.
Individuals, who experienced violence through a battered mother (M = 4.18, SD = 1.43),
or experienced child verbal abuse (M = 4.15, SD = 1.45) and child physical abuse (M =
4.03, SD = 1.24) had the least parent-child communication barriers. Finally, the
correlation coefficient between the AFD Verbal Communications Dimension and body
esteem suggested a significant but rather weak correlation (r = 0.168), whereas the
correlation between AFD Verbal Communication and subjective well-being suggested a
significant moderate correlation (r = 0.420).

The results of the multivariate model with interactions are presented in Tables 11-
14. Model 1 presents the odds ratios from 20 multivariate logistic models estimating the
following dependent variables, (1) suicide ideation; (2) suicide attempt; and (3) adult

intimate partner violence from the four types of violence exposure and abuse that
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occurred during childhood (childhood verbal abuse, childhood physical abuse, childhood
sexual abuse, and battered mother). In addition, multivariate linear regression models
were conducted for the dependent variables body esteem and subjective well-being. All
models adjusted for age, household income, country of origin, and acculturation. Model 2
presents the odds ratios from 20 multivariate logistic regression models estimating (1)
suicide ideation; (2) suicide attempt; and (3) adult intimate partner violence with an
interaction term between the AFD scale and each of the following: the four types of
violence exposure and abuse, and battered mother. These models were also adjusted for
age, household income, country of origin, and acculturation.

Tables 11a-e present analyses for Models 1 and 2 with child verbal abuse as the
independent variable and each of the health outcomes of interest (e.g., suicide ideation,
suicide attempt, adult intimate partner violence, body esteem and subjective well-being)
as the dependent variables. Model 1, examining suicide ideation (Table 11a) and suicide
attempted (Table 11b), yielded significant associations with childhood verbal abuse (OR
3.98; 95% CI 2.23- 7.07 and OR 3.29; 95% CI 1.43 — 7.57, respectively). Participants
who reported verbal abuse during their childhood were almost four times more likely to
ever have thoughts of suicide and three times more likely to ever have attempted suicide
than participants who were not verbally abused as a child.

Further, when examining the AFD Verbal Communications Dimension scale in
Model 1, suicide ideation (Table 11a) yielded significant findings with childhood verbal
abuse (OR = 0.66; 95% CI1 0.55 — 0.79. Thus, indicating that participants who
experienced verbal abuse as a child and had increased parent-child communication were

44% less likely to ever have thoughts of suicide. Further, body esteem (Table 11d) and
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subjective well-being (Table 11e) yielded significant findings with childhood verbal
abuse (B = 0.06; p<0.05; and B = 0.20; p<0.001). Thus, indicating AFD Verbal
Communications Dimension was found to be protective against suicide ideation, body
esteem issues and being less satisfied with quality of life in adulthood.

When adding the interaction term in Model 2, there was no significant
association, but the main effects remained significant in some cases. Further, as presented
in Tables 11d and 11e, there is a significant association between childhood verbal abuse
and body esteem scores in adulthood (B=-0.32, p<0.001) and subjective well-being
scores in adulthood (B=-0.19, p<0.01). In both cases, participants that experienced
childhood verbal abuse were less likely to have positive body esteem and had lower
positive well-being in adulthood. In Model 2 of Table 11d, the interaction term between
the AFD verbal communication scale and child verbal abuse was statistically significant
(p<0.05), suggesting that AFD moderates the relationship between child verbal abuse and
body esteem in adulthood. Thus, participants that experienced child verbal abuse had
negative associations with body esteem in adulthood. Higher levels on the AFD scale
were associated with a weaker association between child verbal abuse and body esteem in
adulthood.

Tables 12a-e present analyses for Models 1 and 2 with child physical abuse as the
independent variable and each of the health outcomes of interest (e.g., suicide ideation,
suicide attempt, adult intimate partner violence, body esteem and subjective well-being)
as the dependent variables. Model 1, examining suicide attempted (Table 12b), yielded
significant associations with childhood physical abuse (OR 4.11; 95 CI 1.49 — 11.33).

Participants who reported physical abuse during their childhood four times were more
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likely to ever have attempted suicide than participants who were not verbally abused as a
child.

Further, when examining the AFD Verbal Communications Scale with in Model
1, suicide ideation (Table 12a) and suicide attempt (Table 12b) yielded significant results
with childhood physical abuse (OR = 0.62; 955 CI 0.52 — 0.73 and OR = 0.72; 95% ClI
0.54 — 0.95, respectively). Current adult intimate partner violence (Table 12c) was also
found to be significant with childhood physical abuse (OR = 0.80; 95% CI1 0.67 — 0.94).
Finally, body esteem (Table 12d) and subjective well-being (Table 12e) also yielded
significant results with childhood physical abuse (B = 0.08, p<0.001 and B = 0.21, p<
0.001). In Model 1, AFD Verbal Communication was found to be significantly associated
with all health outcomes. In other words, having parent-child communication was
protective against negative risk behaviors.

When adding the interaction term in Model 2, there was no significant association
between suicide ideation and attempt, but the main effects remained significant in some
cases. In Model 2 of Table 12d, the interaction term between the AFD verbal
communication scale and child physical abuse was statistically significant (p<0.05),
suggesting that AFD moderates the relationship between child physical abuse and body
esteem in adulthood. Thus, participants that experienced child physical abuse had
negative associations with body esteem in adulthood. Higher levels on the AFD scale
were associated with a weaker association between child physical abuse and body esteem
in adulthood.

Tables 13a-e present analyses for Models 1 and 2 with child sexual abuse as the

independent variable and each of the health outcomes of interest (e.g., suicide ideation,
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suicide attempt, adult intimate partner violence, body esteem and subjective well-being)
as the dependent variables. Model 1, examining suicide ideation (Table 13a) and suicide
attempted (Table 13b), yielded significant associations with childhood sexual abuse (OR
1.78; 95% CI1 1.05 — 3.00 and OR 3.43; 95& CI 1.54 — 7.67, respectively). Participants
who reported sexual abuse during their childhood were almost two times more likely to
ever have thoughts of suicide and nearly four times more likely to ever have attempted
suicide than participants who were not sexually abused as a child.

Further, when examining the AFD Verbal Communications Dimension scale in
Model 1, suicide ideation (Table 13a) and suicide attempt (Table 13b) yielded significant
findings with childhood sexual abuse (OR = 0.66; 95% CI 0.55 — 0.79 and OR = 0.68;
95% CI10.52 — 0.89, respectively). Participants reported being sexually abused as children
yielded significant findings with currently being involved in an adult intimate partner
relationship (Table 13c) (OR = 0.78; 95% CI1 0.67 — 0.92). Further, body esteem (Table
13d) and subjective well-being (Table 13e) yielded significant findings with childhood
sexual abuse (B = 0.09, p<0.01; and B = 0.22, p<0.001). Thus, indicating AFD Verbal
Communications Dimension was found to be protective against all health outcomes in
explored in this study. When adding the interaction term in Model 2 for child sexual
abuse, there was no significant association between any of the health outcome variables,
but the main effects remained significant in some cases.

Tables 14a-e present analyses for Models 1 and 2 with battered mother as the
independent variable and each of the health outcomes of interest (e.g., suicide ideation,
suicide attempt, adult intimate partner violence, body esteem and subjective well-being)

as the dependent variables. Model 1, examining adult intimate partner violence (Table
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14c), yielded significant associations with having a battered mother (OR 2.25; 95% CI
1.23 — 4.12). Participants who reported having a battered mother were more than two
times more likely to currently experience abuse as an adult than participants who did not
witness violence through having a battered mother.

Further, when examining the AFD Verbal Communications Dimension scale in
Model 1, suicide ideation (Table 14a) and suicide attempt (Table 14b) yielded significant
findings with battered mother (OR = 0.61; 95% CI1 0.51 — 0.72 and OR = 0.61; 95% ClI
0.51 — 0.72, respectively). Current adult intimate partner violence (Table 14c) also was
found to have a significant relationship (OR = 0.82; 95% CI1 0.70 — 0.97). Further, body
esteem (Table 14d) and subjective well-being (Table 14e) yielded significant findings
with having a battered mother (B = 0.08, p<0.01; and B = 0.21, p<0.001). Thus,
indicating AFD Verbal Communications Dimension was found to be protective against
all health outcomes in explored in this study.

In Model 2 of Table 14d and 14e, the interaction term between the AFD verbal
communication scale and battered mother was statistically significant (p<0.01),
suggesting that AFD moderates the relationship between battered mother and body
esteem subjective well-being in adulthood. When adding the interaction term in Model 2,
there was no significant association between suicide ideation and attempt, but the main
effects remained significant in some cases. In Model 2 of Table 14d, the interaction term
between the AFD verbal communication scale and battered mother was statistically
significant (p<0.01), suggesting that AFD moderates the relationship between battered
mother and body esteem and subjective well-being in adulthood. Thus, participants that

experienced having a battered mother had negative associations with body esteem and
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their well-being in adulthood. Higher levels on the AFD scale were associated with a
weaker association between battered mother and body esteem and battered mother and

subjective well-being in adulthood.

Discussion
The results above provide evidence that acculturative family distancing influences

health outcomes. The item analysis and reliability of the Verbal Communications
Dimension scale provide the psychometrics and establishes this domain within the AFD
construct to be consistent with broader literature that has found cultures vary in terms of
communication. Further, by utilizing the AFD verbal communication dimensions scale
we are able to provide further insight that parent-child communication influences certain
health behaviors.

There is some evidence to suggest that Asian American youth experience
difficulties communicating effectively with their parents, and that these difficulties lead
to a break down in family cohesion (Tseng & Fuligni, 2000) and greater individual and
family dysfunction (Lee & Chen, 2000; Rhee et al., 2003; Usita & Blieszner, 2002).

The findings in this study were found to be similar, and suggest that the early
identification and prevention of the breakdown of communication can help mitigate risky
adult health behaviors. The breakdown in communication moderated the relationship
between childhood verbal abuse and body esteem in adulthood; childhood physical abuse
and body esteem in adulthood; battered mother and body esteem in adulthood; and
battered mother and subjective well-being in adulthood. Part of understanding immigrant
and minority families and helping them interpret certain behaviors is by examining their
lives and provide contextual information on how problems may develop. In the case of

the health behaviors examined in this study, if unaddressed, the AFD verbal
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communications dimension can interrupt growth by influencing relationships and lead to
certain psychiatric problems throughout the life course. It is critical to advance our
understanding of the acculturation gap to pinpoint what life stage the parent-child
pairings begins to have a negative effect in order to lessen the likelihood of health
problems later in life.

Finally, AFD can also be looked at as a social support model. In previous studies,
social support has been found to have a positive influence on health behavior in the South
Asian American population (Vyas, 2012), however, robust measures were not used to
specifically identify which aspects of support were the most beneficial. Robust measures
such as AFD can help explain why social inequities exist, provide tools (i.e. increased
communication) to help negate risky health behavior and be crucial in tailoring primary

and secondary interventions that are beneficial in influencing positive health behavior.

Limitations
It is important to note that there are several methodological limitations to this

study. First, this was a convenience sample, and therefore generalizability to a national
sample of South Asians is limited. Further, by using a cross-sectional sample it prohibits
causal inferences and therefore, the findings are primarily descriptive in nature and cross-
sectional sampling prohibits temporal sequencing, which makes it difficult to determine
the order of the study variables. Additionally, survey methodology relied on participants’
self-report, leaving the study vulnerable to willingness to report on sensitive experiences.
It is likely that the reported prevalence of childhood experiences of violence is an
underestimate due to underreporting. The survey was also only developed in English, and
therefore non-English speakers were excluded and it is unknown whether non-English

speakers’ experiences of family violence are similar or different. Finally, due to the
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nature of this study, only the Verbal Communications Dimension scale was used as part
of the AFD model. It is likely that we would be able to measure the acculturative gap
between parents and children better had we used all four dimensions of the AFD scale.
Despite the inherent limitations of this study, results from this study will help
guide future research, policy, and practice. Studies such as this will (1) guide increased
awareness and sensitivity among pediatricians and providers; (2) prompt public health
professionals to create interventions around childhood and adult relationship violence;
and (3) direct researchers to undertake a lifespan approach to fully understand the risk
and protective factors that are a result of experiencing and being exposed to violence as a
child. Finally, this study is a preliminary study examining violence and health behaviors.
It allows for hypothesis generating research that will guide & inform practice for future

studies.

Conclusions
Despite the rapidly growing South Asian population in the U.S, relatively few

resources have been put forth to address the needs of this immigrant group. Central to
addressing the needs of the South Asian American population, is an accurate
understanding of how acculturation and the acculturative forces can shape the health and
well-being of individuals and families. There has been some research looking at
intergenerational family dysfunction and mental health (Greenburger and Chen, 1996;
Lee and Liu, 2001; Lee, Su & Yoshida, 2005; Su, Lee & Vang, 2005), however, direct
tests of the acculturation gap are lacking (Hwang 2006). One primary dimension of AFD
is the loss of effective communication between parents and children. In this study, we
measured and tested the Verbal Communications Dimensions scale, one of the four

dimensions of the AFD questionnaire. To date this is the first study to examine how
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acculturative forces influence health behaviors. While, we found this measurement to be
consistent with the broader literature, future studies should incorporate and measure all
four dimensions in the South Asian American population. By exploring all four
dimensions, we could provide more in-depth information about the mechanisms involved
in the parent-child acculturated problems and how it further influences mental and

physical health.

95



Table 7. Study Sample Characteristics (N=535)

N (%)
Age?
18-19 49 (9.2)
20-24 122 (22.8)
25-29 100 (18.7)
30-34 120 (22.4)
35-39 75 (14.0)
40-44 37 (6.9)
45-49 32 (6.0)
US Born
Yes 274 (51.2)
No 259 (48.4)
US Citizen

Yes 410 (76.6)

No 123 (23.0)

How long lived in the US

Less than 5 Years 60 (11.2)
6-10 Years 52 (9.7)

11-20 Years 76 (14.2)

21+ Years 73 (13.6)

Relationship Status

Single 148 (27.7)

In a Relationship 119 (22.2)

Married 262 (49.0)

Other 6 (1.1)
Household Income
Under $75,000 81 (15.1)
$75,000 - $100,000 68 (12.7)

$101,000 - $200,000 194 (36.3)

$200,000+ 187 (35.0)

Country of Origin

India 458 (85.6)

Bangladesh 19 (3.6)
Pakistan 28 (5.2)
Other 30 (5.6)

Acculturation

High South Asian High American 330 (61.7)

High South Asian Low American 76 (14.2)
Low South Asian High American 53 (9.9)
Low South Asian Low American 5(.09)
Adult Health
Body Esteem Scale® 3.23¢
Subjective Well-Being® 4.27°¢
Childhood Violence
Verbal Abuse 87 (16.3)
Physical Abuse 29 (5.4)

Sexual Abuse 113 (21.1)
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Battered Mother (yes) 72 (13.5)
Current Adult IPV (yes) 163 (30.5)
Suicide Ideation Ever (yes) 166 (31.0)
Suicide Attempt Ever (yes) 37 (6.9

®mean = 4.54; median = 4.00; range = 6.00
®Cronbach Alpha = .71; Range (1-5)

¢ Data presented as a mean

dCronbach Alpha - .68; Range; (1-6)

Table 8. AFD Verbal Communication Dimension Scale ltem Means

Verbal Communications Dimension of the AFD Mean (SD)
I can communicate effectively with my parent(s).* 5.62 (1.73)
I talk with my parent(s) a lot.* 5.78 (1.68)
I am able to communicate how I feel with my parent(s).* 5.17 (1.89)
| share personal things with my parent(s).* 4.90 (1.96)
| talk about my problems with my parent(s).* 5.00 (1.96)
| feel like there is a communication barrier between my

3.89 (2.06)
parent(s) and me.
Although I can get my basic points across, it is hard for me 3.66 (2.13)
to talk about things in greater depth with my parent(s).
I can communicate concrete or basic needs with my
parent(s), but | have a hard time communicating feeling 3.49 (2.14)
and emotional needs.
My ability to communicate effectively with my parent(s) is
hindered because of our inability to fluently speak the same 6.06 (1.63)
language.
My parent(s) can communicate effectively with me.* 5.71 (1.57)
My parent(s) talk with me a lot.* 5.79 (1.59)
My parent(s) are able to communicate how they feel to 5,51 (1.66)
me.*
My parent(s) share personal things with me* 5.35 (1.75)
My parent(s) talk to me about their problems.* 5.29 (1.78)
My parent(s) feel like there is a communication barrier

4.98 (1.91)
between them and me.
Although my parent(s) can get their basic points across, it
is hard for them to talk about things in greater depth with 4.62 (2.01)
me.
My parent(s) can communicate effectively with me. 2.28 (1.57)
AFD Verbal Communication Scale (o= 0.91) M =4.88,SD =

1.17

*Items were reverse coded
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Table 9. AFD Verbal Communication Dimension Means for Socio-demographics (N=535)

Means for AFD Verbal
Communications Dimension
Means (SD)
Socio-demographics Yes No P-value
Age N/A 0.808
18-19 4.81 (1.41)
20-24 4.94 (1.27)
25-29 4.96 (1.33)
30-34 5.13 (1.31)
35-39 5.15 (1.24)
40-44 5.10 (1.52)
45-49 4.90 (1.52)
Household Income** N/A 0.006
Under $75,000 4.54 (1.44)
$75,00 - $100,000 4.86 (1.41)
$101,000 - $200,000 5.05 (1.34)
Over $200,000 5.21 (1.19)
Country of Origin N/A 0.064
Bangladesh 4.33 (1.36)
India 5.07 (1.31)
Pakistan 4.67 (1.50)
Other 4.86 (1.23)
Acculturation
Low South Asian Low American 4.63 (0.52) 5.10 (1.33) 0.571
Low South Asian High American 4.73 (1.45) 5.04 (1.31) 0.131
High South Asian Low American 5.20 (1.43) 4.97 (1.31) 0.186
High South Asian High American 5.01 (1.29) 5.00 (1.41) 0.992

*p<0.05; **p<0.01; ***p<0.001

Table 10. AFD Verbal Communication Dimension Means for VVarious Forms of Violence and

Health Outcomes

Characteristic Yes No P-value
Childhood Verbal Abuse *** 4.15 (1.45) 5.19 (1.22) <0.001
Childhood Physical Abuse*** 4.03 (1.24) 5.07 (1.31) <0.001
Childhood Sexual Abuse* 4.75 (1.48) 5.08 (1.27) 0.035
Battered Mother*** 4.18 (1.43) 5.15 (1.26) <0.001
Adult Intimate Partner Violence * 4.71 (1.31) 5.15 (1.31) 0.002
Body Esteem** r =0.168 N/A 0.001
Subjective Well-Being*** r=0.420 N/A <0.001

*p<0.05; **p<0.01; ***p<0.001
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Table 11a; Multivariate Model with Interaction for Child Verbal Abuse & Suicide Ideation

Suicide Ideation

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Verbal Abuse

3.98 (2.23_ 7.07)***

14.93 (1.64 — 136.15)**

AFD

0.66 (0.55 _ 0.79)***

0.70 (0.57 — 0.85)***

Verbal Abuse X AFD

0.75 (0.48 — 1.18)

*p<0.05; **p<0.01; ***p<0.001

& Models controlled for:: age, household income, country of origin, and acculturation

Table 11b. Multivariate Model with Interaction for Child Verbal Abuse & Suicide Attempt

Suicide Attempt

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Verbal Abuse

3.29 (143 — 7.57)**

22.65 (1.47 — 347.82)*

AFD

0.77 (0.58 — 1.02)

0.91 (0.63 — 1.31)

Verbal Abuse X AFD

0.62 (0.33_ 1.18)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 11c: Multivariate Model with Interaction for Child Verbal Abuse & Adult IPV

Adult IPV

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Verbal Abuse

1.39 (0.81 — 2.4)

0.82 (0.14 — 4.69)

AFD

0.80 (0.68 — 0.95)

0.78 (0.64 — 0.94)**

Verbal Abuse X AFD

1.13(0.77 — 1.64)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 11d: Multivariate Model with Interaction for Child Verbal Abuse & Body Esteem Scale

Body Esteem

Independent Variable

Model 12
B (CI)

Model 22
B (CI)

Verbal Abuse

-0.32 (-0.50 - -0.13)***

0.25 (-0.33 — 0.83)

AFD

0.06 (0.00 - 0.11)*

0.09 (0.03_ 0.151)**

Verbal Abuse X AFD

-0.38 (-0.25 - 0.03)*

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 11e: Multivariate Model with Interaction for Child Verbal Abuse & Subjective Well-Being

Subjective Well-Being

Independent Variable

Model 12
B (CI)

Model 2°
B (CI)

Verbal Abuse

-0.19 (-0.37 - -0.025)**

0.07 (-0.48 — 0.62)

AFD

0.20 (0.15 — 0.25)***

0.22 (0.16 — 0.27)***

Verbal Abuse X AFD

-0.15 (-0.18 — 0.06)

*p<0.05; **p<0.01; ***p<0.001

& Models controlled for:: age, household income, country of origin, and acculturation
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Table 12a: Multivariate Model with Interaction for Child Physical Abuse & Suicide Ideation

Suicide Ideation

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Physical Abuse

2.13(0.88 _5.17)

2.98(0.11 _ 78.34)

AFD

0.62 (0.52 _ 0.73)***

0.62 (0.51 _ 0.73)***

Physical Abuse X AFD

0.92 (0.44 — 1.95)

*p<0.05; **p<0.01; ***p<0.001

& Models controlled for:: age, household income, country of origin, and acculturation

Table 12b: Multivariate Model with Interaction for Child Physical Abuse & Suicide Attempt

Suicide Attempt

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Physical Abuse

411 (1.49 — 11.33)**

1374.19 (3.29 — 573551.95)**

AFD

0.72 (0.54 — 0.95)*

0.80 (0.59 — 1.08)

Physical Abuse X AFD

0.19 (0.03 — 1.11)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 12c: Multivariate Model with Interaction for Child Physical Abuse & Adult IPV

Adult IPV

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Physical Abuse

2.09 (0.89 — 4.85)

0.14 (0.01 — 2.99)

AFD

0.80 (0.67 — 0.94)**

0.77 (0.65  0.91)

Physical Abuse X AFD

0.08 (0.93-3.91

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 12d: Multivariate Model with Interaction for Child Physical Abuse & Body Esteem

Body Esteem

Independent Variable

Model 12
B (CI)

Model 22
B (Cl)

Physical Abuse

-0.11 (-0.40 — 0.18)

0.92 (-0.09 — 1.93)

AFD

0.08 (0.03 _ 0.14)**

0.09 (0.04 — 0.15)***

Physical Abuse X AFD

-0.25 (-0.48 - 0.01)*

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 12e: Multivariate Model with Interaction for Child Physical Abuse & Subjective Well-

Being

Independent Variable

Subjective Well-Being

Model 12
B (CI)

Model 22
B (CI)

Physical Abuse

-0.17 (-0.45 — 0.12)

0.49 (-0.52 — 1.51)

AFD

0.21 (0.16 — 0.26)***

0.22 (0.17 — 0.27)***

Physical Abuse X AFD

-0.22 (-0.41 — 0.08)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation
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Table 13a; Multivariate Model with Interaction for Child Sexual Abuse & Suicide Ideation

Suicide Ideation

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Sexual Abuse

1.78 (1.05 — 3.00)*

0.53 (0.09 — 3.25)

AFD

0.60 (0.51— 0.72)***

0.56 (0.46 — 0.69)***

Sexual Abuse X AFD

1.29 (0.89 _ 1.85)

*p<0.05; **p<0.01; ***p<0.001

@ Models controlled for:: age, household income, country of origin, and acculturation

Table 13b: Multivariate Model with Interaction for Child Sexual Abuse & Suicide Attempt

Suicide Attempt

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Sexual Abuse

3.43 (154 — 7.67)**

2.56 (0.21 - 31.16)

AFD

0.68 (0.52 — 0.89)**

0.66 (0.45-0.97)*

Sexual Abuse X AFD

1.07 (0.62 — 1.84)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 13c: Multivariate Model with Interaction for Child Sexual Abuse & Adult IPV

Adult IPV

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Sexual Abuse

1.32 (0.79 — 2.20)

3.68 (0.61 — 22.06)

AFD

0.78 (0.67 — 0.92)**

0.83 (0.69 — 1.01)

Sexual Abuse X AFD

0.81 (0.56 _ 1.16)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table13d: Multivariate Model with Interaction for Child Sexual Abuse & Body Esteem

Body Esteem

Independent Variable

Model 12
B (CI)

Model 22
B (Cl)

Sexual Abuse

-0.03 (-0.21 — 0.14)

0.01 (-0.58 — 0.60)

AFD

0.09 (0.03 — 0.14)**

0.09 (0.02 — 0.15)**

Sexual Abuse X AFD

-0.01 (-0.13 — 0.11)

*p<0.05; **p<0.01; ***p<0.001

Models controlled for:: age, household income, country of origin, and acculturation

Table 13e: Multivariate Model with Interaction for Child Sexual Abuse & Subjective Well-Being

Subjective Well-Being

Independent Variable

Model 12
B (CI)

Model 2°
B (CI)

Sexual Abuse

-0.01 (-0.18 — 0.15)

0.26 (-0.30 — 0.81)

AFD

0.22 (0.17 — 0.27)***

0.23 (0.18 — 0.29)***

Sexual Abuse X AFD

-0.06 (-0.17 — 0.05)

*p<0.05; **p<0.01; ***p<0.001

& Models controlled for:: age, household income, country of origin, and acculturation
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Table 14a: Multivariate Model with Interaction for Battered Mother & Suicide Ideation

Suicide Ideation

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Battered Mother

1.17 (0.63 - 2.18)

1.20 (0.16 — 9.23)

AFD

0.61 (0.51 — 0.72)***

0.61 (0.50 — 0.74)***

Battered Mother X AFD

0.99 (0.63 _ 1.56)

*p<0.05; **p<0.01; ***p<0.001

@ Models controlled for:: age, household income, country of origin, and acculturation

Table 14b: Multivariate Model with Interaction for Battered Mother & Suicide Attempt

Suicide Attempt

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Battered Mother

1.17 (0.63— 2.18)

3.18 (0.22 — 46.45)

AFD

0.61 (0.51 — 0.72)***

0.74 (0.53 — 1.02)

Battered Mother X AFD

0.86 (0.45 — 1.65)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 14c: Multivariate Model with Interaction for Battered Mother & Adult IPV

Adult IPV

Independent Variable

Model 12
OR (CI)

Model 22
OR (CI)

Battered Mother

2.25 (1.23 — 4.12)**

1.63 (0.24— 11.12)

AFD

0.82 (0.70 — 0.97)*

0.81 (0.67 — 0.98)*

Battered Mother X AFD

1.08 (0.71 — 1.64)

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 14d: Multivariate Model with Interaction for Battered Mother & Body Esteem

Body Esteem

Independent Variable

Model 12
B (CI)

Model 22
B (Cl)

Battered Mother

-0.10 (-0.31 - 0.10)

0.78 (0.13 — 1.43)**

AFD

0.08 (0.02 — 0.13)**

0.12 (0.06 — 0.18)***

Battered Mother X AFD

-0.20 (-0.34 - 0.06)**

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation

Table 14e: Multivariate Model with Interaction for Battered Mother & Subjective Well-Being

Subjective Well-Being

Independent Variable

Model 12
B (CI)

Model 22
B (CI)

Battered Mother

-0.08 (-0.28 — 0.11)

0.61 (-0.00 — 1.22)*

AFD

0.21 (0.16 — 0.26)***

0.24 (0.18 — 0.29)***

Battered Mother X AFD

-0.16 (-0.29 - 0.03)**

*p<0.05; **p<0.01; ***p<0.001

2 Models controlled for:: age, household income, country of origin, and acculturation
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Chapter 5: Discussion

Contribution to the Literature
There are approximately 3.4 million South Asians living in the U.S. (U.S. Census,

2010). The South Asian community in the U.S. is comprised of individuals with family
origins from Afghanistan, Bangladesh, Bhutan, India, the Maldives, Nepal, Pakistan, and
Sri Lanka (U.S. Census Bureau, 2010). Although the South Asian population in the U.S.
has significantly increased in the last several decades, there has been limited data and
research on health issues faced by this growing population. In 2010, Project SAHNA
(South Asian Health Needs Assessment) was conceptualized as a first step to better
understand the health needs of the South Asian population living in Washington, D.C.
(Vyas et al, 2012). This was the first study in this region to examine health related
behaviors and found high rates of poor health outcomes and chronic disease. Although,
this study did not measure acculturation, U.S. born and language spoken at home were
used as proxy measures. The U.S. born and language measures were found to be
significant factors after controlling for household income, survey type, and country of
origin (Vyas et al., 2012). This study was the impetus to explore and test a more in-depth
acculturation measure to capture the dynamic acculturative process for South Asians.
Further, in 2015, Robertson et al., conducted a study examining child sexual
abuse among South Asians and its relationship to suicide ideation and attempt
(Robertson, Vyas, & Nagaraj, 2015). The findings supported the idea that child sexual
abuse is not uncommon and is a serious problem among the South Asian community in
the U.S. The study population reported high levels of child sexual abuse. Approximately

one-fourth (25.2%) of the sample reported being sexually abused during childhood, with
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“touching” as the most common type of abuse at 21.5% (n=68). The study confirmed that
being sexually abused in childhood is associated with adult relationship violence, suicide
attempt, and increased number of sexual partners in this sample of South Asian
Americans (Robertson, Vyas, & Nagaraj, 2015). The findings from the study conducted
by Robertson and colleagues prompted this dissertation.

This present dissertation, examined the prevalence of childhood violence and its
relationship to adult intimate partner violence and adverse health outcomes using a life-
course approach. The literature has documented much evidence to indicate that childhood
violence increases the risk of re-victimization. However, what we still need a better
understanding of is how childhood violence also influences adult health and if there are
any factors that can mitigate or influence risky behavior later in adulthood. By utilizing a
cross-sectional quantitative survey, we were able to ask questions and look back across
an individuals’ life experience for clues to current patterns of health and disease. This
study is unigque because it focuses on women, tests a robust measure of acculturation and
suggests that intergenerational communication can influence health in adulthood.
Although there has been previous research assessing the prevalence of child abuse among
South Asian Americans, this is the first study to: (1) assess acculturation with health and
forms of violence among South Asians living in the U.S using the Abbreviated
Multidimensional Acculturation Scale (AMAS); (2) examine childhood violence and its
relationship to other forms of violence and the consequences that result due to
experiencing violence as a child; and (3) use a component of the Acculturative Family
Distancing scale to measure the communication gap between parents and children and see

if it influences or mitigates risky health behavior later in adulthood. Finally, this study
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utilized a life-course approach to answer the overarching question: What is the impact of
experiencing violence on individual functioning over the lifespan and are there any

protective or risk factors that can mitigate the adverse health outcomes later in adulthood.

Why South Asian Women
This study specifically explored the health of South Asian women for numerous

reasons. Being a South Asian woman in the U.S. poses unique pressures and challenges.
There is pressure to live up to the “model minority” myth, while also abiding to the
cultural expectations. And finally, suicide rates among South Asian women living in the
U.S. were found to be higher than their men counterparts and higher than the general U.S
population (Patel & Gew, 1996).

Central to addressing the needs of South Asian women, is an accurate
understanding of how acculturation and the acculturative forces can shape their health
and well-being. South Asian women, particularly, Indian women come from a patriarchal
society, and bear the responsibility of transmitting cultural values and beliefs to their
families (Bhattacharya, 2002).

Acculturation and AFD

Previous studies have used proxy measures such as U.S. born, length of time in
the U.S. and language spoken to measure acculturation (Vyas, Chaudhary, Ramiah,
Landry, 2012). This dissertation used a more robust measure acculturation, the
Abbreviated Multidimensional Acculturation Scale (AMAS) to evaluate identity,
language competence, and cultural competency among South Asian women in the U.S.
Acculturation group was found to be a key factor with respect to childhood verbal,
physical and sexual abuse, as well as body esteem and subjective well-being scores in

adulthood. Women whose acculturation status was characterized by a strong desire to
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maintain their culture of heritage and avoid involvement with others, experienced child
sexual abuse and a more positive perception of body esteem. For women who want or
have little interest in their heritage culture and prefer interacting with the larger society,
greater childhood verbal abuse and lower subjective well-being were reported.
Moreover, this dissertation uses the Acculturative Family Distancing scale to
measure the discrepancy in acculturative status that occurs between parents and their
children. For this dissertation, we specifically looked at the Verbal Communications
Dimension, as greater parent-child communication has been hypothesized to mitigate
negative health outcomes. AFD can also be looked at as a social support model. In
previous studies, social support has been found to have a positive influence on health
behavior in the South Asian American population (Vyas, 2012), however, robust
measures were not used to specifically identify which aspects of support were the most
beneficial. Robust measures such as AFD can help explain why social inequities exist,
provide tools (i.e. increased communication) to help negate risky health behavior and be
crucial in tailoring primary and secondary interventions that are beneficial in influencing

positive health behavior.

Life Course Approach
This present doctoral study utilized a life-course approach to understand the

etiology and consequences of childhood abuse and violence against South Asian women.

While there is much literature to indicate the relationship between exposure and

experience of violence in childhood to adult intimate partner violence, very few studies

have explored other health issues such as suicide, subjective well-being and body esteem.
Albert Bandura states “violence is learned, either directly or indirectly and

reinforced in childhood and continued into adulthood as a coping response to stress or a
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method of conflict resolution” (as cited in Mihalic & Elliott, p. 21). Utilizing the Adverse
Childhood Experiences (ACE) study as the framework for this present study, we include
measures in the study to examine risk and protective factors that influence adverse health
outcomes later in adulthood as a result of experiencing violence as a child. Further, a life
course approach was used in this study to investigate how experiences and exposures at
different life stages accumulate and create the social inequalities in morbidity observed
later in adulthood.

Finally, this study further provides evidence that violence triggers adverse health
outcomes in South Asian women. While, we may not be able to prevent some of the
violence that occurs during childhood, there are ways to mitigate the risks for negative

health outcomes later in life.

Summary of Findings

Paper 1

In Paper 1, we focused on women, violence, health, and the role of acculturation.
With respect to violence, over 20% of reported childhood sexual abuse; 6.9% physical
abuse; 16.3% verbal abuse; 13.5% reported having a battered mother; and 30.5% reported
adult intimate partner violence. Certainly, these findings put forth preliminary evidence
on the need to prevent and address various forms of violence across the lifespan for South
Asian women in the U.S.

Traditionally, proxy measures including length of time in the U.S., language
spoken and read have been utilized as a measure of acculturation. However, this study
applied a more robust measure of acculturation than previous studies. The AMAS model

evaluates identity, language competence, and cultural competency, and has not been used
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previously for South Asian communities. The measure was found to have high internal
consistency and 61.7% of the sample fell into the integration group; 14.2% in the
separation group; 9.9% in the assimilation group and 0.09% in the marginalization group.
Further, acculturation group is a key factor with respect to childhood verbal, physical and
sexual abuse, as well as body esteem and subjective well-being in adulthood, and risky
alcohol behavior. Women whose acculturation status is characterized by a strong desire
to maintain their culture of heritage and avoid involvement with others, experienced
childhood sexual abuse and a more positive perception of body esteem in adulthood. For
women who want or have little interest in their heritage culture and prefer interacting
with the larger society, greater childhood verbal abuse and lower subjective well-being
were reported in adulthood. These results suggest that multiple acculturation categories
may in fact be “risky” depending on the health behavior or outcome. It appears that those
who are integrated are the most protected from many of the health behaviors as the most
significant differences were found in the other three acculturation categories. This is in
line with what other studies have found using the AMAS model, stating that immigrants
who fall into the integration category, or whom are ‘bicultural’ (Benet-Martinez &
Haritatos, 2005), have better psychosocial outcomes (Coatsworth, et al., 2005; David,
Okazaki, & Saw, 2009). The AMAS model assumes culture is a dynamic and bilinear
process (i.e., participation in one culture does not prevent the individual from
participating in another culture) (Zea, et al., 2003).

The findings of this study should support and encourage South Asians to pursue
the integration acculturation path. Further, because childhood violence has subsequent

consequences, it is important for stakeholders to appropriately identify and prevent
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childhood violence to improve long-term health concerns. Community based
organizations, public health professionals, educators and clinicians must understand the
magnitude of childhood violence, the impact it has on individuals as adults and
understand that it is not limited to socioeconomic status, culture or ethnic group.

Studies such as this ought to (1) increase awareness among individuals and
caretakers; (2) prompt public health professionals to create culturally salient family
violence prevention intervention programs; and (3) direct researchers to undertake an
extensive study that looks at not just family violence but at understand behaviors that can
normalize violence in the home and that behaviors that result from experiences of
exposure to violence in these communities.

Paper 2

The results presented in paper 2 provide further evidence the impact childhood
experiences of violence has in adulthood. We found that childhood violence was
significantly associated with suicide ideation and attempt, current adult intimate partner
violence, and body esteem and subjective well-being in adulthood. Further, we also found
that rates of child sexual abuse in this sample (21.1%) were comparable to that of the
general U.S population of 20.5% (CDC, 2011).

Suicide Ideation and Attempt

Childhood verbal abuse, physical abuse and sexual abuse, in addition to having a
mother who has been battered were all four found to have significant relationships with
every having thoughts of suicide and ever having attempted suicide. In fact, the odds of
thinking about suicide and attempting suicide were found to be much higher than other

health outcomes examined in this present study. Further, this study found significantly
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higher rates of suicide ideation (31%) as compared to previous studies and compared to
the general U.S population of 6.7% (CDC, 2011).
Adult Intimate Partner Violence

Childhood verbal abuse and childhood sexual abuse were found to have a
significant relationship with current adult intimate partner violence, as was having a
battered mother. Although individuals who reported childhood sexual violence were
found to be 2.2 times more likely to report current adult intimate partner violence, it was
not found to be significant. In this study, we found that 30.5% of the sample participants
were currently in an adult intimate partner violent relationship. These findings are
consistent with previous studies (Putnam, 2003; Herrenkohl et al., 2008; Johnson et al.
2002; and Robertson, Nagaraj, & Vyas, 2011), as well consistent with what is being seen
in the general U.S. population, with 35.6% of women facing adult intimate partner
violence (CDC, 2011). These findings indicate a high prevalence of both childhood
violence and adult intimate partner violence in this minority group.
Body Esteem Scale for Adolescents and Adults

Childhood verbal abuse was the only type of childhood violence to be
significantly related to body esteem. While not significant, the relationships between
childhood sexual abuse and having a battered mother were also found to be in the right
direction and have a negative impact on how an individual perceives their body weight,
appearance and attributes about one’s body and appearance in adulthood. The results
presented in this study reinforces the conclusion that childhood violence clearly impacts
one’s feelings about body, weight and self-esteem among South Asian women living in

the U.S.
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Subjective Well-Being

In this present study we found significant relationships between childhood verbal
abuse, childhood sexual abuse and having a battered mother to subjective well-being. In
other words, individuals who reported violence (childhood verbal or sexual) or having a
battered mother were less satisfied with their life in adulthood, thus more likely be at risk
for a variety of psychological and social problems including depression and maladaptive
relationships with others, including dating violence (Park, 2004; and Coker at al., 2000).
While much more remains in understanding this area of research, the findings in this
study shed some light and have implications for the interventions that can help change or

impact a person’s satisfaction with life later in adulthood.

Paper 3

Paper 3 provides evidence that acculturative family distancing influences health
outcomes. The item analysis and reliability of the Verbal Communications Dimension
scale provide the psychometrics and establishes this domain within the AFD construct to
be consistent with broader literature that has found cultures vary in terms of
communication. Further, by utilizing the AFD verbal communication dimensions scale
we are able to provide further insight that parent-child communication influences certain
health behaviors.

There is some evidence to suggest that Asian American youth experience
difficulties communicating effectively with their parents, and that these difficulties lead
to a break down in family cohesion (Tseng & Fuligni, 2000) and greater individual and

family dysfunction (Lee & Chen, 2000; Rhee et al., 2003; Usita & Blieszner, 2002).
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The findings in this study were found to be similar, and suggest that the early
identification and prevention of the breakdown of communication can help mitigate risky
adult health behaviors. The breakdown in communication moderated the relationship
between childhood verbal abuse and body esteem in adulthood; childhood physical abuse
and body esteem in adulthood; battered mother and body esteem in adulthood; and
battered mother and subjective well-being in adulthood. Part of understanding immigrant
families and helping them interpret certain behaviors is by examining their lives and
provide contextual information on how problems may develop. In the case of the health
behaviors examined in this study, if unaddressed, the AFD verbal communications
dimension can interrupt growth by influencing relationships and lead to certain
psychiatric problems throughout the lifespan. It is critical to advance our understanding
of the acculturation gap to pinpoint what life stage the parent-child pairings begins to
have a negative effect in order to lessen the likelihood of health problems later in life.
Finally, AFD can also be looked at as a social support model. In previous studies,
social support has been found to have a positive influence on health behavior in the South
Asian American population (Vyas, 2012), however, robust measures were not used to
specifically identify which aspects of support were the most beneficial. Robust measures
such as AFD can help explain why social inequities exist, provide tools (i.e. increased
communication) to help negate risky health behavior and be crucial in tailoring primary

and secondary interventions that are beneficial in influencing positive health behavior.
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Future Research Implications

Practice & Policy Implications

It is without question that the prevention of violence amongst women is of great
concern to communities worldwide. This study found substantial levels and forms of
violence, including childhood verbal abuse, childhood physical abuse, childhood sexual
abuse, battered mother, adult intimate partner violence and-inflicted injury. Violence in
the home is chronic and impacts not only the physical, mental and behavioral state of the
victim, but the larger society. The U.S. alone spends over $8 billion on intimate partner
violence (CDC, Intimate Partner Violence: Consequences, 2015). Costs can persist for
victims as much as 15 years after the cessation of adult relationship violence (Rivera at
al., 2007). This cost does not include the costs associated with victims experiencing child
abuse.

Due to the immigrant paradox, the health of South Asians is often overlooked. A
conscious effort needs to be made by physicians, community leaders, faith based
organizations, and schools to identify changes in behavior, physical signs and mental
ailments early on. Prevention strategies need to be implemented prior to the occurrence of
violence and exposure to violence as a child, in addition to having interventions for adults
who have been victims as children, to help mitigate any risky behaviors later in
adulthood.

Prevention of Childhood Violence

Investigating and understanding the prevalence of current child abuse can be
difficult. Since the majority of children spend a large part of their day in a school
environment, school-based interventions and education programs can reach large

numbers of children. Teachers and school administrators can provide a safe, positive
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influence for children. There are opportunities for teachers to teach children the tools to
understand their body; give children the skills to prevent abuse by teaching them the right
to decide who can touch their body and who cannot; and encourage children to speak up
if someone exposes themselves or touches their body against their will. If teachers and
school administrators are trained appropriately, there is hope that violence can either be
prevented or identified earlier on.

Having education programs for parents is also critical in the prevention of child
abuse. Programs geared towards positive parenting, child development & management
and managing stress can help reduce the likelihood of parents abusing their children or
prevent them for continuing to abuse their children. Parent education programs should
seek to improve parents’ knowledge and attitudes on positive parenting. Furthermore,
parents need the appropriate skills to implement alternative child management techniques
that yield positive behavior versus leaning on abuse as disciplinary and/or management
method. Finally, parents’ education programs should provide social support to reduce the
stress and improve the mental health of parents. Social support has been found to
promote health psychological and psychosocial outcomes in children who have been
abused (Lamis, et al., 2014) and therefore, should be utilized more. This dissertation
looked at an aspect of social support through the AFD model, and it findings validated
that family support is key in decreasing negative health behaviors, however, further
research should explore this relationship more.

Mitigating Risky Health Behaviors

While the omission of childhood abuse is important and critical, at times it can be

difficult to completely prevent due to social norms. There is much evidence to indicate
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that a powerful relationship exists between exposure and experience of childhood
violence and risky behaviors later in adulthood, particularly suicide ideation and attempt.
Thus, it is pertinent that we also create policy and programs that prevent or reduce
violence later in adulthood, particularly if you have been exposed to abuse as a child.

Many of the women in this study have achieved high degrees and we can assume
have spent some time in the workforce. A key place to provide support is at the place of
employment. Senior executives can promote culturally salient programs including
awareness on domestic violence and relationship violence, employee assistance
counselors and human resource personnel ready to respond to inquiries related to
advocacy services, and engagement with law enforcement.

Physicians need to pay attention to the physical and mental/behavioral signs of
abuse. As seen in study, there is much psychological inflicted harm as a result of violence
in childhood. Physicians need to be trained to see the various signs of physical, mental
and behavioral ailments and learn to communicate in ways that are supportive and non-
judgmental.

Finally, on a larger scale, interventions need to be aimed to challenge cultural and
social norms supportive of violence. By raising awareness on the value of girls and
women, we can encourage unacceptability of such negative behaviors. Utilizing a social
norms approach, misperceptions can be corrected by giving a more realistic sense of
actual behavior norms (WHO, 2009). The use of mass media interventions (i.e., social
and print media) have been found to be successful in eliminating negative health
behaviors. Coupled with policy and legislative enforcement, social norms supporting

non-violent behavior will become the standard. While it is difficult to ascertain the
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effectiveness in mass media interventions, legislation that sends clear messages to society

that violence behavior is not acceptable can help to provide positive behavior.

Next Steps

While this study provided a deeper understanding of the relationship between
childhood exposure and experience of violence and adult health, much work remains.
There were measures that were asked in the survey for this dissertation but for purposes
following the three-paper methodology, were not included in these papers, but will be
examined for future studies. Measures on health related behaviors in college were asked,
as well as questions related to pregnancy and abortions. It has been posited that
unintended pregnancies are a result of adult relationship violence as are higher rates of
miscarriages and abortions. Future work will explore the relationship between violence
and pregnancies among South Asian women living in the U.S. In addition, we collected
information on how far an individual went away to college as well as individuals’ health
status in college. Further research will be conducted to determine if exposure and
experience to violence as a child has an impact on how far a person chooses to go to a
college/University and their health. It was the initial thought to focus on just college-aged
women between the ages of 18-24, however, to gain a broader perspective and utilize a
life-course approach to understand the relationships of violence and health, we expanded
the age range to 49.

This study is the first that we know of to test the AFD scale in the South Asian
American Population. For this dissertation we only focused on the Verbal
Communications Dimension. While we found the Verbal Dimensions Communication to

be significantly associated to child verbal abuse, childhood physical abuse, childhood
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sexual abuse, and battered mother, further studies need to explore the remaining three
dimensions of the AFD model to validate if they also hold true in the South Asian
American population. AFD also asks measures on non-verbal communications (e.g.,
breakdowns in interpreting body language and facial expressions), general cultural values
incongruency (e.g., values pertaining to standards with which to act outside of the
family), and family values incongruency (e.g., values that are family-specific) (Fujimoto
& Hwang, 2014). Future studies should explore if and how all four dimensions of AFD
can moderate the relationship between abuse and negative health behaviors in adulthood.
Such information is critical in developing more targeting clinical interventions to reduce
subsequent risk of mental and physical health.

Finally, recent neuroendocrine studies have indicated an association between early
adversity and abnormal development of the hypothalamic-pituitary adrenal (HPA) axis
stress response. In a study conducted by Heim et al. (2000) women with a history of
childhood abuse were found to have an increased pituitary-adrenal and autonomic
responses to stress compared with women who were not abused (Heim et al., 2000).
While there have been mixed findings on the exact effects of childhood abuse on the
HPA axis, it is thought that early stress may lead to an ongoing disregulation of the HPA
axis. This alteration of the HPA axis likely contributes to psychiatric vulnerability and
adverse health outcomes, including chronic disease, later in life. The impact of child
abuse on stress response and cortisol levels could play a role in the later development of
obesity, cardiovascular disease, and stroke. This is especially important among the South
Asian community, because they are already at an increased risk of developing these

chronic diseases (Vyas et al., 2012).
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Family violence is globally and nationally a pervasive public health issue, and there
are many reasons why family violence in particular merits focus. No studies to date have
taken a life course approach in understanding the relationship of childhood violence on
adult health outcomes in the South Asian population living in the United States. Utilizing
robust measures such as the Abbreviated Measure of Acculturation Scale and the AFD
Verbal Communications Scale, we were able to identify protective factors that can help
mitigate risky behavior. The findings in this dissertation suggest the imminent need to
continue to conduct interdisciplinary research and implement culturally salient primary

and secondary interventions.

Limitations
It is important to note that there are several methodological limitations to this

study. First, this was a convenience sample, and therefore generalizability to a national
sample of South Asians is limited. Further, by using a cross-sectional sample it prohibits
causal inferences and therefore, the findings are primarily descriptive in nature and cross-
sectional sampling prohibits temporal sequencing, which makes it difficult to determine
the order of the study variables. Participants were asked to report on their body esteem
and subjective well-being as an adult, however questions related to suicide were not
specific to age and so for the participants reported having thoughts of suicide or attempt
suicide we are not sure if this occurred in childhood or adulthood. Additionally, survey
methodology relied on participants’ self-report, leaving the study vulnerable to
willingness to report on sensitive experiences. It is likely that the reported prevalence of
childhood experiences of violence is an underestimate due to underreporting. Finally, the

survey was also only developed in English, and therefore non-English speakers were
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excluded and it is unknown whether non-English speakers’ experiences of family
violence are similar or different.

Despite the inherent limitations of this study, results from this study will help
guide future research, policy, and practice. Studies such as this will (1) guide increased
awareness and sensitivity among pediatricians and providers; (2) prompt public health
professionals to create interventions around childhood and adult relationship violence;
and (3) direct researchers to undertake a lifespan approach to fully understand the risk
and protective factors that are a result of experiencing and being exposed to violence as a
child. Finally, this study is a preliminary study examining violence and health behaviors.
It allows for hypothesis generating research that will guide & inform practice for future

studies.
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Appendix A: Initial Outreach List

Alabama Alabama Muslim Community
Alaska Nepalese Community Alaska

Alaska Muslim Community
Arizona Arizona Muslims

Arizona Muslim Community
Nepalese Students' Association at Arizona State University
Arkansas Arkansas Muslim Community
California South California Muslims
Southern California Muslim Business Association
Muslim Bar Association of Southern California
Muslims of California
Southern California Nepali Entertainment Network
Nepalese In California
Nepal Association of Northern California
Nepalese Society of California
Bangladeshi Communities in California
Bangladeshi American Democratic Coalition - Northern California
Bay Area Indian Events
Bay Area Indians and Pakistanis
Bay Area Indian Women
Indians in SF Bay Area
Bay Area Bangladesh Association - BABA
South Asian Network
Santa Clara South Asian Student Association - scusalsa@gmail.com
Muslim Bar Association of California
Hindu American Foundation - N. California Chapter
Fullerton - South Asian Student Association
Sri Lanka American Association of Southern California
Association of Los Angeles Physicians of Indian Origin

Colorado Indians in Colorado
Colorado Muslim Youth
Connecticut West Indian in Connecticut

Muslim Coalition of Connecticut

Bangladeshi American Association of Connecticut
University of Bridgeport Bengali Student Association
Stanford Bhangra

Delaware Delaware Muslim Community
Nepali Community in Delaware
Florida South Asian Bar Association of Florida

Indians in Tampa Bay
Pakistani American Association of Tampa Bay
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Georgia

Illinois
Indiana
Kentucky
Maryland

Massachusetts

Michigan
Minnesota

New Hampshire
New Jersey

New York

Gainesville Indian Association

Association of Indians in America - South Florida Chapter
Muslim Wellness Foundation - Atlanta

Pakistani American Community of Atlanta

Georgia Tech India Club

Pakistani Community in Georgia

Georgia Tech Muslim Community

Punjabi Friends of Atlanta

Chicago Area Muslims

Purdue University Asian American and Resource and Culture Center
Indian Student Association at University of Louisville
UMBC - SASA -- https://www.facebook.com/UMBCsasa
Towson SASA -- https://www.facebook.com/towsonsasa
TAM Telugu Association of Maryland

Muslim Student Association: at Hood College
University of Maryland - Indian Student Association
University of Maryland Alumni Association

Harvard - harvardsaa@gmail.com

South Asian Student Association at Boston College
Umass Amherst SASA

SASA - Massachusetts University - Lowell

Brown South Asian Student Association

South Asian Awareness Network

Minnesota Muslim Community

Indians in New Hampshire

Indians in New Jersey

Rutgers South Asian Studies Program

Rutgers Pakistani Student Association

New Jersey Pakistani Women

Friends of Nepal

Bengali Cultural Society of South Jersey

Sakhi for South Asian Women

NYU Muslim Students Association

NY Muslims

New York Indians and Pakistanis

Bangladeshi student unity in New York

Indian Student Association at Columbia

South Asian Bar Association of NY

Indian events in NJ/NY

NYUCD South Asian Student Dental Association
Lehman College - South Asian Student Association
Hofstra South Asian Student Association

Fordham South Asian Law Student Association
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North Carolina

Ohio
Pennsylvania

Texas

Virginia

Washington

Washington DC

Sri Lankan Catholics of New York and new Jersey
Columbia and Bernard South Asian Feminism Alliance
Columbia University Sewa

New York Asian Women's Center

Indian community of New Jersey and New York

New York Asian Professionals Meet up

New York Asian Women's Center VVolunteers

Asian & Asian American Center at Cornell University
Cornell University South Asian Council

Cornell University Pakistani Student Association
North Carolina Consortium for South Asian Studies
UNC Bhangra Elite

Muslim Student Association at The Ohio State University
Penn State - SASA -- https://www.facebook.com/PSUSASA
Bhangra in the Burgh

Muslim Student Association - Juniata College

Pitt South Asian Student Association

Houston Indians and Pakistanis

Swades — Houston Indians

Indians in Houston

West Indians in Houston

Nepali Student Association - Longhorn Chapter
Pakistani Student Association - UNT

Houston Indian Community

Texas Bengali Students Association

Gujarathi Samaj of Houston

Sri Lankan American Association of Houston

George Mason - ISA

Welcome to McLean

VCU Bhangra

Bellevue College South Asian Student Association
Sikh Centre of Seattle

GW Law - salsa.gwu@gmail.com.

Indians in DC Metro

American University South Asian Student Association
Georgetown South Asians

GW SAPHA

Khush DC

GW School of Public Health

DC Area Punjabi Professionals

DC Bhangra Crew

Sri Lankan Association of Washington DC

Sewa International DC
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North American South Asian Law Students Association -
National northamericansalsa@gmail.com

Nepalese Women in USA

Indian Community Group

Indian American Women Community

Indian-American Community News

South Asian Journalists Association

South Asian Bar Association of North America

Muslim Women's Health Coalition

Bangladeshi Girls

SAAPRI

South Asian Community Leaders

South Asian Stand up Comedy

Red Baraat

South Asian Bloggers Network

Pakistani American Group

Bhangra Empire

American Bazaar

South Asian Community for Culture and Service

South Asian Community Outreach

South Asian Engineering Development Society

Brown Girl Magazine

NextGen Bengali Network

Sikhs without borders

Sikh Research Institute

Nepali Blogger

Asian American Association of American

Telugu United States Association

GujarathiAmerican

North American Punjabi Association

Sindhi Foundation

Gujurathi Samaj USA

American Federation of Muslims of Indian Origin USA & Canada

Association of Indian Muslims of America

South Asian Youth Action

Meet Young Telegu Residents of American

Indian Muslims

Association of Kannada Kootas of America

Sri Lankans in USA

CMU Bhangra

Bhangra Teams' Forum

Sri Lankans in US

South Asian Feminist Activism Archive
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South Asian Feminisms

The Desi Well-being Project

South Asian Women's Caucus - NWSA

Desi Living & Wellness

Get Well Desi

South Asian Women against Male Violence

South Asian Women's Creative Collective - SAWCC
Southeast Asia Resource Center

Bangladeshi Americans

South Asian Diaspora

American Society of Engineers of Indian Origin
American Association of Physicians of Indian Origin
American Federation of Muslims of Indian Origin
Desi Dance Network
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Appendix B: Summary of Measures

Domain Summary Measures Source

Demographics | Age; Years in the US; Citizenship; Educational Add Health
Status; Relationship Status

Alcohol Use Alcohol Use (last 30 days); Frequency (last 30 BRFSS
days); Considered Alcoholic

Acculturation Proud being [South Asian/American]; Feel good Abbreviated

about being [South Asian/American]; and This of
themselves as [South Asian/American].

Multidimensional
Acculturation Scale

Acculturative

Verbal Communication Difficulties

Acculturative Family

Family Distancing

Distancing

Experience of | Past experience of: exposure to nudity; CDC Adverse
Violence touch/fondle; sexual intercourse (oral, anal, and/or Childhood Experiences

vaginal); forced sex (oral, anal, and/or vaginal); Past
experience of: spank; hit; grab; push; bite; use of
weapon

Study

Exposure to Past experience of physical and/or sexual abuse in CDC Adverse
Parental mothers Childhood Experiences
Violence Study
Adult Current experiences of being in a respectful, caring | Women Abuse
Relationship relationship. Current experiences of sexual abuse Screening Scale
Violence (exposure to nudity; touch/fondle; sexual
intercourse (oral, anal, and/or vaginal); forced sex
(oral, anal, and/or vaginal). Current experiences of
physical abuse (spank; hit; grab; push; bite; use of
weapon).
Suicide Thoughts and attempts of suicide CDC Adverse
Ideation Childhood Experiences
Study
Body Esteem Assessed participants’ attitudes and feelings about Body Esteem Scale for
their bodies and appearance Adolescents and Adults
Subjective Questions related to alertness; satisfaction with life; | Oxford Happiness
Well-Being happiness Questionnaire
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Appendix C: Family Health Survey

Thank you for taking the time to take our survey. We ask that you be completely honest with your
responses and answer to the best of your ability, keeping in mind that this survey is completely
anonymous.

Qualifying Questions
1. Do you self-identify as being South Asian?* (If no, skip to end)
[] Yes
[] No

2. What is your age? (If under 18 or over 50, skip to end)
Under 18

18-19

20-24

25-29

30-34

35-39

40-44

45-49

Over 50

I |

3. Do you currently live in the US (If no, skip to end)

[] Yes
[] No

4. What is your gender? (skip to end if female not selected)
(] Male
[] Female
[ ] Transgender
[] Other

*South Asian is defined as individuals who are originally from the following countries: India, Nepal, Bangladesh, Sri
Lanka, Pakistan, Bhutan, or the Maldives. The community includes members of the South Asian Diaspora as well- past
generations of South Asians who originally settled in many areas around the world, including the Caribbean (Guyana,
Jamaica, Suriname, and Trinidad and Tobago); Africa (Nigeria, South Africa, and Uganda; Canada; Europe; and other
parts of Asia and the Pacific Islands (Fiji, Indonesia, Malaysia, and Singapore)

5. Do you currently attend a college/university in the US? (If no, SKIP to Q#11, if Yes, continue but
SKIP Q32-35)
[] Yes
[ ] No

College Information

6. What is your current year in a college/university? (Choose one answer)
[] Freshman (1% year)
[] Sophomore (2" Year)
[] Junior (3" year)
[] Senior (4" Year)
[ ] Graduate Student

137



7.  Where do you currently live? (Choose one answer)
[ ] Single-sex residence hall or dormitory
[ ] Co-ed residence hall or dormitory
[] Other university housing
[] Off-campus house or apartment
[ ] Parent/Guardian’s home
[ ] Other (specify):

8. How is your college tuition being paid? (Check all that apply)
[ ] Financial Aid Loans
[] Grants/Scholarships
[] Parents/Family are Paying
[] Campus job covers tuition
[] Off Campus Job

[] Other (please specify):

9. How far is the college/university you attend away from your parents’ home?
[] Lessthan 1 hour drive
[ ] 2-4hourdrive
[ ] 5-7 hour drive
[ ] Itake a plane to get to/from school and my parents home

10. What is the zip code of the college/university that you attend:

Demographics
11. What best defines your romantic relationship status? (Choose one answer)

Single

Dating

In a relationship, but not living together
In a relationship and living together
Married

Widowed

Separated

Divorced

I |

12.

I

ow do you define your sexuality?
Heterosexual

Gay

Lesbian

Bi-sexual

Questioning or Unsure

Other (specify):

| prefer not to respond

I

13. Which of the following best describes your current employment status? (Choose one answer)
[] Full-Time (35 hours or more)
[] Part-time (1-34 hours)
[ ] Notemployed

14. Were you born in the US? (If yes, SKIP TO Q #19)

[] Yes
[ ] No

15. Are you a U.S. citizen? (If yes, SKIP TO Q #18)

[] Yes
[ ] No
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16.

17.

18.

19.

20.

21.

22.

Are you a Green Card Holder? (If yes, SKIP TO Q #18)

[] Yes
[] No

Are you here on a Student Visa?

[] Yes
[] No

How long have you lived in the U.S?
Less than 5 years

6-10 years

11-20 years

21+ years

Born in US

I | |

I

ow long has your father lived in the U.S?
Less than 5 years

6-10 years

11-20 years

21+ years

Born in US

Not Applicable

I

w long has your mother lived in the U.S?
Less than 5 years
6-10 years
11-20 years
21+ years
Born in US
Not Applicable

I O =

What is family’s total household income?
[] Under $25,000

] $25,000 - $49,000
] $50,000 - $74,000
[] $75,000 - $100,000
] $101,000 - $200,000
[ ] Over $200,000
What is your country of origin?
[ ] Bangladesh

[] Bhutan

[ ] Caribbean Islands
[] India

[] Maldives Island

[ ] Nepal

[] Pakistan

[] SriLanka

L]

Other: (Please specify)

23. Subjective Well being: The following questions ask about your well-being.
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We ask that you be completely honest with your responses and answer to the best of your ability, keeping in
mind that this survey is completely anonymous and your answers will remain confidential.

Strongly | Moderately | Slightly | Slightly | Moderately | Strongly
Disagree | Disagree Disagree | Agree Agree Agree

| don’t feel particularly pleased
with the way | am

| am intensely interested in
other people

| feel that life is very rewarding

I have warm feelings towards
almost everyone

I rarely wake up feeling rested

I am not particularly optimistic
about the future

| find most things amusing

| am always committed and
involved

Life is good

I do not think that the world is
a good place

I laugh a lot

I am well satisfied about
everything in my life

I don’t think I look attractive

There is a gap between what |
would like to do and what I
have done

I am very happy

I find beauty in some things

I always have a cheerful effect
on others

I can fit in (find time for)
everything | want to do

| feel that | am not especially
control of my life

| feel able to take anything on

| feel fully mentally alert

| often experience joy and
elation

I don’t find it easy to make
decisions

I don’t have a particular sense
of meaning and purpose in life

| feel I have a great deal of
energy

I usually have a good influence
on events

I don’t have fun with other
people

I don’t feel particularly healthy

I don’t have particularly happy
memories of the past
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Alcohol Use and Other Drugs. The following questions ask about alcohol use. We ask that you be
completely honest with your responses and answer to the best of your ability, keeping in mind that this
survey is completely anonymous and your answers will remain confidential.

e Note: A “drink” means any of the following:

A 12-ounce can (or bottle) of beer

A 4-ounce glass of wine

A 12-ounce bottle (or can) of wine cooler

A 1.5-ounce shot of liquor straight or in a mixed drink

o O O O

25. In the last 60 days, have you had any alcoholic beverages like beer, wine, wine coolers or liquor?
(If no, SKIP TO Q# 29)
[] Yes
[ ] No

26. In the last 60 days, how often did you drink alcohol?
Every day or almost everyday

3-5 days a week

1-2 days a week

Once a month

Never

27. the days you drank, about how many drinks per day did you have on average?

h
0
1
2
3

OooHoe Ooodd

4 or more

28. Have you ever considered yourself to be an alcoholic?

[] Yes
[ ] No

29. Have you ever used prescription drugs (such as OxyContin, Percocet, Vicodin, codeine, Adderall,
Ritalin, or Xanax) without a doctor’s prescription? If no, skip to Q #31)
[] Yes
[] No

30. During your life, how many times have you taken prescription drugs (such as OxyContin,
Percocet, Vicodin, codeine, Adderall, Ritalin, or Xanax) without a doctor’s prescription?
[ ] 1or2times
[] 3to9times
[] 10to 19 times
[] 20 to 39 times
L]

40 or more times

Body Esteem.
Remember, this survey is anonymous and your answers will remain confidential. We understand that these

are sensitive questions and we ask that you be completely honest with your response and answer to the best
of your ability.

31. Below is a set of statements describing feelings/experiences you may have had, or are familiar
with because you have had them for a long time.
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Please read each statement, and select the response that indicates the frequency with which you find
yourself feeling/experiencing what is being described.

Never | Seldom | Sometimes | Often | Always

I like what | look like in pictures.

Other people consider me good looking.

I’m proud of my body.

I am preoccupied with trying to change my
body weight.

I think my appearance would help me get a
job.

I like what | see when | look in the mirror.

There are lots of things I’d change about
my looks if | could.

| am satisfied with my weight.

I wish | looked better.

| really like what | weigh.

I wish | looked like someone else.

People my own age like my looks.

My looks upset me.

I’m as nice looking as most people.

I’m pretty happy about the way I look.

| feel I weigh the right amount for my
height.

| feel ashamed of how | look.

Weighing myself depresses me.

My weight makes me unhappy.

My looks help me to get dates.

| worry about the way | look.

I think | have a good body.

I’m looking as nice as I’d like to.

The following questions ask about the time when you were between the ages 18-25.

32. Are you currently between the ages of 18 and 25?

[] Yes
[] No

33. During that time, did you attend college/university?

[] Yes
[ ] No

34. Thinking back to when you were between the ages 18-25, how often did you drink alcohol? (If never,
skip to Q #36)

[] Every day or almost everyday

[] 3-5daysaweek

[] 1-2daysaweek

[] Once amonth

[ ] Never

35. And again, thinking back to when you were 18-25, on the days you drank, about how many drinks

per day did you have on average?
[]oO
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36.

Thinking back to when you were between the ages of 18-25, did you ever use prescription drugs
(such as OxyContin, Percocet, Vicodin, codeine, Adderall, Ritalin, or Xanax) without a doctor’s
prescription? If no, skip to Q #38)

[] Yes
[ ] No

37. During your life, how many times have you taken prescription drugs (such as OxyContin,
Percocet, Vicodin, codeine, Adderall, Ritalin, or Xanax) without a doctor’s prescription?

[] 1or2times

[] 3to9times

[] 10to 19 times
[] 20 to 39 times

[ ] 40 or more times

Childhood Experiences

Remember, this survey is completely anonymous and your answers will remain confidential. We understand
that these are sensitive questions but we ask that you be completely honest with your responses and answer

to the best of your ability.

38. Sometimes physical blows occur between parents. While you were growing up in your first 18
years of life, how often did your mother’s partner (father, stepfather, and/or boyfriend) do any of

these things to your mother?

How often did he...

Never

Once, Twice

Sometimes

Often

Very Often

Push, grab, slap, or throw something at
her

L]

L]

L]

L]

Kick, bite, hit her with fist, or hit her with
something hard

Repeatedly hit her over at least a few
minutes

Threaten her with a knife or gun, or used
a knife or gun to hurt her

L]
L]
Ll

OO O

L]
L]
Ll

O 0O d O

L]
L]
Ll

Sometimes parents spank their children as a form of discipline. While you were growing up during your

first 18 years of life...

39. How often were you spanked?
[ ] Never
[] Once or twice
[] A few times a year
[] Many times a year
[ ] Weekly or more

40. Sometimes parents or other adults hurt children. While you were growing up, that is, during your
first 18 years of life, how often did a parent, stepparent, or adult living in your home:

How often did an adult in your home...

Never

Rarely

Sometimes

Often

Very
Often

143




How often did an adult in your home... Never Rarely Sometimes | Often Very
Often

Swear at you, insult you, or verbally put you | [] [] ] ] []

down?

Threaten to hit you or throw something at ] [] ] ] []

you, but didn’t do it?

Actually push, grab, shove, slap, or throw ] ] ] ] ]

something at you?

Hit you so hard that you had marks or were | [] L] L] L] L]

injured?

Act in a way that made you afraid that you ] L] L] L] L]

might be physically hurt?

Some people, while growing up in their first 18 years of life, had a sexual experience with an adult or
someone at least five years older than themselves. These experiences may have involved a relative or a

family friend. During the first 18 years of life, did a relative or family friend ever:

41. Touch or fondle your body in a sexual way? (If no, SKIP TO Q #45)

[] Yes
[] No

42. How many times did this happen to you?
[] Once
[] Afewtimes
[] Repeatedly over 1 to 6 months
[] Repeatedly over 6 to 12 months
[] More than the above

43. How many different people did this to you?
Number of people

44, Did you ever tell anyone about this experience?

[] Yes
[ ] No

During the first 18 years of your life, did a relative or a family friend ever:

45. Touch their body in a sexual way in your presence? (If no, SKIP TO Q #49)

[] Yes
[] No

46. About how many times did this happen to you?
[] Once
[] Afewtimes
[] Repeatedly over 1 to 6 months
[] Repeatedly over 6 to 12 months
[ ] More than the above

47. How many different people did this to you?
Number of people

48. Did you ever tell anyone about this experience?

[] Yes
[] No

During the first 18 years of your life, did a relative or a family friend ever:
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49. Attempt to have any type of sexual intercourse (oral, anal, or vaginal) with you? (If no, SKIP TO
Q #53)
[] Yes
[] No

50. About how many times did this happen to you?
[] Once
(] A fewtimes
[ ] Repeatedly over 1 to 6 months
[] Repeatedly over 6 to 12 months
[] More than the above

51. How many different people did this to you?
Number of people

52. Did you ever tell anyone about this experience?

[] Yes
[ ] No

During the first 18 years of your life, did a relative or a family friend ever:

53. Actually have any type of sexual intercourse with you (oral, anal, or vaginal) with you? (If no,
SKIP TO Q #57)

[] Yes
[] No
54. About how many times did this happen to you?
[] Once
[] Afewtimes
[] Repeatedly over 1 to 6 months
[ ] Repeatedly over 6 to 12 months
[] More than the above

55. How many different people did this to you?
Number of people

56. Did you ever tell anyone about this experience?
[] Yes
[ ] No

SKIP Logic: If you answered “No” to each of the questions (Q# 41-56) about sexual experiences with older
people, please skip to question number 58.

57. Did any of these sexual experiences with an adult or person at least 5 years older than you
involve:

Yes

Z
o

Did any of these sexual experiences with an adult or person at least 5 years
older than you involve:

A relative who lived in your home?

A non-relative who lived in your home?

A relative who didn’t live in your home?

A family friend or person who you knew, and who didn’t live in your home?

LOOod
.

Someone who was supposed to be taking care of you?

145



Remember, this survey is anonymous and your answers will remain confidential. We understand that these
are sensitive questions and we ask that you be completely honest with your responses and answer to the
best of your ability.

Apart from the other experiences you have already told us about, while you were growing up during your
first 18 years of life:

58. Did a kid or a group of kids around you own age, ever force or threaten you with harm in order to
have sexual contact? (If no, SKIP TO Q #61)
[] Yes
[ ] No

59. Did the contact involve someone touching your sexual parts or trying to have intercourse with you
(vaginal, oral or anal)?
[] Yes
[ ] No

60. How many times did someone do this to you?
[] Once
[] Afewtimes
[] Repeatedly over 1 to 6 months
[] Repeatedly over 6 to 12 months
[] More than the above

Experiences of Family and Friends

61. Apart from yourself, do you know of anyone that has experienced childhood physical abuse?

[] Yes
[ ] No

62. Apart from yourself, do you know of anyone that has experienced childhood sexual abuse?

[] Yes
[] No

Current Relationships: Thinking about all of your adult relationships since you were 18. Include all past
(since 18) and current relationships.

63. How often, if ever, have you been in a relationship with someone who:

Py,
Z

Sometimes

>
s
D
<
%]
<
@
<
o
=
@
=]

arely ever

Cared for me

Showed respect for my feelings

Insulted or Swore at me

Shouted or Yelled at me

Called me fat or ugly

Threatened to hit or throw stuff at me

Twisted my arm or pulled my hair

Pushed or shoved me

Slapped me

Punched or hit me

Choked me

Beat me up

Kicked me

Insisted on having sex with me when I didn’t
want to
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Used force to make me have sex

Has sprained, bruised or cut me because of a

fight

Sent to the doctor because of a fight

Given me a broken bone because of a fight

0o o
0o of
0o o
0o o
0o of

64.

65.

66.

67.

68.

69.

70.

Are you currently in a relationship? (If no, SKIP TO Q#71)

[] Yes
[] No

If yes, has this individual touched or fondled your body in a sexual way when you did not want
them to? (If no, skip to Q60)

[] Yes

[ ] No

How many times has this happened to you in your current relationship?
[] Once

[] Twice

[] 3-5times

[] more than 5 times

In your current relationship, has your partner grabbed, kicked or slapped you?

[] Yes
[ ] No

In your current relationship, has your partner sworn at you, insulted you, or verbally put you
down? (If no, SKIP TO Q63)

[] Yes

[] No

How many times has your current partner sworn at you, insulted you, or verbally put you down?
[] Once

[] Twice

[] 3-5times

[ ] More than 5 times

Does your current partner make you feel afraid that he/she may physically hurt or injure you?

[] Yes
[] No

Acculturation

71.

Please indicate your level of agreement with the following six statements:

Strongly | Disagree | Neither Agree | Agree | Strongly
Disagree nor Disagree Agree

I am proud of being South
Asian

| am proud of being American

| feel good about being South
Asian

| feel good about being
American

I think of myself as South
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Strongly | Disagree | Neither Agree | Agree | Strongly
Disagree nor Disagree Agree

Asian
I think of myself as American

AFD Verbal Communication

The following questions ask about communicating feelings, emotions, ability to speak and communicate the
same. Remember, this survey is anonymous and your answers will remain confidential. We understand that
these are sensitive questions and we ask that you be completely honest with your responses and answer to
the best of your ability.

72. Do you agree with the following statements?

Strongly | Moderately | Slightly | Neither Slightly Moderately | Strongly

Agree Agree Agree Agree nor | Disagree | Disagree Disagree
Disagree
I can ] U] ] L] U] | L]

communicate
effectively with
my parent(s).

L L]

0

L]

0

I talk with my L]
parent(s) a lot.

0

[
[
[
[
[
[
[

I am able to
communicate
how | feel with
my parent(s).

| share personal | [] O ] ] L] L] L]
things with my
parent(s).

I'talk aboutmy | [J O ] ] L] L] L]
problems with
my parent(s).

| feel like thereis | [] OJ O OJ ] L] L]
a communication
barrier between
my parent(s) and
me.

Although Ican | [] O ] ] L] L] L]
get my basic
points across, it
is hard for me to
talk about things
in greater depth
with my
parent(s).

I can L] L] L] L] L] L] L]

communicate
concrete or basic
needs with my
parent(s), but |
have a hard time
communicating
feelings and
emotional needs.
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Strongly
Agree

Moderately
Agree

Slightly
Agree

Neither
Agree nor
Disagree

Slightly
Disagree

Moderately
Disagree

Strongly
Disagree

My ability to
communicate
effectively with
my parent(s) is
hindered because
of our inability to
fluently speak the
same language.

[

L

[

L

L

[

L

My parent(s) can
communicate
effectively with
me.

My parent(s) talk
with me a lot.

[

O

[

O

O

[

O

My parent(s) are
able to
communicate
how they feel to
me.

[

O

[

O

O

[

O

My parent(s)
share personal
things with me.

My parent(s) talk
to me about their
problems.

My parent(s) feel
like there is a
communication
barrier between
them and me.

Although my
parent(s) can get
their basic points
across, it is hard
for them to talk
about things in
greater depth
with me.

My parent(s) can
communicate
basic or concrete
things with me,
but have a hard
time
communicating
feelings and
emotional needs.

Pregnancy. The following question asks about any pregnancies you may have had.

149




Remember, this survey is anonymous and your answers will remain confidential. We understand that these
are sensitive questions and we ask that you be completely honest with your responses and answer to the
best of your ability.

73. Have you ever been pregnant? (If no, skip to Q #75)

[] Yes
[] No

74. What were the results/outcomes of any pregnancy?
Miscarriage | Stillbirth | Abortion | Ectopic or | Live | Currently
Tubal Birth | Pregnant
Pregnancy

1St
Pregnancy
2nd
Pregnancy
3rd
Pregnancy
4th
Pregnancy

Suicide Ideation

Remember, this survey is anonymous and your answers will remain confidential. We understand that these
are sensitive questions and we ask that you be completely honest with your responses and answer to the
best of your ability.

75. Have you ever thought about or wanted to commit suicide?

[] Yes
[] No

76. Have you ever attempted to commit suicide?

[] Yes
[ ] No

Thank you for taking this survey. We appreciate your time. Your responses will remain anonymous. Your
responses will help guide future research regarding the South Asian community living in the US. For
resources related to violence and suicide, please refer to the list below:

National Resources

National Suicide Prevention Lifeline: 1-800-273-8255

National Domestic Violence Hotline:
www.thehotline.org
1-800-799-7233

Love is Respect Hotline
www.loveisrespect.org
1-866-331-9474
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THE GEORGE WASHINGTON UNIVERSITY
WASHINGTON, DC

MEMORANDUM

To: Amita Vyas, PhD
Nitasha Nagaraj
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Appendix E: Approval Letter for IRB Modification (Package 2)

THE GEORGE WASHINGTON UNIVERSITY
WASHINGTON, DC

MEMORANDUM
To: Amita Vyas, PhD
Nitasha Chaudhary
From: The George Washington University Office of Human Research
Date: November 5, 2015

Study No: 101521
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The above referenced study received approval on November 5, 2015 for the following
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(1) Increase age range of eligibility from 18-24 to 18-49;

(2) Add questions to the survey instrument regarding binge eating behaviors, length
of time parents have lived in the U.S,, zip code, and distance between subject’s
home and school, if applicable; and

(3) Develop additional aims and hypotheses related to binge eating.

There is no change in exempt determination.

As a reminder, changes regarding the risks to participants, the type of information to be
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instituted without the submission of a Modification Request Form (HRP-203) and further
review by the Office of Human Research (OHR).

Questions or concerns should be directed to the OHR staff at chrirb@gwu.edu.

OHR/eac
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Appendix F: Bivariate Analyses for Various Forms of Violence and Adult Health

Outcomes

Table 1. Bivariate Analysis on Suicide Ideation

Characteristics

Suicide Ideation (N=535)

Yes No P-Value
N (%) N (%)
Age (Total) 166 (36.2) 293 (63.8) 0.39
18-19 20 (45.5) 24 (54.5)
20-24 43 (37.4) 72 (62.6)
25-29 33 (39.8) 50 (60.2)
30-34 30 (29.4) 72 (70.6)
35-39 18 (30.5) 41 (69.5)
40-44 10 (33.3) 20 (66.7)
45-49 12 (46.2) 14 (53.8)
Household Income (Total)* 166 (36.3) 291 (63.7) 0.042
Under $75,000 35 (50) 35 (50)
$75,000 - $100,000 23 (38.3) 37 (61.7)
$101,000 - $200,000 51 (30.5) 116 (69.5)
Over $200,000 57 (35.6) 103 (64.4)
Country of Origin (Total) 166 (36.2) 293 (63.8) 0.18
Bangladesh 10 (58.8) 7(41.2)
India 135 (34.7) 254 (65.3)
Pakistan 10 (35.7) 18 (64.3)
Other 11 (44.0) 14 (56.0)
Acculturation
LowAmLowSA 1 (20.0) 4 (80.0) 0.450
LowAmHighSA 21 (28.4) 53 (71.6) 0.128
HighAmLowSA 25 (47.2) 28 (52.8) 0.077
HighAmHighSA 118 (36.4) 206 (63.6) 0.861
*p<0.05; **p<0.01; ***p<0.001
Table 2. Bivariate Analysis on Suicide Attempt
Characteristics Suicide Attempt (N=535)
Yes No P-Value
N (%) N (%)
Age (Total) 37 (8.1) 421 (91.9) 0.98
18-19 3(6.8) 41 (93.2)
20-24 9(7.8) 106 (92.2)
25-29 8 (9.6) 75 (90.4)
30-34 7 (6.9) 94 (93.1)
35-39 4 (6.9) 54 (93.1)
40-44 3(10.1) 27 (90.0)
45-49 3(11.1) 24 (88.9)
Household Income (Total)* 37 (8.1) 419 (91.9) 0.058
Under $75,000 11 (15.7) 59 (84.3)
$75,000 - $100,000 5(8.3) 55 (91.7)
$101,000 - $200,000 13 (7.8) 154 (92.2)
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Over $200,000 8 (5.0) 151 (95.0)
Country of Origin (Total) 37 (8.1) 421 (91.9) 0.17
Bangladesh 3 (17.6) 14 (82.4)
India 31 (8.0 357 (92.0)
Pakistan 0 (0.0) 28 (100.0)
Other 3(12.0) 22 (88.0)
Acculturation
LowAmLowSA 1 (20.0) 4 (80.0) 0.326
LowAmHighSA 5 (6.8) 69 (93.2) 0.649
HighAmLowSA 6 (11.5) 46 (88.5) 0.332
HighAmHighSA 24 (7.4) 300 (92.6) 0.414
*p<0.05; **p<0.01; ***p<0.001
Table 3. Bivariate Analysis on Adult Intimate Partner Violence
Characteristics Adult Intimate Partner
Violence (N=535)
Yes No P-Value
N (%) N (%)
Age (Total) 163 (35.9) 291 (64.1) 0.106
18-19 9 (20.9) 34 (79.1)
20-24 44 (40.4) 65 (59.6)
25-29 31 (37.3) 52 (62.7)
30-34 33 (32.7) 68 (67.3)
35-39 20 (32.8) 41 (67.2)
40-44 11 (36.7) 19 (63.3)
45-49 15 (55.6) 12 (44.4)
Household Income (Total) 161 (35.7) 290 (64.3) 0.766
Under $75,000 28 (39.4) 43 (60.6)
$75,000 - $100,000 17 (30.4) 39 (69.6)
$101,000 - $200,000 60 (36.1) 106 (63.9)
Over $200,000 56 (35.4) 102 (64.6)
Country of Origin (Total) 163 (35.9) 291 (64.1) 0.730
Bangladesh 8 (44.4) 10 (55.6)
India 136 (35.2) 250 (64.8)
Pakistan 9(33.3) 18 (66.7)
Other 10 (43.5) 13 (56.5)
Acculturation
LowAmLowSA* 4 (80.0) 1 (20.0) 0.039
LowAmHighSA 23 (30.7) 52 (69.3) 0.302
HighAmLowSA* 6 (11.5) 46 (88.5) 0.052
HighAmHighSA 110 (34.8) 206 (65.2) 0.464
*p<0.05; **p<0.01; ***p<0.001
Table 4. Bivariate Analysis for Childhood Verbal Abuse
Characteristics Child Verbal Abuse (N=535)
Yes No P-Value
N (%) N (%)
Age (Total) 87 (16.3) 448 (83.7) 0.490
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18-19 9 (18.4) 40 (81.6)
20-24 22 (18.0) 100 (82.0)
25-29 12 (12.0) 88 (88.0)
30-34 18 (15.0) 102 (85.0)
35-39 12 (16.0) 63 (84.0)
40-44 5 (13.5) 32 (86.5)
45-49 9 (28.1) 23 (71.9)
Household Income (Total) 87 (16.4) 443 (83.6) 0.379
Under $75,000 18 (22.2) 63 (77.8)
$75,000 - $100,000 10 (14.7) 58 (85.3)
$101,000 - $200,000 27 (13.9) 167 (86.1)
Over $200,000 32 (17.1) 155 (82.9)
Country of Origin (Total) 87 (16.3) 448 (83.7) 0.616
Bangladesh 3(15.8) 16 (84.2)
India 73 (15.9) 385 (84.1)
Pakistan 7 (25.0) 21 (75.0)
Other 4 (13.3) 26 (86.7)
Acculturation
LowAmLowSA 2 (40.0) 3(60.0) 0.149
LowAmHighSA 10 (13.2) 66 (86.8) 0.430
HighAmLowSA** 15 (28.3) 38 (71.7) 0.012
HighAmHighSA 56 (17.0) 274 (83.0) 0.574
*p<0.05; **p<0.01; ***p<0.001
Table 5. Bivariate Analysis on Childhood Physical Abuse
Characteristics Child Physical Abuse (N=535)
Yes No P-Value
N (%) N (%)
Age (Total) 29 (5.4) 506 (94.6) 0.606
18-19 2 (4.1) 47 (95.9)
20-24 8 (6.6) 114 (93.4)
25-29 2 (2.0) 98 (98.0)
30-34 6 (5.0) 114 (95.0)
35-39 5(6.7) 70 (93.3)
40-44 3(8.1) 34 (91.9)
45-49 3(9.4) 29 (90.6)
Household Income (Total) 29 (5.5) 501 (94.5) 0.903
Under $75,000 5(6.2) 76 (93.8)
$75,000 - $100,000 3(4.4) 65 (95.6)
$101,000 - $200,000 12 (6.2) 182 (93.8)
Over $200,000 9(4.8) 178 (95.2)
Country of Origin (Total) 29 (5.4) 506 (94.6) 0.281
Bangladesh 2 (10.5) 17 (89.5)
India 24 (5.2) 434 (94.8)
Pakistan 0(0.0) 28 (100.0)
Other 3(10.0) 27 (90.0)
Acculturation
LowAmLowSA*** 2 (40.0) 3 (60.0) 0.001
LowAmHighSA 4 (5.3) 72 (94.7) 0.948
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HighAmLowSA 4 (7.5) 49 (92.5) 0.472
HighAmHighSA 17 (5.2) 313 (94.8) 0.728
*p<0.05; **p<0.01; ***p<0.001
Table 6. Bivariate Analysis on Childhood Sexual Abuse
Characteristics Child Sexual Abuse (N=535)
Yes No P-Value
N (%) N (%)
Age (Total)** 113 (21.1) 422 (78.9) .003
18-19 5(10.2) 44 (89.8)
20-24 15 (12.3) 107 (87.7)
25-29 22 (22.0) 78 (78.0)
30-34 25 (20.8) 95 (79.2)
35-39 23 (30.7) 52 (69.3)
40-44 11 (29.7) 26 (70.3)
45-49 12 (37.5) 20 (62.5)
Household Income (Total) 113 (21.3) 417 (78.7) 0.209
Under $75,000 19 (23.5) 62 (76.5)
$75,000 - $100,000 14 (20.6) 54 (79.4)
$101,000 - $200,000 49 (25.3) 145 (74.7)
Over $200,000 31 (16.6) 156 (83.4)
Country of Origin (Total) 113 (21.1) 422 (78.9) 0.656
Bangladesh 6 (31.6) 13 (68.4)
India 96 (21.0) 362 (79.0)
Pakistan 6 (21.4) 22 (78.6)
Other 5(16.7) 25 (83.3)
Acculturation
LowAmLowSA 2 (40.0) 3 (60.0) 0.300
LowAmHighSA*** 28 (36.8) 48 (63.2) 0.000
HighAmLowSA 14 (26.4) 39 (73.6) 0.321
HighAmHighSA 62 (18.8) 268 (81.2) 0.094
*p<0.05; **p<0.01; ***p<0.001
Table 7. Bivariate Analysis on Battered Mother
Characteristics Battered Mother
Yes No P-Value
N (%) N (%)
Age 72 (13.5) 463 (86.5) 0.231
18-19 7 (14.3) 42 (85.7)
20-24 17 (13.9) 105 (86.1)
25-29 9 (9.0) 91 (91.0)
30-34 14 (11.7) 106 (88.3)
35-39 11 (14.7) 64 (85.3)
40-44 5(13.5) 32 (86.5)
45-49 9 (28.1) 23 (71.9)
Household Income** 72 (13.6) 458 (86.4) 0.019
Under $75,000 18 (22.2) 63 (77.8)
$75,000 - $100,000 8 (11.8) 60 (88.2)
$101,000 - $200,000 30 (15.5) 164 (84.5)
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Over $200,000 16 (8.6) 171 (91.4)

Country of Origin 72 (13.5) 463 (86.5) 0.593

Bangladesh 4(21.1) 15 (78.9)

India 62 (13.5) 396 (86.5)

Pakistan 2(7.1) 26 (92.9)

Other 4 (13.3) 26 (86.7)

Acculturation

LowAmLowSA 2 (40.0) 3 (60.0) 0.081
LowAmHighSA 13.2 (10) 86.8 (66) 0.934
HighAmLowSA 10 (18.9) 43 (81.1) 0.225
HighAmHighSA 43 (13.0) 287 (87.0) 0.714

*p<0.05; **p<0.01; ***p<0.001

Table 8. Assessment of Between Group Differences of Means for Subjective Well-Being

Subjective Well-being
Characteristics df ANOVA F Statistic P-value
Age 6, 454 0.797 0.573
Household Income** 3, 453 2.030 0.004
Country of Origin 3, 457 0.172 0.915
Acculturation
LowAmLowSA 1, 459 0.493 0.483
LowAmHighSA 1, 459 0.667 0.415
HighAmLowSA*** 1, 459 13.162 0.000
HighAmHighSA*** 1, 459 11.501 0.001

*p<0.05; **p<0.01; ***p<0.001

Table 9. Assessment of Between Group Differences of Means for Body Esteem

Body Esteem
Characteristics df ANOVA F Statistic P-value
Age 6, 449 1.025 0.408
Household Income 3,448 0.845 0.470
Country of Origin 3,452 1.326 0.265
Acculturation
LowAmLowSA 1, 454 0.682 0.409
LowAmHighSA** 1, 454 7.128 0.008
HighAmLowSA 1, 454 3.032 0.082
HighAmHighSA 1, 454 0.509 0.476
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