

















sample, it may have important implications for the effects of parental awareness and monitoring
on mental health throughout the course of child and young adult development.

Routine Family Activities. Routine family activities, defined as patterned interactions

which have meaning to the family, has yet to be examined as a factor affecting young adult
outcomes. Furthermore, they have not been studied extensively in adolescence (Fiese et al.,
2002); however, studies have found that the establishment of routine family activities are
indirectly related to adolescent problem drinking (Fiese, 1993) and delinquent behaviors in youth
(Hair, Moore, Garrett, Ling, & Cleveland, 2008). Researchers have also suggested that
participation in routine family activities is important for improving problem behaviors
(Lucyshyn, Blumberg, & Kayser, 2000) and encourages adolescents’ participation in
constructive activities (Larson, Dworkin, & Gillman, 2001). In a meta analysis, Fiese and
colleagues (2002) found that routine family activities were associated with fewer behavioral
problems. Given the association between routine family activities in and adolescent outcomes,
we believe that the positive effects of this factor will continue on through young adulthood.

Social Support. In contrast to our other mediators, the effects of social support on mental

health have been studied relatively extensively using young adult samples. Overall, the research
has found a strong connection between social support and better mental health (Bovier, 2004),
and has specified factors, such as perceived closeness to a best friend (King, & Terrance, 2008),
and social cohesion (Fagg, 2008), as driving components of this relationship.
Sociodemographic Variables

Social and economic group membership has been associated with levels of mental health
issues, including depressive symptoms, anxiety disorders, psychological distress, and happiness.

For instance, research has found these mental health issues to vary by race-ethnicity (Lin, 2001;



Probst, Laditka, Moore, Harun, & Powell, 2007), age (Christensen et al., 1999), gender
(Boughton & Street, 2007; Dambrun, 2007), family income (North, Holahan, Moos, & Cronkite,
2008), neighborhood characteristics (Hull, Kilbourne, Reece, & Husaini, 2008; Kohen,
Leventhal, Dahinten, & Mclntosh, 2008), and family structure (Ford, Collishaw, Meltzer, &
Goodman, 2007; Myers, 2000). Likewise, religiosity has been found to vary by social and
demographic status. For instance, religiosity has been shown to differ by race (e.g., Bearman &
Briickner, 2001; Benson et al., 1989), gender (Regnerus, 2003; Christian Smith, Denton, Faris, &
Regnerus, 2002), poverty level (Ferraro & Albrecht-Jensen, 1991), and neighborhoods (Johnson
et al., 2000; VanVleet et al., 1999). Since variables in the present study were influenced by
various social and demographic factors, it was necessary to control for these in a model
predicting young adult mental health.
The Transition to Adulthood

Adolescence and the transition to adulthood is a period marked by significant changes
and new challenges, including those relating to education or employment, moving away from
home, maintaining relationships with peers and forging new ones, making choices
independently, and being accountable for one’s actions (Courtney & Heuring, 2005).
Researchers argue that the period between the ages of 18 and 25 is a distinct developmental stage
characterized by self-exploration and increased risk-taking behavior (Arnett, 2000). Such self-
exploration includes exploring one’s spirituality and religious beliefs. Previous research has
focused on the role of ethnicity in emerging adulthood, demonstrating the importance of the
culture with which individuals identify with (Arnett, 2003; Cheah & Nelson, 2004). However,
few studies have explored the influence of religious culture, beliefs, and activities on adolescent

mental health development into adulthood.



The Present Study

The present study builds on research findings showing associations between youth
religiosity and mental health. Instead of focusing on youth religiosity as an isolated predictor of
young adult mental health, we test its function as a mediator in a potential relationship between
family religiosity and mental health outcomes. Additionally, given research findings on the role
that parental awareness, routine family activities, and social support play in adolescent and
young adult well-being, we test these constructs as mediators for the proposed primary
relationships.

We propose a number of hypotheses for our conceptual model. First, we expect there to
be relationships between family religiosity, conceptualized as parent religious beliefs and parent
attendance, and young adult mental health. Second, we expect that parent religious beliefs and
attendance will function through the youth’s own religious beliefs and attendance. Specifically,
parent religious beliefs should be related to young adult religious beliefs, and parent religious
attendance should be related to youth religious attendance, as we suggest that beliefs and
attendance are two distinct constructs that are both important in youth development. Third, we
hypothesize that parent religiosity will predict indicators of strong parenting, including family
religious and non-religious activities and parental awareness, which will, in turn, predict young
adult mental health. Finally, we hypothesize that social support, which we are defining as
perceived caring and closeness of a best friend, will be an important predictor of young adult

mental health.



Method

Data

The National Longitudinal Survey of Youth, 1997 cohort (NLSY97), is a nationally
representative sample of 8,984 adolescents, ages 12—16 in 1997, who have been surveyed
annually over time. The survey is primarily sponsored by the Bureau of Labor Statistics of the
U.S. Department of Labor and examines school progress, labor force behavior, and the transition
from school to work. To accomplish this task, extensive information is collected on the youth’s
labor market behavior and educational experiences. The NLSY97 also collects data on a broad
array of child and family interactions and relationships, as well as adolescent health-related
behaviors.
Sample

Our sample includes the 4,818 respondents who were 12 to 14 years old in December
1996. The sample is 51.5% males (n = 2487) and 48.5% females (n =2347). The race and
ethnicity breakdown was as follows: 49.8% non-Hispanic white (n = 2398), 21.0% Hispanic (n
=1010), and 25.6% non-Hispanic black (n = 1234).
Predictor Measures

We used the following two predictor variables in our model: (1) Parent religious beliefs
in 1997 and (2) parent religious attendance in 1997. Parent religious beliefs were measured
using a series of five true/false questions (e.g., “I often ask God to help me make decisions.”),
with higher scores indicating stronger beliefs (M = 3.46, SD = 1.40). Parent religious attendance
was measured by assessing how often in the 12 months prior to the interview date a parent

attended worship services.
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Outcome Measure

The outcome measure in our model is young adult mental health. For this indicator,
mental health was assessed in respondents during Round 10, when they were between the ages of
21 and 23. Participants responded to a series of five questions addressing their mental states in
the last month (e.g., “How much of the time during the last month have you been a very nervous
person?). The five mental states addressed in the scale include feelings of calmness,
nervousness, sadness, depression, and happiness. Response options were “all of the time,” “most

99 ¢¢

of the time,” “some of the time,” or “none of the time.” Higher scores on the scale were
indicative of better mental health (M = 10.58, SD = 2.40), and scores ranged from 0 to 15.
Mediators

We included a series of mediators in our model, including (1) family religious activities
between the ages of 13 and 17, (2) quality of the parent-youth relationship from 1997 to 1999,
(3) parental awareness from 1997 to 2001, (4) family activities between the ages of 13 and 17,
(5) youth religious attendance, (6) youth’s perceived closeness to a best friend, and (7) young
adult religious beliefs. Family religious activities were measured by assessing if the family did
(45.5%) or did not (29.7%) consistently attend religious services from when the respondent was
13 years old through when he or she was 17 years old (25.7% missing). We measured parental
awareness using a scale that combined adolescent perceptions of mother and father awareness
(e.g. “How much does she/he know about who your teachers are and what you are doing in
school?”’) from Rounds 1 through 5. Responses on each awareness question (1 - 4) were
summed across the five rounds to create a composite score accounting for perceived awareness

of both mothers and fathers. Scores ranged from 0 to 160 (M = 89.24, SD = 25.55). In order to

assess engagement in family activities between ages 13 and 17, we created a 56-point scale
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combining answers from each of the appropriate rounds on the following two indicators: (1)
Number of days per week the family eats dinner together, and (2) number of days per week the
family does something fun together (M = 25.61, SD = 10.84). Youth religious attendance was
measured during Round 6, when respondents were 18, 19, or 20 years old. Participants were
asked how often they had attended worship services in the 12 months prior to the interview date.
Youth’s perceived closeness to a best friend also was measured in Round 6. The indicator
combined two 10-point questions assessing the respondent’s perceived closeness with, and
caring for, a best friend. Scores on the scale ranged from 0 to 20 (M = 17.67, SD = 2.86).
Finally, young adult religious beliefs were measured during Round 9 when respondents were 21,
22, or 23 years old. Beliefs were assessed using the same five-item scale used to measure parent
religiosity in 1997 (M = 2.55, SD = 1.58).

Sociodemographic Control Variables

We also controlled for a number of sociodemographic covariates in the relationship
between marital quality/parent-adolescent relationship and health outcomes. These covariates
can be divided into the following five categories: (1) marital characteristics, (2) family
characteristics, (3) adolescent characteristics, (4) peer characteristics, and (5) environment
characteristics.

The marital characteristics that we examined were: (1) whether or not the adolescents’
parents were married, biological parents; and (2) whether or not the parents experienced a
marital disruption between Rounds 1 and 3 (1997 t01999). Some of the parents in the
relationship were step- or adoptive parents to the adolescents and some were biological parents.
For this covariate, we divided respondents based on whether they did (58.6% of sample) or did

not (41.4%) live with two biological parents. A marital disruption was defined as any change in
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the marital structure of those parents who were married during wave one (18.9% of sample).

Family characteristics included the following: (1) family income; (2) number of siblings;
(3) age of the biological mother at the time of the adolescent’s birth; (4) parental employment
status; and (5) the highest level of education across both parents. Family income was assessed
using an income-to- poverty ratio calculation. Respondents were divided into the following four
categories based on their income-to-poverty ratio: (1) income to poverty ratio less than 100%
(18.0% of the sample); (2) income-to-poverty ratio between 100% and 199% (16.3% of the
sample); (3) income-to-poverty ratio between 200% and 399% (25.0% of the sample); and (4)
income to poverty ratio 400% or above (15.4% of the sample)." A respondent’s number of
siblings was counted (M = 1.60, SD = 1.28), and this served as a continuous variable.
Respondents were divided into one of the following four groups based on the age of the
biological mother at the time of the adolescent’s birth: (1) less than 20 years old (18.4% of the
sample); (2) 20 to 29 years old (59.0% of the sample); (3) 30 to 39 years old (21.7% of the
sample); or (4) 40 years old or above (.9% of the sample). For the parental employment
covariate, respondents were placed in one of the following three groups: (1) neither parent
employed (10.7%); (2) one parent employed (40.9%); or (3) both parents employed (41.2%).
Finally, for the highest level of education between both parents covariate, respondents were
placed in one of the following four groups: (1) less than high school (23.5% of the sample); (2)
high school graduate (28.9% of the sample); (3) some college (24.1% of the sample); or (4)
college or higher (23.6% of the sample).

The adolescent characteristics examined as potential covariates included the following:
(1) age; (2) gender; (3) race and ethnicity; (4) disability status; and (5) whether or not the

adolescent lies or cheats. Adolescent age in years during Round 1 (M = 13.13, SD =.79) was
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used as a continuous covariate. Adolescent gender was a covariate divided into two groups, male
(51.5% of the sample) and female (48.5% of the sample). A combined race and ethnicity variable
was examined as a potential covariate. The three race/ethnicity categories that were used
included Hispanic (20.9% of the sample), non-Hispanic black (25.5% of the sample), and non-
Hispanic white (49.6% of the sample). Adolescent lies or cheats was measured through a
combined adolescent and parent’s report of adolescent’s lying or cheating. The respondents were
divided into three categories: (1) not true (50.9% of the sample); (2) sometimes true (45.0% of
the sample); or (3) often true (4.0% of the sample). A covariate was also used that divided
adolescents based on whether they did (18.7% of sample) or did not report having a disability at
age 16. Disabilities included mental or emotional problems, sensory problems, or other health
conditions.

The peer characteristics that were examined included positive and negative peer
behaviors. The adolescents were asked to rate the percentage of their peers who displayed these
behaviors. The variables were then combined into a composite that represents the average
percentage of peers engaged in these behaviors: (1) almost none (less than 10%; (2) about 25%;
(3) about half (50%); (4) about 75%; (5) almost all (more than 90%). Positive peer behaviors
include regular religious service attendance, participation in sports, clubs, or other activities,
planning to go to college, and volunteer activity. Approximately 50% of the adolescents
reported that 50% or more of their peers in engaged in positive behaviors. Negative peer
behaviors include belonging to a gang, cutting class, and having sex. Approximately 70% of
adolescents reported that 25% or fewer of their peers engage in these negative behaviors.

The environmental characteristics that were examined as potential covariates included

the following: (1) whether or not the adolescent lived in an urban area; and (2) the adolescent’s
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score on the physical environment risk index. Urban living status was divided into the following
two categories: (1) adolescents who lived in urban areas (73.2% of the sample); and (2)
adolescents who lived in rural areas (22.4% of the sample). Finally, the adolescent’s score on
physical environment risk index (M = 1.19, SD = 1.41) was used as a covariate. The
environmental risk index assessed the condition of the neighborhood and the house in which the
respondent was living. It addressed issues such as crime and the availability of utilities.
Strategy of Analysis

Structural equation modeling was used to examine the hypotheses that parent religiosity
(beliefs and attendance) in early adolescence would be related to young adult mental health. We
also tested a series of mediators in this relationship, including family religious activities, the
parent-youth relationship (1997-1999), parental awareness, family activities, youth religious
attendance (2002), perceived closeness to a best friend, and young adult religious beliefs (2004).

In specifying the measurement component of the model, we used the individual items
described above for the constructs of parent-reported religious beliefs and religious attendance,
perceived parent-adolescent relationship, parental awareness, and closeness to a best friend, and
self-reported family religious activity engagement, non-religious activity engagement, youth
religious attendance, and young adult religious beliefs. Additionally, a number of contextual
variables were used as covariates in the analyses, including the adolescent’s race/ethnicity, age,
gender, number of siblings, disability status, and self-reported lying and cheating; family
income; parent marital status, marital disruptions, highest combined educational level, and
employment status; biological mother’s age at the time of the respondent’s birth; positive and

negative peer behaviors; and urban living status and physical environmental risk.
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Results
Preliminary Analyses

Before investigating potential mediators, Pearson correlations examined the associations
among parent religious beliefs and attendance in 1997, family religious activities, youth religious
beliefs and attendance, and our outcome variable, young adult mental health. All variables were
significantly related to young adult mental health, indicating the appropriateness of estimating
mediating models. These correlations are shown in Table 1.

Mediators of Effects on Young Adult Mental Health

Figure 1 shows the structural equation model for young adult mental health.
Standardized regression coefficients are shown on the figure. To evaluate model fit, we used
two conventional indices: the Comparative Fit Index (CFI) and the Non-Normed Fit Index
(NNFI). For both, values of .95 or greater reflect an excellent fit of the specified model to the
data, and values between .90 and .95 reflect an adequate fit (L. Hu, & Bentler, P. M., 1999; L.
Hu & Bentler, 1999). In addition, we report on the root mean square error of approximation
(RMSEA). A value of <.05 indicates an adequately fitting model. The fit of the initially
specified model, X’ (510, n =4,818) = 5,165.95, p <.001, CFI = .93, NNFI = .90, and RMSEA =
.04, indicated that the model describes the relationships adequately.

As predicted, the model indicates that parent religious beliefs and attendance are
associated with a number of mediators in the relationships between these two predictors and the
outcome variables. Specifically, parent religious beliefs are associated with family religious
activities (B =.11, p <.001) and young adult religious beliefs (B = .15, p <.001). Also, as
predicted, parent religious attendance is linked to family religious activities (B = .45, p <.001) as

well as to youth religious attendance (3 =.16, p <.001).

16



The outcome variable, young adult mental health, is associated with several of the
mediators, including young adult religious beliefs (3 = .06, p <.05), parental awareness (3 = .09,
p <.01), and family activities (B =.08, p <.01).

Additionally, a number of mediators are associated with one another and formed
pathways between the predictor variables and the outcome. Family religious activities are
associated with four other mediators, including youth religious attendance (B = .21, p <.001),
young adult religious beliefs (B =.19, p <.001), parental awareness (8 = .23, p <.001), and
family activities (B = .28, p <.001). Perceived closeness to a best friend is associated with
young adult religious beliefs, but the effect was only marginally significant (8 = .06, p <.057).
Finally, young adult religious attendance is associated with young adult religious beliefs (3 = .22,
p <.001). Table 11 presents information on the standardized beta coefficients for the direct,
indirect, and total effects for each of the religious behaviors and beliefs variables. As noted
above, except for the youth’s own religious belief, none of the religious behavior and beliefs
variables were directly associated with young adult mental health, however all of the variables
do have significant total effects on young adult mental health.

Finally, a number of the sociodemographic controls predict our model variables. A
complete set of these results can be found in Tables 2 through 10.

Discussion

The analyses in this study support the hypothesis that family religiosity in early
adolescence, as measured by parent religious beliefs and attendance, has effects on children
through the teen years and into young adulthood. Furthermore, results from our model indicate
that pathways from the predictors to the outcome variable function through the religiosity

constructs. Specifically, parent religious beliefs affect young adult mental health through young
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adult religious beliefs, and parent religious attendance indirectly affects mental health through
youth religious attendance.

Associations between particular variables within our model provide a basis for
conceptualizing the various components of the religiosity construct. Specifically, parent
religious beliefs were related to young adult religious beliefs, while parent religious attendance
was not. Furthermore, parent religious attendance and family religious activities, two action-
oriented constructs, were related to youth religious attendance, whereas parent religious beliefs
were not. This model provides compelling evidence for a distinction between thought-oriented
religious constructs and action-oriented constructs.

One goal of this research was to reconcile the contradictory findings on the associations
between young adult religiosity and mental health by examining this relationship using a
nationally representative sample. This research found clear evidence for a link between these
two constructs. Additionally, we sought to shed more light on additional factors that may be
impacting this relationship. Though parent religious beliefs and attendance operated through
different pathways, the model shows the importance of both for young adult religiosity and
mental health. As noted, parent religious beliefs affect young adult religious beliefs, which in
turn are associated with young adult mental health. On the other hand, parent religious
attendance predicted youth religious attendance, which also predicted young adult religious
beliefs. In turn, young adult religious beliefs predicted young adult mental health. In sum,
though these two factors operate along different pathways, they both play an important role in
the development of young adult religiosity and mental well-being.

Engagement in family religious activities is another factor that plays a key role in youth

and young adult religiosity development and, in turn, young adult mental health. Engagement in
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family religious activities directly affects youth religious attendance and young adult religious
beliefs. Furthermore, this factor indirectly affects young adult mental health via both parental
awareness and engagement in non-religious family activities. Engaging in family religious
activities seems to be an important part of child development and well-being, both in terms of
developing religious beliefs and in terms of strengthening family bonds.

Finally, social support, as measured by perceived closeness to a best friend, directly
predicted young adult mental health. This factor was unrelated to any of the measured religiosity
indicators. Because this was the only tested mediator that did not include a family or a religion
component, it is not surprising that it was isolated from such variables within the model.
However, its association to mental health does indicate the importance of social support in the
transition to adulthood.

Conclusions

This study uses nationally representative, longitudinal data and offers evidence for the
importance of both belief- and action-oriented family religiosity during adolescence in the
development of young adult mental health. Specifically, though parent religious beliefs and
attendance affect this outcome in different ways, they are both important in contributing to
positive mental well-being in early adulthood. Furthermore, this study offers preliminary
evidence for the notion that religious attendance and beliefs, while different, are both important

components for developing religiosity and positive mental well-being during the transition to

adulthood.
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