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Introduction

rug use Is costly to soclety through its

impact on mortality, morbidity, criminal

activity and soclal consequences [1]. The
two classes of drugs most commonly used in the U.S.
are marijuana (41.9% lifetime) and non-medical use
of prescription drugs (20.4% lifetime) [2]. Efforts to
prevent and treat drug use include broad population
efforts and targeted efforts tailored to specific
demographic groups [3,4]. Planning these tailored
efforts requires cultural knowledge of the
demographic groups coupled with data on group-
specific drug use pattern.
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For immigrants or 12,5% of the U.S. population [5],
we would expect the prevalence of drug abuse and
dependence to be lower than that of the U.S. born
population based on analysis comparing all
immigrants to those born in the U.S. [6]. Their
analysis was conducted using data from the U.S.
National Survey on Drug Use and Health (NSDUH),
an annual probability survey designed to measure
the magnitude of drug use and consequences in the
U.S. [6]. The analysis, however, showed differences
between countries of origin in the prevalence of
current and lifetime drug use. The National Latino
and Asian American Study, a national probability
sample of Latinos and Asian Americans [7] found
immigrants had lower prevalence of substance
abuse/dependence than native born Latinos or
Aslan Americans [8,9]. Together, the results suggest
that immigrants may be less likely to use drugs



for drug abuse and dependence [10,11].

One immigrant group with little information on drug
use and from countries torn by violence is Arab
Americans. According to the latest three year
findings of the American Community Survey, Arab
Americans comprise 0.52% of the U.S. population
[12]. Arab Americans have a higher proportion of
males and a younger age structure than the general
- U.S, population [13], both of which are risk factors
for experimenting with drugs. However, Arab
Americans also have higher education achievement
[13] and higher religiosity [14] than the general U.S.
population, characteristics which are protective
factors for drug use. Additionally, immigrant Arab
Americans were born in countries with lower levels
of marijuana and opioid use than the U.S. [15] which
should be protective. The use pattern of immigrant
Arab Americans may reflect.other protective cultural
factors besides these identified. -

Previously, we examined alcohol use patterns for
immigrant Arab Americans and compared them to
. that of .S, born non-Hispanic White Americans, the
reference group [16]. We found immigrant Arah
Americans had lower lifetime, past year and current
abuse/dependence than the reference group overall
and by gender. That analysis, while providing data
for targeted services, could not address the relative
protective role of culture versus immigration. It did,
however, argue that the lower prevalence was not
due to distribution of one risk factor, namely male
gender,

To obtain information for planning tailored drug
prevention and treatment services for Arab
Americans, we need to build upon the previous
alcohol use analyses and compare the drug use
patterns among immigrant Arab American to that of
the reference group. To extend the analysis and
address the relative role of immigration, we need to
compare the drug use patterns for immigrant Arab
Americans to that of other immigrant groups. One
. candidate comparison group would be Canadian
Americans, who comprise (.23% of the US.
population [12]. The U.S, and Canada, while having
differences, have similarities in culture and
marijuana use [15]. Based upon these similarities,
we would hypothesize that immigrant Arab
Americans would have lower drug use pattern than
immigrant Canadian American if drug use patterns
reflect cultural. factors as opposed to immigration
factors. Thus the immigrant Canadian American
group would act as a control for immigration factors.

("healthy immigrant”) or that immigrants ‘may have - - Another candidate group for comparison would be
a different risk profile. If the latter ‘explination is . .
true, the lower prevalence may. not necessary’
generalize to all immigrants, especially those from
countries torn by violence as trauma is a risk factor -

" people born in Iran, Afghanistan and Pakistan (in
" .this_study termed other Middle Eastern). We

‘hypothesize that the drug use pattern for immigrant
Arab Americans would not differ from that of

{hmigrant Other Middle Eastern Americans due to
shared cultural factors. Thus the immigrant Other
Middle Eastern Americans would act as a control for
cultural factors. Some immigrants from this area are
also coping with exposure to traumatic events
[16.17], and in theses countries of orgin there is high
use of opioids but not of marijuana [15]. People who
report heritage from these latter countries comprise
0.15% of the U.S, population [12].

Worldwide, the specific drugs consumed differ
across countries [15]. Prevention and treatment
efforts of different drugs have commonalities but
they can also differ [18,21]. To control for which
drug was used/abused, we will restrict analysis to
marijuana and non-medical prescription drug use.
Furthermore, the two drug classes do not have
marked regional variation within the U.S. which
might confound analyses of drug use patterns as
many Arab Americans are heavily clustered in
relatively few metropolitan areas [13].

The specific aims of this analysis are to describe the
use pattern among immigrant Arab Americans for
marijuana and non-medical prescription drug use;
compare their use pattern to those of the reference
group (U.S. born non-Hispanic White Americans)
across risk/protective factors; and contrast the use
pattern among immigrant Arab Americans to two
other immigrant groups with the hypothesis that
there would be significant differences with the use
pattern of immigrant Canadian Americans (i.e., to
test for immigration effects) but little/no difference
with the use pattern of immigrant Other Middle
Eastern Americans (i.e, to test for cultural effects).

Methods

Data source: The National Survey on Drug Use and
Health (NSDUH) was used to estimate marijuana and
the non-medical prescription drug use patterns. This
is survey is conducted yearly, which allows the
combination of multiple years needed to increase
the precision of prevalence estimates for small
demographic groups. To our knowledge, no other
ongoing natiocnal survey has the potential to
estimate drugs use patterns for Arab Americans.

The NSDUH, funded by the Substance Abuse and
Mental Health Services Administration, is the
primary source of information on prevalence of
alcohol, tobacco, and drug use and abuse in the U.S.
civiiian non institutionalized population (age 12 and
older). The NSDUH has been administered yearly
since 1991 but secondary data use is only allowed
for surveys conducted since 2002, Due to the stigma




and legal issues surrounding drug use’

confidentiality is highlighted in the survey. There are
lead-ins stressing confidentiality and audio
computer-assisted interviewing methods in English
or Spanish. A public access database is available for
analysis online. Unfortunately, this online database
does not include country of birth or even region of
birth. The Substance Abuse and Mental Health
Services Administration has a policy of approving
limited special tabulated reports by the contractor
charged with data collection and management of the
survey. For this analysis, the program officer was
provided with the list of 20 Arabic-speaking
countries to define immigrant Arab Americans, three
countrles for immigrant Other Middle Eastern
Americans (Iran, Afghanistan, and Pakistan) , and
Canada (no race specified) for immigrant Canadian
Americans. The reference group was defined as U.S.-
born, White race, and not of Hispanic ethnicity. Due
to confidentiality issues, the number of respondents
from individual countries, such as from Irag, cannot
be disclosed.
In the NSDUH, the marijuana questions are
introduced by: The next questions are about
marijuana and hashish. Marijuana s also called pot
or grass. Marijuana is usually smoked, either in
cigarettes, called joints, or in a pipe. It is sometimes
cooked in food. Hashish is a form of marijuana that is
. also called “hash.” It is usually smoked in a pipe.
Another form of hashish is hash oil. Following this
lead-in, there are separate questions about ever use
(Have you ever, even once, used marijuana or
hashish]}, use in past year and month (How long has
it been since you last used marijuana or hashish?)
and symptoms consistent with DSM-1V diagnosis of
abuse and dependence. These questions did not
change over the time frame of this analysis.

For non-medical prescription drug use, the
questions were introduced by: Now we have some
questions about drugs that people are supposed to
take only if they have a prescription from a doctor.
We are only interested in your use of a drug if the
drug was not prescribed for you, or you took the
drug only for the experience or feeling it caused. The
survey then goes on to ask about ever use, past use
and symptoms consistent DSM-1V diagnosis of abuse
or dependence by class of prescription drugs: pain
relievers, tranquilizers, stimulants, and sedatives.
Within each class, specific brands (along with an
option of other) are asked while the participant is
shown cards with the medications on them.
Consistent with the increase in number of
prescription medications available, the number of
specific brands asked in the survey has increased
over time. Questions also address symptoms
consistent with DSM-IV diagnosis of abuse and

R __ dependence from prescription drugs.

The risk and protective factors of sex, age at time of
interview, highest educational level completed (for
those 18 or older), and religiosity (Your religious
beliefs influence how you make decisions in your life
- Strongly agree, agree, disagree, or strongly
disagree.) were included in the analysis. High
religiosity was defined as strongly agreeing with the
religiosity statement.

Analysis

The 2002-10 surveys (n=613,553) were analyzed
with SUDAAN using the appropriate sample weights
and accounting for the complex sampling strategy.
All analyses were conducted by the contractor with
output restricted to bivariate tables emailed to the
program officer and then forwarded. The contractor
indicated in the output if the significance test was
less than .01 or .05 for compariscns of the immigrant
Arab American group with each of the other three

" groups.

Results

Of the 613,553 participants in the 2002-2010
NSDUH surveys, approximately 1,200 (0.2%) were
immigrant .Arab Americans, 700 (0.1%) immigrant
Other Middle Eastern Americans, and 1,600 (0.3%)
were immigrant Canadian Americans. The
prevalence rates of individual risk and protective
factors from NSDUH (Table 1) differed significantly
between immigrant Arab Americans and the
reference group. The immigrant Arab Americans also
differed significantly from immigrant Canadian
Americans on risk/protective factors. However,
immigrant Arab  Americans only differed
significantly with immigrant Other Middle Eastern
Americans "on education and religiosity. Point
estimates show immigrant Arab Americans had a
higher proportion of males and younger age
distribution than the reference group and immigrant
Canadian Americans. Immigrant Arab Americans
also had the highest prevalence of high religiosity
across the four demographic groups.

Table 2 shows the prevalence of lifetime, past year
and past month marijuana and non-medical
prescription drug use.

Immigrant Arab Americans had statistically lower
prevalence of marijuana use regardless of time
period than the reference group or the immigrant
Canadian Americans. For non-medical prescription
drug use, immigrant Arab Americans had
significantly lower lifetime prevalence than the
reference group or the Immigrant Canadian
Americans. However, there were no significant
differences in prevalence of marijuana or non-
medical prescription drug use for any time period
between immigrant Arab Americans and immigrant
Other Middle Eastern Americans. As these



differences in prevalenc

e may reflect the distribution

of risk and resiliency factors, a stratified analysis

was conducted. Table 3 sho
prevalence of gender and r
use for both marijuana and

and non-medical

immigrant Arab A

ws the statistically lower
eligiosity-specific lifetime
non-medical prescription
prescription drug use for
mericans

compared to the

p<.05 for comparisons with risk or protective factors
between immigrant Arab Americans and immigrant
Other Middle Eastern Americans. These patterns of
lower prevalence for immigrant Arab Americans
compared to the reference group and to immigrant
Canadian Americans but not compared to immigrant
there Middle Eastern Americans were also generally

reference group and to the i
Americans. Only one differen

Table 1: Prevalence of individual risk and protective factors across de

e —

Immigrant Arab
Americans

mmigrant Canadian
ce was detected at

Immigrant Other
Middle Eastern
Americans

replicated for
achievement (not shown).

age

Immigrant Canadian
Immigrants

groups

mographic groups

and educational

U.S.-born White Non-
Hispanic Americans

Gender

55.9%

46.0%*

4B8.6%**

44.1%

54.09**

S1.405*

Age

6.8%

4.6%**

9.19%**

13.2%

8.0%**

12.0%

19.0%*

12.7%**

14.1%*

61.0%

74.7%%*

64.8%**

Education, for those 18 or older

High school graduation
or less

21.3%**

32.1%

44.40p%

Some coliege

21.1%

29.2%*

26.1%

College graduate

57.6%**

38.7%

29.5%**

Religlosity

30.8%**

26,5%**

32,405+

*p<.05 for comparison betwee
**p<.01 for comparison betwe
Religiosity is based on respon

Table 2: Prevalence of lifetime, past year and

use across demographic groups.

69.2%**

n Immigrant Arab Americans and comparison group,
en Immigrant Arab Americans and comparison group.
ses to the statement: Your refigious beliefs influence how you make decisions in yourlife,

73.5%**

67.6%*

past month of marijuana and non-medical prescription drug

Immigrant Arab Immigrant Middle Immigrant Canadian U.S.-born White Non-
Americans Eastern Americans Immigrants Hispanic Americans
Marijuana
Lifetime 18.3% 161% 45,49+ 45.2%%*
Past year 5.4% 4.2% 10.19%** 11.1%**
Past month 3.6% 2.7% 4.9% 6.5%**
Prescription drug
Lifetime 10.3% 9.4% 19.194+* 23,6%%**
Past year 4.6% 3.3% 4.8% 7.00%*
Past month 2.4% 2.0% 1.4% 3.0%

*p<.05 for comparison between
**p<.01 for comparison betwee

Immigrant Avab Americans and comparison group.
b Immiigrant Arab Americans and cotmparison group.
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Table 3: Lifetime prevalence of marijuana or non-medical prescription drug use by gender and religtosity
"across demographic groups.

Immigrant Arab | Immigrant Other Middle | Immigrant Canadian U.S.-born White Non-
Americans Eastern Americs lmm!grants Hispanic Americans
Marijuana 18.3% 16.1% 45.4%** 45.2%**

Gender

Male 24.9%

22.0%

50.2%** 49.3%**

Female 8.1%

8.7%

41.3%** 41.29%**

Religlosity

High (strongly agree) 12.9% 5.1%* 28.6%** 31.6%*
Lower {all other responses) 23.4% 21.2% 51.7%* 51.7%**
Prescription drug 10.3% 9.4% 19.1%% 23.6%*

Gender

Male 10.6% 11,5% 19.6%** 25.5%**

Female 9.8% 6.7% 18.8%** 21.8%*
Religioslty

High (strongly agree) 10.3% 6.8% 15.8% 16,79

Lower (all other responses) 9.9% 10.5% 20.59** 27.0%**

*p.{] for compn between lmmigatrab Americans and compison gr .

*p<.01 for comparison between [mmigrant Arab Americans and comparison group.
Religlosity is based on responses to the statement: Your reiigious bellefs influence how you make decisions in your life.

Although the prevalence of lifetime marijuana use by
immigrant Arab Americans was less than half
(40.59%) of that for the reference group, there was no
statistical difference in the prevalence of current
marijuana abuse/dependence between immigrant
Arab Americans and the three comparison groups
(Table 4). Likewise, there was no difference in the
prevalence  of current prescription drug
abuse/dependence between immigrant Arab
Americans and the three comparison groups.
Controlling for the lower lifetime exposure, 8.2% of
immigrant Arab Americans who reported ever trying
marijuana currently have symptoms consistent with
a diagnosis of abuse or dependence and 5.8%
exposed to non-medical prescription drug use
currently have symptoms consistent with diagnosis
of abuse or dependence. For the reference group, the
percentages are 3.5% and 4.2% for marijuana and
prescription drug misuse respectively.

Conclusion

In the current study of immigrant Arab Americans,
there was lower marijuana and non-medical
prescription drug use both over their lifetimes and
during time periods (past year or past month) than
the reference group of U.S. born White non-Hispanic
Americans. Although the lifetime prevalence for
immigraits may include time residing in countries
with low prevalence of drug use, presumably recent
use would capture use in environments with higher
drug use [22]. Consistent with our hypothesis that
cultural factors influence drug use, the drug use
pattern among immigrant Arab Americans was
lower than that of immigrant Canadian Americans
but not lower than that of immigrant Other Middle
Eastern Americans. The differences detected both
with the reference group and immigrant Canadian
Americans were not due to distribution of measured
risk and protective factors. These findings support

Table 4: Current prevalence of abuse or dependence by drugs and by demographic groups

Immigrant Arab .
Americans

Immigrant Other
Middle Eastern
Americans

Immigrant Canadfan
Immigrants

U.S.-born White Nen-
Hispanic Americans

Marijuana 1.5%

0.8%

0.6% 1.6%

Prescription drug 0.6%

1.0%




the hypothesis that it is the presence of protective
cultural factors as opposed to "healthy immigrant”
effect explains the lower drug use pattern among
immigrant Arab Americans. One implication of this
finding is that tailored drug prevention cfforts
should leverage protective cultural factors among
Arab Americans.

A different picture emerges for abuse/dependence of
both marijuana and prescription drugs. For these
drugs, there was no difference between any of the
estimates for immigrant Arab Americans and those
of the comparison groups. The lack of difference
detected is most likely due to small sample sizes
with abuse/dependence for individual drugs being a
rare event. The existence of a real difference that our
sample could not detect would be consistent with
the finding that US. born Latinos and Asian
Americans have higher prevalence of substance
abuse/dependence  than  immigrants [9,32]
Nonetheless, the findings suggest that tailored
treatment efforts should he prepared for addressing
marijuana and prescription drug abuse/dependence
among Arab Americans.

We focused on two specific drugs as opposed to all
illegal substances to provide drug-specific
information for prevention and treatment efforts. In
community-based surveys, other illegal drugs are
rarely reported and examination of other specific
drugs would aggravate the small sample problem.
From analysis of treatment admissions, we found
similar profiles for drugs of abuse among Arab
Americans and other urban ethnicities [24] but
" increased likelihood of polysubstance abuse among
Arab Americans who were born in the U.S./reside
here longer and speak English [25). However, Arab
Americans seeking substance abuse treatment
reported greater criminal justice involvement than
White Americans, consistent with national data on
other immigrant minerities [26].0ne limitation is
that the surveys were conducted in English and
Spanish. The exclusion of individuals who are not
proficient in English may bias the estimates [27].The
sample also only includes immigrants and thus
excludes later generations of Arab Americans further
limiting generalizability. All information was based
upon  self-report and the tendency to
deny/exaggerate drug use may differ across
demographic groups [28]. The NSDUH takes great
care to encourage accurate reporting but there still
may remain barriers. The number of immigrants in
the sample was small but we combined years to
provide greater stability. The inability to conduct
multivariate analyses, especially by length of time in
the U.S,, limits the conclusions. However, this is the
only data source of which we know that can provide
these drug patterns. Knowledge from this national
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database can assist in planning more in-depth
regional data collection to supplement these
findings.

In conclusion, immigrant Arab Americans use
marijuana, but they have lower lifetime and recent
use of marijuana than the reference group. Similarly,
immigrant Arab Americans reported non-medical
use of prescription drugs but less so than the
reference group. These patterns appeared to be due
to cultural factors as opposed to risk factor -
distribution or immigration-related factors. In
contrast, the prevalence of current
abuse/dependence for either marijuana or
prescription drugs did not differ between immigrant
Arab Americans and the reference group. Use of
these data should help tailored prevention and
treatment efforts reduce the burden of drug abuse to
Arab Americans and society.
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