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Abstract 

The purpose of this literature review is to contribute to a better understanding of the 

role played by perceived ethnic and religious discrimination on health among Muslims living 

in the West. It is also an important goal to investigate how the moderating role of identity 

influences this association. Through a search process in relevant electronic databases, I have 

identified and selected 15 papers which address the confluence of these issues. I use social 

identity theory and the acculturation model as the theoretical foundations to explore the ways 

in which perceived discrimination affects health. The findings of this thesis, which are meta-

findings from the 15 papers, heavily indicate that perceived discrimination predicts 

detrimental health outcomes among Muslims in the West, especially in relation to 

psychological health. In addition, the findings also suggest that the type of discrimination 

(i.e., individual or group-level) is important, because different types may have unique effects 

on identification processes and health effects. Moreover, the findings reveal that identity 

moderates the relationship between experienced discrimination and health outcomes. 

Specifically, I have found six major thematic clusters of identity that influence this 

association. These are: self-esteem, ethnic identity, religious identity, national identity, 

gender, and generation.  
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1. Introduction 

In the context of this thesis, the term Western world or Western countries involves 

most of the European countries, the United States of America, New Zealand, Australia and 

Canada. An increasing number of Muslims are residing in the West. Many of these Muslims 

are migrants, with their own set of ethnic and religious cultures and norms. Anti-Muslim 

discourse has also been on the rise, especially since the events of the 9-11 terrorist attacks. 

This has led to many Muslims experiencing discrimination. This may especially be the case 

for Muslims with high levels of visibility, who are easily identifiable. Discrimination has been 

linked to detrimental physical and mental health outcomes. There are different types of 

discrimination, but the two most common ones are individual-level and group-level 

discrimination. The term ‘perceived’ is important in relation to discrimination because what is 

interpreted as discrimination is influenced by who is being asked. Many immigrants, 

including Muslims, may have a hard time adapting to a new social environment as a result of 

perceiving that their ethnic and/or religious cultures are not compatible with that of 

Westerners’. This may especially be true for second generation Muslims, who might 

experience the need to negotiate multiple issues pertaining to identity processes, as well as the 

need to combine feelings of belonging to their ethnic and religious community with those to 

the host country (i.e., the society to which migrants are moving). Finally, ethnic and religious 

identity has been shown to be important aspects in the life of many Muslims, while also being 

linked to perceived discrimination and health.  

1.1. Research Focus 

The purpose of this thesis is to explore research in the field of perceived ethnic and 

religious discrimination and its effects on health outcomes among Muslims living in Western 

countries. It is also an important goal to explore the role of identification and acculturation in 

the ways discriminatory practices affect health. In specific terms, this is a literature review 

with a focus on these core concepts. Importantly, I have looked for papers that are relevant to 

my research questions - the research questions themselves did not emerge from my material. 

Moreover, I mainly rely on psychological research to contribute answer to the research 

questions, because many of the empirical studies identified belong in this domain. Through a 

search process in relevant electronic databases, I have identified and selected 15 research 

articles, which address the field of research where these issues converge. The main keywords 

used in combination with each other in this search were: perceived Muslim discrimination, 

health outcomes and identity. The empirical studies were selected because they all have in 
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common of exploring the detrimental health effects of perceived discrimination on one or 

more groups of Western Muslims, most of them also including the moderating influence of 

identity processes. They also all have in common of using quantitative methodologies.  

The findings of this thesis, which are meta-findings from the 15 papers, revolve 

around the effects of perceived discrimination as a direct negative impact on physical and 

psychological health outcomes. This association varies as a result of identity. Specifically, I 

have found six major thematic clusters of identity in these studies which enlighten my 

research questions, and which I discuss as my findings. These are: gender, generation, self-

esteem, ethnic identity, religious identity and national identity. Using this type of information, 

I am positioned to bring issues surrounding perceived Muslim discrimination to light. This 

thesis also contributes to the debate concerning whether certain dimensions of social identity 

are protective or harmful in the association between perceived discrimination and health 

outcomes. In addition, an understanding of Muslim discriminatory experiences may inform 

better clinical practice in multi-ethnic and multi-religious societies. 

In this thesis, I will explore the following research questions: How does perceived 

ethnic and religious discrimination affect the health of Western Muslims, and is there a 

moderating role of identity in this association? It is important to mention that while Muslim 

identity can be analysed in individual terms, such as: ethnicity, nationality, culture, and 

religion, none of these labels by themselves appears to capture its essence adequately 

(Jasperse et al., 2012). After all, many authors have noted that the demarcation between ethnic 

and religious identity is ‘blurred’, stating that these identity dimensions are positively 

intertwined for both first generation and second generation immigrants (e.g., Duderija, 2008; 

Güngör et al., 2011). In addition, being a part of a social group, such as a religion or ethnic 

community, has an impact on the health of individuals through their capacity to be 

internalised as part of a person’s social identity (Haslam et al., 2009). Social groups that 

provide individuals with a sense of meaning, purpose, and belonging (i.e., a positive sense of 

social identity) tend to have more positive health consequences associated with them. 

Therefore, in this thesis, I make use of social identity theory and the acculturation model as 

my main theoretical frameworks in order to better understand the multi-dimensional nature of 

Muslim identity and its relation to perceived discrimination and health outcomes. 

In the following three sections, I provide a background in the field of perceived 

discrimination, what is known about its effects on health, and the influence of identity. Since 



 

3 
 

 

many of the Muslims in the empirical studies are migrants, it is important to first say 

something about what this entails. 

1.2. Migration, Muslims and Conflict 

The world is increasingly becoming more globalized. Although there are numerous 

ways to define globalisation, it can be described as the movement of people, goods, services, 

and ideas across a widening set of countries (Goldin & Mariathasan, 2014). This global 

movement affects everyone on the planet, including people in the most remote communities. 

One of the consequences is that immigration takes place on a larger scale than before. 

Individuals may migrate for a number of reasons. For instance, some migrate to more 

economically developed countries in search of a better quality of life; some travel in order to 

achieve a better education; some for better work opportunities; some migrate because of their 

families and partners; and some migrate to escape war and persecution (Chan, 2014). This has 

contributed to the rapid expansion of urbanization, which involves that many people of 

different ethnic and religious backgrounds, including Muslims, now live in cities and interact 

with each other on a daily basis.  

Western Muslims are a diverse and heterogeneous group with origins in many 

different countries (Pew Research Center, 2017, 2018). They are also one of the largest 

immigration groups in the Western world. Specifically, in both Europe and the United States, 

their population growth is expected to increase significantly in the coming decades. 

Furthermore, in the early 1990s after the cold war, it has been argued that the West was in 

need of a new public enemy, and research has shown that Muslims gradually took that place 

(Fangen, 2021). But the events that really led to widespread and generalizing anti-Muslim 

discourse were the September 11 and subsequent radical Islamist terrorist attacks. People with 

anti-Islamic views wish to restrict Muslim immigration and Islamic religious practices. In this 

context, Islam is considered to be a homogenous and totalitarian ideology that threatens to 

destroy Western civilization. Specifically, the fact that some Muslims are extremists and 

perpetrate terrorist acts is generalized to encourage an attitude that Islam in general represents 

a threat. Furthermore, some extremists believe that Islam is slowly taking hold in European 

societies and replacing the secular and Christian values present there. According to such 

theories, Muslims in Europe have a hidden agenda where they will gradually seize political 

power on the continent. Fears also include that the white population will die out over time and 

be replaced by Muslims. The 2011 terror attacks in Norway is an example of such 

fearmongering, where the perceived Islamization of Europe was among several ideological 
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motives behind the terrorist’s bombing of the government quarter in Oslo, and the shootings 

of young people on the island of Utøya.  

Berry, a known acculturation researcher, has argued that immigrants are not as well-

respected nor trusted compared to ethnically born individuals in the West (Berry, 1997; Berry 

et al., 2006). Studies carried out in the last decades, primarily in countries with long and 

established traditions of immigration (e.g., USA, Canada), have documented the complex and 

multifaceted struggles and challenges faced by immigrants and their descendants. For these 

reasons and more, Muslims have become one of the most discriminated against groups in 

Western countries, as anti-Islam views have gradually become more prominent (Fangen, 

2021; Ocampo et al., 2018). For instance, the European Union Agency For Fundamental 

Rights [FRA] surveyed over 10500 Muslims residing in Europe and found that 39% of them 

had felt discriminated against as a result of their ethnic and/or religious background, among 

other grounds (FRA, 2017). Specifically, 17% of the Muslim respondents indicate having 

experienced discrimination on grounds of religion, which is a marked increase compared with 

10% in their previous report (FRA, 2010). Similarly, the Council on American Islamic 

Relations [CAIR] has reported a 60% increase in discriminatory anti-Muslim incidents in the 

US since 2016 (CAIR, 2018). 

1.3. Perceived Discrimination and Health 

Discrimination can be defined as beliefs, attitudes, institutional arrangements, and 

behaviours that tend to deny equal treatment to individuals or groups based on racial 

characteristics or group affiliation (Clark et al., 1999). Discrimination may be conveyed in 

many forms based on ethnicity, race, and religious membership (Brittian et al., 2015; Lee, 

2003). In the vast majority of the literature, discrimination has been robustly associated with 

poor health outcomes for minority groups (e.g., Bhui et al., 2005). Other factors, such as 

limited language experience, marginalized cultural identity, lack of opportunity to utilize 

skills and knowledge, trauma experienced prior to migration, and a highly stressful process of 

adjustment, have also been shown to have adverse health consequences for migrants, 

including for many Muslims in Western countries (Abbott, 2016; Liddell et al., 2016; Minas 

et al., 2013). While a vast majority of the literature suggests that minority groups are at higher 

risk of experiencing discrimination and detrimental health effects, there are some studies that 

indicate the opposite to be true. According to these studies, stigmatised group members 

frequently exhibit greater levels of psychological well-being than members of non-

stigmatized groups (e.g., Crocker & Major, 1989). 
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Modern research considers discrimination to be multidimensional, including but not 

limited to interpersonal (i.e., individual), institutional, and systemic (i.e., group) levels (Jones, 

1997; Sarwar, 2020). Interpersonal discrimination occurs between people (e.g., treating 

another person unfairly due to the social category to which he or she belongs, such as the 

effects of facing verbal insults on the bus), whereas systemic or institutional discrimination 

entails societal influences (e.g., repetition of acts and unfavourable decisions toward a target 

group, such as being excluded by government policies; media representation of minorities in 

derogatory ways). In the literature of Muslim discrimination, it is common to primarily 

investigate individual-level discrimination, but group-level discrimination has also been 

increasingly explored although it has showed inconsistent results. In relation to religious 

group-level discrimination, which is an important element in this thesis, it is vital to mention 

that the theory of Islamophobia can be understood as indiscriminate negative attitudes or 

emotions directed at Islam or Muslims (Bleich, 2011). Discrimination can also be experienced 

as overt (i.e., explicit) or covert (i.e., implicit) (Sellers & Shelton, 2003). An example of overt 

discrimination could be name-calling or intimidation, while covert discrimination may occur 

in more subtle ways, such as not being served in a restaurant, or receiving increased attention 

from law enforcement. 

The term ‘perceived’ is also important in relation to discrimination. Identity processes, 

such as having a strong ethnic or religious group identification (i.e., the subjective meaning of 

one’s ethnicity or religion and the feelings that one maintains toward one’s ethnic or religious 

group), are highly relevant to explain an individual’s perception of a situation as 

discriminatory (Operario & Fiske, 2001). Estimates and measures of discrimination rely on 

people’s subjective accounts of whether they have been the targets of prejudice (Deitch et al., 

2003). What is interpreted as discrimination is influenced by who is being asked. Not all 

minority members may perceive a situation as discriminatory. For instance, a stranger may 

simply be curious and ask complex questions about an individual’s religion, without having 

the intention of discriminating against him/her. However, this may reflect that much 

discrimination in contemporary society is covert, because openly denigrating minorities is 

incongruent with strongly advocated values of equality and is (in many Western countries) 

illegal (e.g., Dovidio, 2001).  

1.4. Identity and Adaptation Challenges 

It can be difficult for both Muslim and non-Muslim minority groups to acculturate 

(i.e., adapt) to a new society that has different cultural values than they are used to (Friedman 
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& Saroglou, 2010). Muslims who have been born and raised in the West may also have 

difficulty adapting to a Western society as a result of their multiple different identities, such 

as one’s religion or ethnicity. Implicit in the act of discrimination is the devaluing of an aspect 

of a person’s identity (Ellis et al., 2010), which may make the individual feel like they do not 

belong in the same group as the dominant society members, resulting in detrimental health 

consequences. One aspect of Muslim identity that has received attention in the West is the 

hijab, which involves the covering of Muslim women’s head and body (Droogsma, 2007). 

Because of its highly public and visible nature, the hijab makes it so members of the host 

society can easily identify the wearer as a Muslim (Weinreich, 1983), and therefore increases 

the complexity of social identity in migrant Muslim women (Ajrouch & Kusow, 2007). For 

Muslim men, visible attributes are often long beards or kufis. For people with such visible 

attributes, the stigmatization of these features can provide a cognitive framework from which 

other people make assumptions about the person (e.g., Jones et al., 1984). The awareness that 

others judge us because of our visibility may influence our thoughts, feelings, and behaviour 

(Steele & Aronson, 1995). Importantly, visible minorities are believed to be at greater risk for 

mental health problems, particularly due to the stress of perceived discrimination linked to 

visibility (Ajrouch & Kusow, 2007). 

Moreover, it is difficult for many Muslims to integrate into a new Western society, 

especially since the west emphasizes the notion of individualism rather than collectivism 

which is a central aspect for many countries in Asia (Schwartz et al., 2010). The former 

concept involves the idea that everyone should be able to manage on their own, independently 

of others, while the latter entails that people should always stay connected to their families 

and that there should constantly be made an attempt to increase and/or maintain the social 

status of the family. Since Muslims’ religion and cultural values are different from those of 

the majority group in a Western society, many of them may experience feeling marginalized 

in relation to the majority group (Schwartz et al., 2009). Even when Muslims are fully 

integrated in a new society, and thus have knowledge of languages and cultural traditions 

between multiple countries, it is often expected of them by the public to be loyal to and 

identify with only one of the countries: either the country of origin or the country of residence 

(Maalouf, 2000). This presupposes that there is only one affiliation that really matters, a kind 

of fundamental truth about each individual, that is determined at birth, never to change 

thereafter. However, many Muslims disagree with this notion and do not think nor feel this 

way. Many of these people are second generation immigrants, defined as individuals born to 
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immigrant parents (Rippy & Newman, 2006). On the other hand, first generation immigrants 

are described as individuals born in a foreign country and whose parents were also foreign 

citizens or born in a foreign country (Hashemi et al., 2020). 

While second-generation immigrants are often born and raised in the host country and 

primarily exposed to the host cultural environment during their formative years, there has 

been a growing concern about the role played by young Muslim generations in violent 

actions, such as riots and terrorist attacks in the West (Berry & Sabatier, 2010; Fine & Sirin, 

2007; Pahl & Way, 2006; Umaña-Taylor, 2016). Indeed, it is often argued that news media 

discourse commonly associates Muslim people with such acts (e.g., Poole, 2011). This leads 

to a negative representation of Muslim individuals, which results in the legitimization of 

discrimination against Muslims. Discrimination is particularly salient during the 

developmental period of adolescence when youth are becoming more aware of power 

dynamics within social group structures through their interpersonal interactions with others. 

Violent actions may also be the result of second generation Muslims’ need to negotiate 

multiple issues pertaining to identity processes, as well as the need to combine feelings of 

belonging to their ethnic and religious community with those to the host country. 

Furthermore, for many Muslim adolescents, their experience typically involves being name 

called, teased, and being excluded from peer groups (e.g., Verkuyten et al., 1997). For these 

reasons, concerns about the integration and psychological well-being of Muslim youth has 

also been on the rise (e.g., Berry et al., 2006).  

1.5. Thesis Organization 

Having introduced my thesis topic, research questions, and methodological approach, I 

will now present the layout of this paper. I first develop a theoretical framework focused on 

social identity theory and the acculturation model, and introduce how I use this to contribute 

to an understanding of perceived discrimination and health outcomes. I then present the 

literature review process, showing how I draw on 15 empirical studies to address the research 

questions. In the final section, I provide the main key results recurrent in my set of studies, 

discuss their implications, and provide some answers for the research questions I have set out 

to understand more about. 

2. Theoretical Framework 

While the detrimental implications of discrimination for health are clear, researchers 

have increasingly begun to examine the psychological processes underlying the relation 

between perceived discrimination and health outcomes. Two theoretical frameworks can 
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contribute to explain such an association: social identity theory expounded by Tajfel & Turner 

(e.g., Tajfel, 1974, 1982; Tajfel & Turner, 1979) and Berry’s acculturation model (e.g., Berry, 

1997). Research has shown that these two frameworks (among other constructs) are highly 

interrelated in the sense that they can be used in conjunction to help explain Muslims’ 

discriminatory experiences and the associated negative health effects in Western contexts 

(e.g., Padilla & Perez, 2003; Chan, 2014; Schwartz et al., 2006). Moreover, among the 15 

empirical studies examined, these two theoretical frameworks are commonly used as tools to 

understand these associations. 

 2.1. Social Identity Theory 

Social identity theory (also known as ‘SIT’) has been important in explaining 

intergroup relations, which can help explain the contexts surrounding perceived 

discrimination. SIT is the basic starting point for many theories and models in the present 

field, and is important in relation to a lot of the empirical studies, and therefore I believe it is 

essential to introduce it first before delving into Berry’s model of acculturation. Social 

identity theory (Tajfel, 1974, 1982) claims that people construct identities based on their 

knowledge of group memberships, and their affiliation to these groups determine in large part 

who they perceive they are and what actions they commit. In other words, SIT states that 

people think, feel, and act as members of collective groups. The theory was initially 

developed to better understand racism, prejudice, and discrimination, and it claimed that 

group-identification by itself could predict intergroup hostility. Such hostility involves 

aggressive behaviour or attitudes (e.g., discrimination) directed towards one or more members 

of an out-group (i.e., groups that an individual does not identify being a part of). These 

concepts are essential in relation to this thesis, in the sense that many Muslims may perceive 

to be a part of the same in-group (i.e., a group in which a person identifies being a member 

of), while experiencing being discriminated against by a majority out-group.  

One of the important aspects of SIT involves a categorization process that individuals 

do on an everyday basis, something which Turner et al. (1987) has made into a related theory. 

Self-categorization means placing oneself as a member of a social category. For example, an 

individual might think of themselves to be a student at university, a Muslim in a mosque and a 

teenager among friends. Thus, self-categorization is a part of a person’s self-concept. A self-

concept involves how we as individuals perceive ourselves, and is influenced by our previous 

experiences in life and by the perceived evaluation of others (Rogers, 1959). More 

specifically, a self-concept is the set of cognitive representations a person holds about who 
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they are. Moreover, another related dimension is the concept of intersectionality, which 

involves the examination of race, gender, ethnicity, sexual orientation, and religion, amongst 

others, and how their combination can empower or oppress an individual’s identity 

(Crenshaw, 1989). For instance, a Muslim that is also black, female and poor may experience 

more discrimination than someone that only belongs to one of these categories.  

It is argued that intergroup conflict (e.g., discriminating against an out-group) makes it 

more likely for people who are members of opposing groups to behave toward each other as a 

function of their respective group memberships (e.g., a Muslim), rather than in terms of their 

individual characteristics (Tajfel & Turner, 1979). This highlights the centrality of group 

identification, as it shows that dominant society members may collectively perceive followers 

of Islam to be a threat, which could result in further discrimination against Muslims and 

negatively influence their health. Therefore, in this thesis, group identification processes (i.e., 

the in-group and out-group aspects of SIT) will be used to explore the ways in which Muslims 

identify with ethnic, religious and/or national (i.e., host country) groups, as these are often the 

three types of groups that they are regularly in contact with (or at least encounter) in Western 

societies. The concept of intersectionality will also be drawn upon because many Muslims 

may feel like they belong to multiple vulnerable categories of identity, which could have 

detrimental health implications. 

According to Tajfel (1981), there are at least two main evolutionary reasons as to why 

humans construct social categories of themselves and other people. The first reason argues 

that it helps us by not wasting precious cognitive resources. It is easier for humans to 

automatically categorize people into certain social groups (and thus give them specific 

characteristics) than to consciously do this process for every person encountered. Additional 

details and information about the individuals involved are often neglected during this process. 

While such an automatic way of thinking is fast and effortless, it can in many cases bias our 

perspective because we tend to jump to conclusions based on limited information (World 

Bank, 2015). A common implication of this is confirmation bias, which is the tendency to 

automatically interpret information in ways that support our prior beliefs. People are often not 

rational when it comes to cognition. In everyday scenarios, we often rely on what we feel 

about a situation before we make a decision about what to do next. The second reason entails 

that social categories have a function of identification, where different groups are assigned 

separate values (Tajfel, 1981). This leads to an easier and faster distinction being made 

between in-group and out-group members. Specifically, people are able to identify other 
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individuals’ key categories (e.g., gender, race, age) within milliseconds of meeting, and they 

are especially quickly able to recognize members of their own group (Fiske, 2000). In earlier 

time periods of human history, it was crucial to understand whom to trust and which other 

groups to be sceptical of. This was especially the case for groups of people that were 

perceived to be different from one another. Both of these evolutionary reasons are important 

in relation to the research questions. Specifically, since many Muslims (especially women) 

are highly visible, it can be easy for out-groups to automatically identify them as followers of 

Islam using minimal amounts of information processing. 

 SIT posits three fundamental assumptions about identity (Tajfel & Turner, 1979), all 

of which have important implications for this thesis’ research questions. First of all, people 

want to perceive their own group as both different and better than other groups, as a way to 

maintain and increase their (collective) self-esteem (i.e., people strive to have a positive self-

concept in order to feel better about themselves). Specifically, Luhtanen & Crocker (1990, 

1992) define collective self-esteem (i.e., CSE) as the component of an individual’s identity 

that stems from the knowledge, value, and emotional significance that the individual attributes 

to their social group membership. In terms of applicability to Muslims in the West, high levels 

of self-esteem can be tied to identifying with ethnic, religious and/or national groups. In the 

literature, CSE has traditionally been considered as protective against negative mental health 

effects, through the process of in-group identification which encourages in-group solidarity 

(Tajfel & Turner, 1979). Self-esteem is considered to be an important aspect of mental health 

in the sense that it contributes to the measure of psychological well-being, which affects 

quality of life (e.g., Wylie, 1989). In this thesis, the concept of self-esteem will be discussed, 

as it not only is an essential health variable by itself that several of the empirical studies use, 

but it is also an important element in understanding group identification processes. 

Second, social groups and the members of these groups are assigned positive or 

negative values by individuals (Tajfel & Turner, 1979). Members of an in-group are usually 

assigned positive traits, which contributes to their psychological well-being, while out-groups 

are typically assigned negative ones. This is especially important in relation to this thesis’ 

research questions in the sense that Muslims often perceive themselves to be different and 

discriminated against by the host country majority group, as a result of their ethnic and 

religious cultures. Such social identities may negatively affect an individual if society 

negatively stereotypes (i.e., make broad generalizations) the group with which an individual 

identifies with. For instance, one negative stereotype is that all Muslims are radical terrorists. 



 

11 
 

 

An explanation for these assumptions is that humans tend to prefer things and people that they 

are familiar with, while fear and be sceptical of the ‘unknown’. While positive aspects of the 

in-group are often attributed to stable and enduring personality traits of the group, for out-

groups the same positive aspects are usually attributed to situational and temporary factors 

(e.g., luck or coincidence).  

Third, by way of the process of social comparison, an individual’s evaluation of their 

own group depends on how they perceive their group compared to other groups (Tajfel & 

Turner, 1979). Humans have an intrinsic need to evaluate their skills and abilities, and the 

way this is done is by comparing oneself to other people. Members of an in-group will often 

maximize the perceived differences between themselves and outside groups, minimize the 

perception of differences between in-group members, and remember more positive 

information about the in-group and more negative information about the out-groups. If the 

perceived comparison process is positive (i.e., they perceive their own group to be better than 

the outside group), then this will often enhance the in-group’s self-esteem, resulting in better 

psychological outcomes. However, the opposite outcome may occur if the perceived 

comparison is negative. In addition, through the process of social mobility, if an individual is 

not satisfied with the conditions imposed upon their lives by the membership in social groups 

or social categories to which they belong, it is possible for them to move into another group 

which suits them better, as a way to improve their self-esteem (Tajfel & Turner, 1979). If the 

individual does not have an opportunity to change groups (or be part of another group), it 

could result in negative attitudes towards out-groups and positive attitudes toward the in-

group (Herda, 2018). This is especially important in relation to the research questions, 

because Muslim migrants (who often do not have the same physical characteristics as Western 

individuals) may have trouble becoming a part of the majority group. This could further 

incentivize them to favour members of their own group (i.e., in-group favouritism) and be 

sceptical of outside influence, which could ultimately result in conflict and prejudice between 

the two groups, and therefore affect the health of Western Muslims. Thus, the concepts of 

social mobility and social comparison will also be lightly touched upon in the discussion, 

because of their relevance to group identification processes and health (i.e., self-esteem). 

Frameworks such as the rejection-identification model (Branscombe et al., 1999) 

suggests that perceived discrimination and rejection lead individuals to intensify their in-

group identifications, which in turn protects psychological well-being (e.g., less depression, 

anxiety and psychosomatic symptoms) and increases life satisfaction and self-esteem (Heim et 
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al., 2011; Vedder et al., 2007). Alternatively, the rejection-disidentification model posits that 

discrimination may increase in-group identifications, while also decrease identification with 

the host national out-group (Jasinskaja-Lahti et al., 2009). Both frameworks can be 

abbreviated to the RIM and RDM, respectively. While both models have received support, 

they are constantly receiving important refinements. For instance, Armenta and Hunt (2009) 

called attention to the importance of distinguishing between personal experiences of 

discrimination and perceptions of group discrimination. Specifically, they found that personal 

discrimination (i.e., directed at an individual’s appearance and attributes) was associated with 

lower personal self-esteem, but group discrimination (i.e., directed towards an entire group’s 

appearance and attributes) was related to higher personal self-esteem as it increased in-group 

identification. This is important in relation to the research questions, in the sense that Muslim 

communities who experience group discrimination may react differently compared to Muslim 

individuals who perceive personal discrimination. Therefore, in this thesis, the different types 

of perceived discrimination (i.e., individual-level and group-level) and their implications in 

relation to group identification and health effects will be discussed. In addition, both the RIM 

and RDM will be used to assess perceived discrimination and its relation to group 

identification and health effects, because these models embody many of the key SIT 

mechanisms (i.e., perceived discrimination, identification with in-group and out-group, and 

self-esteem). 

2.2. Acculturation Model 

While SIT focuses on why and how individuals identify with specific social groups for 

the purpose of establishing self-esteem, the acculturation model primarily revolves around 

social interaction between different cultural groups. Since many of the Muslim participants in 

the empirical studies are considered to be migrants, the acculturation model perfectly 

complements SIT. This is because migrants, including many Muslims, often come from 

different ethnic and/or religious cultural backgrounds. The acculturation model can provide 

insight into the consequences many migrant Muslims face when moving to a new country in 

the West. 

Acculturation is the process of social and psychological adjustment that occurs when 

immigrants and/or minority groups come into contact with members of another culture (Berry, 

1997). There are many factors that influence the different ways in which people acculturate 

(Padilla & Perez, 2003). These include family structure and function, adherence to religious 
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beliefs and practices, gender, power relationships between the majority and minority groups, 

personality characteristics, and age of onset of intergroup contact.  

While Berry was not the first to propose an acculturation framework, much of the 

research on contemporary post-migration identity processes and adaptation outcomes stems 

from his model of acculturation (Giuliani et al., 2018). Many earlier frameworks were 

unidimensional and claimed that the more an individual adapts to a new culture, the less 

contact they will maintain with their heritage culture (Berry, 2005; Padilla & Perez, 2003). In 

the end, the complete adoption of the new culture was thought to be the ultimate goal of the 

acculturation process. But this was soon to be refuted. Berry’s bidimensional model 

recognized the importance of multicultural societies, minority individuals and groups, and the 

fact that individuals have a choice in the matter of how far they are willing to go in the 

acculturation process. Specifically, Berry held the belief that minority members could reverse 

their acculturation process to the dominant group and revert to their former cultural heritage. 

Berry argued that this could happen if immigrants perceive that members of the dominant 

group have low and stigmatized expectations of them. Thus, the process of acculturation is 

complicated and not merely the outcome of two cultural groups being in contact with each 

other.  

For many immigrants, like most Muslims, the process of acculturation brings specific 

challenges that produce greater distress than the normal stressors of everyday living (Ahmad 

et al., 2005; Berry, 1997, 2006). These include the stress associated with the experience of 

relocation itself, loss of social support networks, the challenges of sociocultural adaptation, 

and dealing with a potentially discriminatory host environment. Consequently, studies have 

shown that immigrants may acculturate to a new society based on a strategy Berry termed 

marginalization, which involves that individuals do not manage to maintain their origin 

culture nor incorporate the values of the new host culture, often resulting in maladaptive 

outcomes (Berry, 2005; Berry et al., 2006; Berry & Sam, 2010). These include psychological 

distress, lower self-esteem, behavioural problems, and poor school adjustment. Acculturation 

studies have shown that the stress experienced by immigrants has consistent negative effects 

on mental health; it is related to greater depression and anxiety, feelings of isolation and 

exclusion, heightened psychosomatic symptoms, suicidal ideation, and identity confusion 

(Crockett et al., 2007; Jibeen & Khalid, 2010; Kosic, 2004; Szabo et al., 2017; Yeh, 2003).  

However, if the challenges that generate distress are overcome, the negative outcomes 

can be mitigated. For instance, Berry et al. (2006) found that identification with the ethnic 
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culture contributes positively to psychological adaptation, while identification with the host 

culture predicts better sociocultural adaptation. Specifically, more positive adaptation 

outcomes, such as Berry’s strategy of integration (i.e., biculturalism), imply that immigrants 

are able to navigate between their own heritage culture and the national culture, often 

resulting in better psychosocial outcomes (Berry, 1997, 2005, 2006). These include greater 

self-esteem, self-efficacy and life satisfaction. In addition, Berry lists two more types of 

acculturation strategies that have received mixed findings regarding psychosocial outcomes. 

These are assimilation (i.e., individuals adopt the cultural norms of the host culture and 

neglect origin culture) and separation (i.e., individuals reject the host culture in favour of 

preserving their heritage culture). Furthermore, research suggests that people's acculturation 

strategies can vary between their private and public lives (Arends-Tóth & van de Vijver, 

2004). For instance, individuals may reject the values and norms of the host culture in their 

private life (e.g., allowing corporal punishment on minors, even though this is against the 

law), while adapting to the host culture in public (e.g., celebrate host country’s national day). 

In this thesis, the acculturation model, specifically Berry’s different acculturative strategies, 

will be used to help understand the relation between group identification and adaptation 

outcomes among Muslim migrants. 

Moreover, it has been well established that religiosity, as the degree of an individual’s 

involvement and personal significance attached to a belief system (Aflakseir, 2012), has a 

positive role in the acculturation process and adjustment to the host society, in addition to 

being associated with better physical and mental health, for immigrant populations (Abu-

Rayya & Abu-Rayya, 2009; Harker, 2001; Hackney & Sanders, 2003). For example, religion 

has been shown to be a main source of social support for migrants, which involves 

individuals’ beliefs about the availability of help provided through their social environment, 

including friends, family, and significant others. This may be because of religion providing a 

social system allowing migrants to be a part of a social network made up of people with 

similar backgrounds, interests, and values (Davis & Kiang, 2016; Merino, 2014; Newman et 

al., 2018). Moreover, the task of coping with multiple cultural systems of reference is 

intensified within societies where immigrants experience discrimination and rejection for their 

religious and/or ethnic affiliations (Brewer, 2010). High levels of perceived discrimination 

can contribute to explain why a strategy of integration may not be seen as a feasible choice for 

Muslims living in the West, which forces them to rely on their own group for social support 

(Fleischmann et al., 2011; Heim et al., 2011).  
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2.3. Applicability of Theory in Relation to Research Questions 

In summary, I will use the social identity theory and the acculturation model to shed 

light on the complex relationship between perceived discrimination and health outcomes. I do 

this by using core theoretical concepts in discussing the relationship between perceived 

discrimination and health. Specifically, the in-group and out-group aspects of SIT will be used 

to explore the ways in which many Muslims identify with ethnic, religious and/or national 

groups. The concepts of intersectionality, social mobility, and social comparison will also be 

touched upon, because of their relevance to group identification and health. In addition, self-

esteem will be used, as it not only is an essential health variable by itself, but is also important 

in understanding group identification processes. Moreover, the different types of perceived 

discrimination (i.e., individual-level and group-level) and their implications will be discussed. 

Most of these mechanisms are manifested through the RIM and RDM, and therefore these two 

models will be used to assess perceived discrimination and its relation to group identification 

and health outcomes.  

Finally, the acculturative model will be used because many of the Muslims in the 

empirical studies are migrants. The acculturative model, specifically Berry’s different 

acculturative strategies, can contribute to help understand the relation between group 

identification and adaptation outcomes among Muslim migrants. Despite the mostly positive 

associations between religious/ethnic factors and identity processes, many Muslims may 

acculturate to a society based on a maladaptive strategy as a result of perceived 

discrimination, resulting in negative health outcomes. For instance, Muslims who adopt a 

strategy of separation (i.e., individuals reject the host culture in favour of preserving their 

heritage culture) may experience more discrimination from the host country out-group, but 

may be more resilient to the detrimental effects of this as a result of their identification with 

their ethnic and/or religious communities.  

Without these theoretical foundations, it is hard to understand the indirect processes 

that shape discriminatory experiences and health outcomes. Specifically, research suggests 

that social identity theory (i.e., in-groups and out-groups) is essential in understanding the 

adjustments made as part of the acculturation process (Côté, 2006; Schwartz et al., 2006). For 

instance, individuals being part of both the national and ethnic groups (i.e., in-groups), and 

being accepted as being a member by both groups, can provide them with goals, values and 

beliefs that results in positive adaptation and health outcomes. In other words, we cannot 

easily discuss Western Muslims’ perceived discrimination and its effects on health without 
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also assessing identity, because this is an important variable that affects the association to a 

large extent. 

Both SIT and the acculturation model have important implications for Western 

Muslims perceptions of discrimination and health outcomes. While there are many different 

types of Muslims, as well as individual differences in the degree to which they uphold Islam’s 

values and norms, it is safe to claim that many of them share an experience of belonging to a 

stigmatized religious and/or ethnic identity. Muslim identities may be considered to have 

negative implications in some Western contexts where Muslims are considered to be a 

minority group, often far away from their home countries. If a Muslim minority group in the 

West perceives themselves as disadvantaged and discriminated against compared to other 

groups in society, it could result in individuals from this group constructing a negative 

identity (i.e., having negative self-esteem) about themselves, resulting in maladaptive health 

outcomes. This may especially be true for Muslims who are expected to adhere to ethnic, 

religious and national norms and values, which may leave them to be overwhelmed and 

confused. In addition, negative attitudes towards Muslims may slowly turn into negative 

stereotypes, which can drastically affect their well-being. This may be the case for girls 

wearing hijab, who are easily identifiable as Muslim and can therefore be more susceptible to 

discriminatory experiences.  

3. Literature Review 

In this thesis, I explore Western Muslims experience with religious and ethnic 

discrimination, and how such perceptions of discrimination affect their health. I also 

investigate how the moderating role of identity affects the relationship between perceived 

discrimination and health outcomes. There is a large body of empirical literature in this field, 

and the majority of it has been conducted in the United States, but there is an increasing 

amount of studies appearing in other Western contexts, such as in Europe, New Zealand, 

Canada and Australia. Through a search process, I identified 15 papers that address the issues 

surrounding perceived discrimination, its impact on health outcomes, and the influence of 

identity on Muslims in the West. Therefore, in the following literature review, I will limit 

myself by briefly presenting 15 empirical studies that contribute to our understanding of these 

associations. Afterwards, I will explore and discuss common themes that are relevant across 

the empirical research. These themes are what I call findings in my material, and are tied to 

different types of identity: self-esteem, gender, generation, ethnic identity, religious identity, 

and national identity. 
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All of the empirical studies use psychological and quantitative methods, with the 

exception of Ellis et al.’s (2010) research which also uses qualitative interviews, a study 

which was included because of its particular relevance to the research questions. The studies 

also use similar types of scales to evaluate perceived discrimination, specific health outcomes, 

and specific types of identity. As an example, Ellis et al. (2010) use an instrument designed to 

assess cases of perceived discrimination, a Post-traumatic stress disorder (PTSD) scale, a 

depression scale, and an acculturation scale assessing American and Somali identity. 

Moreover, because of the large amount of empirical studies to be presented and the 

complexity of the thesis, I will aggregate the main research samples across the articles. In 

general, the sample sizes of the empirical studies range from a hundred to several hundred 

Muslim participants. A majority of the studies that take gender into consideration have an 

equal mix of men and women. The subjects’ ages vary greatly, ranging from young 

adolescents (10) to elderly (79). Many of the participants across the studies are also split into 

different types of Muslim categories, mainly either first or second generation Muslims. Lastly, 

two of the studies (i.e., Rousseau et al., 2011, 2013) also use Haitians as a control group. 

It is also important to note that I would likely have gained different insights if I had 

relied more heavily on qualitative studies. This is because qualitative studies more accurately 

reflect the subjective experiences of individuals. Nevertheless, if I were to mostly use 

qualitative research, I believe it would have been more difficult to look at the moderating 

influence of identity in the association between perceived discrimination and health outcomes, 

because such studies generally use small sample sizes and are more difficult to interpret. 

I used electronic databases to identify relevant articles. These databases included: 

Google Scholar, PsycINFO and JSTOR. The searches included all studies to date, produced in 

the English language. The main keywords used in combination with each other were: Muslim, 

ethnic, social identity, social identity theory, acculturation, acculturation model, perceived 

discrimination, Western, health effects, health outcomes, and well-being. This generated a 

vast number of hits, which I narrowed down by manually picking out articles that were 

directly relevant to my research questions. Specifically, the articles were initially reviewed for 

relevance based on their titles and later through reading their respective abstracts. I only 

included research that explore the association between perceived discrimination and health 

outcomes, as well as studies that investigated the influence of social identity processes in the 

association between perceived discrimination and health consequences. While this is not a 

comprehensive review of the literature in my field of focus, I believe these 15 enlighten on 
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my research questions and in various ways discuss aspects of how Muslims tangle with these 

issues. 

 In addition, a vast majority of studies in the field evaluate psychological health 

outcomes, often neglecting physical health consequences. This is most likely due to the 

difficulty of measuring physical health-related changes, such as stress or blood-pressure. 

Therefore, I only found a few studies that examine physical health. Furthermore, I include 

studies done on both perceived individual-level discrimination and perceived group-level 

discrimination. Finally, a couple of the empirical studies (i.e., Ellis et al.’s., 2010; Kira et al., 

2010) explore specific groups of Muslims (i.e., Somali Muslim and Iraqi Muslim refugees), 

which have been included in order to better understand the specific experiences of Islamic 

subgroups. This is in contrast to the remaining 13 research that more broadly looks at 

different types of Muslims living in the West. Nevertheless, all of the empirical studies 

explore similar types of variables, including: perceived discrimination, health outcomes and 

identity processes. In the following section, I briefly introduce the material I have analysed. 

3.1. Presentation of Material Related to Key Variables 

I find it useful to present the cluster of 15 empirical studies in relation to their 

operationalisation of key research variables. Specifically, I split the studies into different 

segments, and I created and organized each segment’s name based on the key variables of the 

studies. My intention is to bring out the thematic scope of this material. While many of the 

research variables across the articles overlap with each other (e.g., such as perceived 

discrimination and health being relevant across all the studies), my overarching goal is to 

clarify the key distinctions and similarities among the research. 

3.1.1. Perceived Discrimination and Health 

This segment highlights three studies that explored the relationship between perceived 

discrimination and health outcomes, with little say on the role played by identity processes.  

Rippy & Newman (2006) investigated the effects of perceived discrimination and 

religiously-based hate crimes on paranoid ideation and general anxiety in Muslim Americans. 

In this context, hate crimes were defined as criminal actions with the intention to harm or 

intimidate individuals based on their race, ethnicity, sexual orientation, religion, or minority 

group status. 

Kira et al. (2010) created their own type of perceived discrimination scale (i.e., 

backlash trauma scale, known as BTS), and measured its relationship with cumulative trauma 

disorders (CTD), post-traumatic stress disorder (PTSD), and other psychological and physical 
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health outcomes among Muslim Iraqi refugees living in Wayne County. Backlash, in the 

context of this study, was defined as intensified reactive acts of discrimination toward one or 

more minority groups as a response to an act of aggression committed by individuals or 

groups perceived to be associated with that minority group, such as 9-11 and Muslims. 

Rousseau et al. (2011) compared perceived discrimination from 1998 to 2007 among 

recently arrived Arab (Muslim and non-Muslim) and Haitian immigrants to Montreal. 

Specifically, they studied the association between perceived discrimination and psychological 

distress in 1998 and 2007. 

3.1.2. Self-esteem 

This segment includes three studies that investigated the role played by self-esteem in 

the relation between perceived discrimination and health consequences. As a reminder, it is 

important to understand that self-esteem is both an identity process and a health effect. 

In a follow-up study, Rousseau et al. (2013) analysed the roles of collective self-

esteem (CSE) and religiosity in the relationship between perceived discrimination and 

psychological distress among recently arrived Arab (Muslim and non-Muslim) and Haitian 

immigrants to Montreal.  

Every & Perry (2014) investigated the effects of perceived interpersonal (individual) 

and perceived systemic (group) religious discrimination on self-esteem among Muslim 

Australians.  

Ameline et al. (2019) examined the mediating role of Muslim group identification in 

the association between perceived religious discrimination in the news media, perceived stress 

and self-esteem. 

3.1.3. Gender 

This segment contains three studies that looked into the influencing role of gender in 

the association between perceived discrimination and health outcomes. 

Ellis et al. (2010) explored the association between perceived discrimination, social 

identity, and mental health outcomes among Somali Muslim refugees in the United States. 

Identity was defined in terms of acculturation and gender.  

Jasperse et al. (2012) examined how psychological, behavioural, and visible aspects of 

identity relates to each other, to perceived discrimination, and to well-being among Muslim 

women immigrants in New Zealand. In this study, pride, belonging, and centrality (i.e., the 

amount of time spent thinking about being a group member) were the basis of psychological 

identity, while behavioural aspects of Muslim identity involved specific prescribed religious 
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practices (e.g., praying, reading Quran or attending Mosque). For Muslim women, visible 

identity consisted of wearing the hijab.  

Maes et al. (2014) investigated the association between perceived ethnic personal and 

group discrimination and internalizing (e.g., anxiety & depression) and externalizing 

(aggressive, violent, delinquent) problem behaviours in Muslim-Dutch immigrant early 

adolescents. In addition, the moderating role of ethnic, religious, and national group 

identification were examined in relation to gender.  

3.1.4. Ethnic, Religious and National Identity 

This segment focuses on six studies that examine the role played by ethnic, religious 

and national identity in the relationship between perceived discrimination and health effects. 

Stuart et al. (2020) studied the relation between social identity, perceived 

discrimination, and depressive symptoms among British Muslims. The Rejection-

Identification and Rejection Disidentification models were used to assess social identity.  

Lowe et al. (2019) explored the associations between perceived discrimination, major 

depression (MD), and generalized anxiety disorder (GAD) symptoms among Muslim 

American College students, and whether this relationship is moderated by Muslim American 

identity.  

Giuliani et al. (2018) investigated the mediating role of ethnic, national, and religious 

identity in the association between perceived discrimination and two aspects of psychological 

well-being (i.e., depression and satisfaction with the migrants decision related to their choice 

of leaving the country of origin), by comparing first and second generation adult Muslim 

Italian immigrants.  

Hashemi et al. (2020) examined the relative contribution of religious identity, social 

support, social connectedness (i.e., how close people are to national, ethnic and/or religious 

communities), and perceived discrimination on the psychological well-being of Middle 

Eastern Muslim immigrants in Australia.  

Stuart & Ward (2018) investigated the effects of religiosity and perceived 

acculturative stress on the mental health of Muslim immigrant youth in New Zealand. 

Acculturative stress encompassed two dimensions: discrimination distress caused by 

perceived religious discrimination and distress caused by cultural transition (i.e., experiences 

of change that challenge one’s understandings about how to live).  

Balkaya et al. (2019) examined the mediating roles of Muslim-American adolescents’ 

religious and national group identities in the associations between their perceptions of 
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individual-level religious discrimination and internalizing (e.g., anxiety & depression) and 

externalising (e.g., aggressive, violent, delinquent) behaviours. They also assessed the 

moderating role of their perceptions of group-level discrimination (i.e., Islamophobia) in these 

mediated associations.  

4. Findings 

The present thesis contributes to our knowledge of Muslims experiences by making 

use of 15 empirical studies that examine different types of discriminatory relationships. There 

were two research questions guiding the thesis: How does perceived ethnic and religious 

discrimination affect the health of Western Muslims, and is there a moderating role of identity 

in this association?  

4.1. Discrimination and Health 

The overall findings across the material strongly support a negative relationship 

between perceived discrimination and health outcomes. Specifically, a vast majority of the 

empirical studies indicate that perceived ethnic and/or religious discrimination have large 

detrimental implications for Western Muslims’ psychological health. This includes: 

depressive symptoms, anxiety, psychological distress, reduced psychological well-being, 

stress, paranoid ideation, post-traumatic stress disorder (PTSD), cumulative trauma disorders 

(CTD), internalizing and externalizing symptoms, and changes in self-esteem levels. In 

addition, while most of the studies focus on mental health, discriminatory experiences also 

has an impact on Muslims’ physical health. Specifically, backlash trauma (i.e., intensified 

reactive acts of discrimination) had severe negative effects on neurological, blood pressure 

related, respiratory, and digestive disorders (Kira et al., 2010). It is important to note that 

some of the listed negative psychological outcomes also have an impact on physical health, 

especially in combination with each other. For instance, individuals who report discrimination 

often have higher levels of stress (Sellers & Shelton, 2003). High amounts of stress could 

result in these people experiencing increased levels of anxiety. Anxiety symptoms include 

physical symptoms such as: increased muscle tension and heart rate, difficulty concentrating, 

excessive sweating and shaking, among others (Endler et al., 1991). 

My material underscores that Muslims in the West experience different types of 

discrimination. For instance, Ellis et al. (2010) found that 72% of the Muslim Somali 

participants stated that they had experienced at least one act of discrimination (e.g., such as 

having others act as though they are ‘better than you’, treated with less courtesy or being 

insulted, among others). Rippy & Newman (2006) showed that 55% of the Muslim American 
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participants reported being victim of an incident of hate crime violence or discrimination at 

some time in their life, the most common form of discrimination experienced being verbal 

harassment. Rousseau et al. (2011) indicated that, regardless of a participant’s cultural or 

religious group, perceived discrimination significantly increased from 1998 to 2007 for both 

Muslims and Haitians, but surprisingly, this had more detrimental health consequences (i.e., 

psychological distress) for Haitians than for Muslims. In their follow up study, Rousseau et al. 

(2013) found that, in comparison to their Arab-Muslim and non-Muslim counterparts, Haitian 

participants reported more frequent and extensive discrimination experiences. This indicates 

that Muslims are not the only minority group that is vulnerable to discriminatory experiences. 

In other words, many Western Muslims perceive discrimination which leads to 

detrimental health outcomes. Therefore, my material supports much of the literature in the 

field of perceived discrimination and its negative effects on health. 

4.2. Generational Differences in Health Effects 

In general, these types of detrimental health outcomes seem to apply for both first-

generation and second-generation Muslims, but perhaps more so for the latter group. For 

instance, Rippy & Newman’s (2006) study showed that second-generation Muslims 

experienced more group discrimination than first-generation and convert Muslims. In 

addition, Giuliani et al. (2018) found that, for second generation Muslim immigrants, 

perceived discrimination was directly associated with lower psychological well-being (i.e., 

more depression and lower satisfaction with the migration decision). In contrast, among first 

generation Muslim immigrants, discrimination was directly correlated only with one aspect of 

psychological well-being (i.e., lower satisfaction with migration decision). Stuart et al. (2020) 

revealed that second generation Muslims had significantly higher levels of perceived 

Islamophobia, personal discrimination and depressive symptoms. These findings indicate that 

second generation Muslims may have a harder time integrating into a new society as a result 

of their dual identities.  

4.3. Influence of Gender on Identity in Health and Discrimination 

With the exception of Rippy & Newman’s (2006) study, boys seem to experience less 

discrimination than girls, because they can dress in ways that don’t identify them as Muslim 

(Ellis et al., 2010; Jasperse et al., 2012). On the other hand, more religious discrimination is 

directed towards visible girls, such as those wearing a headscarf. While girls are reported to 

experience increased levels of anxiety and depressive symptoms (e.g., Rousseau et al., 2011, 

2013), it is also argued that they have stronger resilience as a result of being more connected 
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to their ethnic and religious groups, and therefore receive stronger social support. Specifically, 

many of the studies found that a strong ethnic identity, religious identity and/or national 

identity were associated with better adaptation outcomes, greater life satisfaction, and fewer 

psychological symptoms. For instance, Balkaya et al. (2019) found that adolescents who had a 

strong sense of belonging to both their religious and mainstream American cultural groups 

were less likely to report internalizing and externalizing symptoms. In another example, 

Ameline et al. (2019) showed that the more Muslims perceive discrimination, the more they 

will identify with their Muslim in-group and the less they will perceive stress.  

In contrast, Maes et al. (2014) found that while girls’ ethnic group identification had a 

protective role in the relation between perceived discrimination and internalizing problems, 

religious group identification had a sensitizing effect on the association between perceived 

discrimination and internalizing and externalising problem behaviours. In other words, for 

girls who strongly identified with their religious group, the association between perceived 

discrimination and internalizing and externalizing problem behaviours were stronger than for 

girls who weakly identified with their religious group. However, the authors themselves admit 

that religious identification by itself does not imply that it is a direct risk factor for 

internalizing or externalizing problems. After all, their results also show that higher levels of 

religious identification was directly associated with lower levels of externalizing problems. 

Moreover, girls who engage in their ethnic and religious groups less frequently may be 

more susceptible to discrimination, often resulting in maladaptive psychosocial outcomes 

such as heightened anxiety or feelings of being unsafe in the host country (Ellis et al., 2010). 

Specifically, girls who choose not to wear the headscarf or in other ways disassociate 

themselves from their ethnic or religious groups may be at risk of discrimination or 

harassment from members of their own in-groups.  

In short, girls seem to experience more discrimination than boys as a result of being 

more visible. However, girls also seem to have stronger resilience against the detrimental 

health effects of discrimination as a result of being more connected to their ethnic and 

religious communities. In addition, girls who engage in their ethnic and religious groups less 

frequently may be more susceptible to discrimination, particularly from members of their own 

in-group. 

4.4. The Harmful Role of Identity 

While many of the empirical studies report that Muslim identification with ethnic, 

religious, and even national groups act as protective barriers to the detrimental effects of 
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perceived discrimination, not all of the research conclude that social identities are associated 

with more favourable health outcomes. Indeed, some of the studies have come to the opposite 

conclusion. Stuart et al. (2020) found that Muslim identity (but not national identity) was 

weakly associated with greater depressive symptoms. Stuart & Ward (2018) suggested that 

religious practices exacerbated the negative effects of perceived discrimination on well-being 

for those engaged in high levels of such religious activities. In addition, high levels of 

religious practices also exacerbated the detrimental effects of perceived religious 

discrimination distress on depression. Lowe et al. (2019) stated that the most severe anxiety 

symptoms (but not depressive symptoms) were observed in participants reporting a strong 

Muslim American identity and high levels of perceived discrimination. In other words, having 

a strong Muslim American identity exacerbated the relationship between perceived 

discrimination and anxiety symptoms.  

Hashemi et al. (2020) showed that having a strong religious identity was related to 

higher perceived discrimination, which in turn resulted in lower psychological well-being. In 

the same study, it was also stated that the experience of discrimination did not make Muslim 

migrants turn to their ethnic group for protection and support as a way to increase their 

psychological well-being, even though social support by itself was found to have a large 

positive effect on this health outcome. Kira et al. (2010) showed that one of the 6 trauma sub 

types, the collective identity trauma factor (i.e., discrimination related to one or more aspects 

of one’s identity), was highly correlated with backlash trauma (BTS) and a strong predictor of 

both PTSD and cumulative trauma disorders. This is because BTS and collective identity 

trauma are similar in the sense that the former is a part of the latter (i.e., backlash trauma is 

one of the collective identity traumas). 

In essence, some of my material underscores that social identities (particularly 

religious identity) can have maladaptive implications in the association between perceived 

discrimination and health outcomes.  

4.5. The Complexity of Identity  

Yet, other studies show more complicated identity relationships. For example, Stuart 

& Ward (2018) concluded that religious identity acts as a protective barrier against the 

detrimental effects of perceived religious discrimination on depression. However, greater 

religious identity was also associated with an increased susceptibility to the detrimental 

impact of cultural transition distress (i.e., experiences of change that challenge one’s 

understandings about how to live) on depression. Jasperse et al. (2012) found that 
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psychological Muslim identity (i.e., centrality, pride and belongingness) was associated with 

an increased susceptibility to the detrimental impact of perceived religious discrimination on 

psychological well-being. However, the behavioural component of Muslim identity (i.e., high 

levels of engagement in Islamic practices) was revealed to buffer this effect. Specifically, 

while Muslims may experience more discrimination as a result of their religious identity, 

religious practices may serve as a coping resource in times of stress. Both of these studies 

suggest that identity serves as both a negative and positive influence in the association 

between perceived discrimination and health outcomes.  

Giuliani et al. (2018) found that high levels of perceived discrimination among second 

generation (but not first generation) Muslim immigrants was linked to weaker national 

identification and greater religious identification. In this context, national identification was 

linked to higher levels of satisfaction regarding their migration decision, while religious 

identification was associated with lower levels of satisfaction. In addition, their study failed to 

confirm the buffering role played by ethnic and religious identity on well-being among both 

first and second generation Muslim immigrants. Specifically, no significant association was 

found between ethnic identity and well-being for either first or second generation immigrants. 

Unlike previous studies suggesting that religiosity is positively related to well-being, it was 

here found that religious identity (including measures of identification with Islam and 

engagement with practices) did not have a positive impact on well-being. Rather, a negative 

link between religious identity and satisfaction with migration was found among both Muslim 

generations: that is, the more important the religious dimension was for them, the more 

dissatisfied they were with their choice to leave their country of origin and to live in another 

context. Balkaya et al. (2019) found that at low levels of perceived group discrimination (i.e., 

Islamophobia), individual-level religious discrimination was associated with lower levels of 

identification with the national group and more internalizing and externalizing problems 

among Muslim-Americans. However, at higher levels of perceived group discrimination, 

individual-level discrimination was linked to greater identification with the national group and 

less internalizing and externalizing health problems. Muslim identity (unlike national 

American identity) did not mediate the associations between individual-level religious 

discrimination and adjustment outcomes. In other words, when Muslims perceived that their 

group was not as discriminated against, and when individually targeted by discriminatory 

acts, they did not identify with the national group and experienced worse health outcomes. 

But when they perceived that their group was greatly discriminated against, and when 
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individually targeted by discrimination, they identified with the national group and 

experienced better health outcomes. Both of these studies indicate that ethnic and religious 

identity had a harmful effect in the association between perceived discrimination and health. 

This is in contrast to national identity, which was found to have a surprisingly positive 

influence in this relationship. 

Another key variable explored in the literature review is the role played by self-

esteem, because of its relationship with not only health outcomes, but also to SIT. Every & 

Perry (2014) found that both perceived interpersonal discrimination and perceived group 

discrimination significantly predicted self-esteem among Muslims. Specifically, interpersonal 

discrimination was associated with lower self-esteem (i.e., less in-group identification), while 

group discrimination was related to an increase in self-esteem (i.e., more in-group 

identification). Surprisingly, Ameline et al. (2019) found that neither perceived discrimination 

nor group identification was found to be associated with self-esteem. Rousseau et al. (2013) 

found that CSE (i.e., collective self-esteem) buffers the negative effects of discrimination on 

psychological distress. Specifically, Participants who reported higher levels of discrimination 

along with higher levels of CSE reported fewer anxiety and depression symptoms compared 

to participants who reported higher discrimination levels along with lower CSE levels. 

However, the observed interaction effect between discrimination and CSE suggests that 

repeated exposure to discrimination negatively impacts perception of the in-group (i.e., 

negatively affects the CSE), which may be a risk factor for mental health problems. 

Nevertheless, such detrimental associations between religiosity, CSE and psychological 

distress stands in contrast to previous research, the majority of which suggests that CSE (or 

self-esteem) and religiosity are protective against psychological health problems. These 

empirical studies indicate that self-esteem is a complex variable and difficult to interpret, but 

is helpful when used in conjunction with SIT, which will be discussed later. 

In summary, this section highlights several studies that draws attention to the fact that 

identity is multifaceted and complex, and therefore can have both positive and negative links 

in the relationship between perceived discrimination and health outcomes. Moreover, the 

overall findings indicate that perceived discrimination affects Western Muslims in 

maladaptive ways, and that there are different dimensions of identity moderating this 

association, including: Gender, generation, self-esteem, ethnic identity, religious identity and 

national identity. While there are a few contradictions among the empirical studies, it is clear 

that these dimensions of identity can be discussed. 
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5. Discussion 

There are a number of reasons as to why some of the empirical studies have shown 

contrasting results. In general, the main reasons seem to be technical research limitations, 

such as different sample sizes, variations in participants’ age, statistical constraints (e.g., 

different types of analyses may yield different results), correlational limits (i.e., many of the 

studies are correlational in nature, and correlation is not causation), small time frames to work 

on and finish the project (e.g., most of the studies are cross-sectional), and differences in 

perception of discrimination among the participants, all of which may have affected the 

research results to some degree. In addition, a vast majority of the examined studies are 

quantitative in nature, neglecting qualitative strengths such as a deeper exploration of the 

individuals true subjective experience of discrimination. For instance, what does it mean 

when a Muslim individual chooses to identify with his/her origin culture instead of the host 

culture, and what is the motivation behind this? Such questions may be better suited for 

qualitative interviews, which focus on Muslims’ personal stories. Moreover, many of the 

studies use scales in their methodologies (e.g., perceived discrimination scale, religiosity 

scale, etc). One particular weakness with these types of scales is that they refer only to a 

specific point in time, which may stand in contrast to the development of identity processes 

which evolve over a broader time period. Also, many of the studies used scales that asked the 

participants to rate how much they perceive to identify as a Muslim. This is noteworthy 

because it may be hard to establish what a ‘Muslim’ is. In general, because this thesis 

explored Western Muslims, to be or not to be a Muslim is a subjective choice. Definitions of 

being a Muslim may be completely different between unique groups of people. 

The findings highlight the fact that no single group of Muslims are alike, and therefore 

one cannot generalize the results from one sample to the entire population of the country in 

question, let alone all of the West. For instance, Rippy & Newman (2006) state that the likely 

reason that anxiety was not related to perceived discrimination in their particular study was, 

among other things, due to the population itself (i.e., maybe Muslim Americans, unlike other 

groups, don’t show this specific association). In another example, Rousseau et al. (2011) 

suggest that although Muslim Arabs report less psychological distress than non-Muslim Arabs 

and Haitians in the 2007 sample, this relative advantage has decreased since 9-11. An 

explanation for this may be that despite the rapid decline of discrimination associated with 

Islamophobia in the months following 9-11, the general levels of fear against Muslims have 

not concurrently declined.  
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It is also important to note that two papers used specific proxy populations to assess 

Muslim ethnicity. These two were Somali American and Iraqi American refugees. Somali 

American, Iraqi American and Muslim Americans are distinct, although overlapping, 

populations (Lowe et al., 2019). While the vast majority of these participants identified as 

Muslims, some of them did not do so, which could have slightly affected the results in these 

studies. However, even in these studies, discrimination associated with being a Muslim was 

particularly salient. For instance, having a Muslim name, wearing a headscarf, or otherwise 

being identified as a Muslim placed Somalis at risk of being harassed, teased, or treated 

poorly (Ellis et al., 2010). In addition, it is worth mentioning that while refugees and 

immigrants/migrants are similar, they are not the same. Refugees are usually forced to move 

to another country, while immigrants/migrants move by choice and due to promise of better 

life opportunities. However, I do not believe that this particular difference had an impact on 

my research questions, because many people who discriminate cannot easily distinguish 

between a Muslim migrant and a Muslim refugee.  

5.1. The Moderating Role of Identity 

There is general consensus on the moderating role of identity in the association 

between perceived discrimination and health outcomes. For instance, Rousseau et al. (2011) 

first suggested that discrimination targeting valued collective identities, such as one’s religion, 

may reinforce group cohesion within minority groups, which has a protective function. A few 

years later, Rousseau et al. (2013) found an interaction effect between collective self-esteem 

and discrimination, whereby CSE buffers the negative effects of discrimination on 

psychological distress. In addition, Kira et al. (2010) show that collective identity trauma (i.e., 

identity-related discrimination) was a strong predictor of both PTSD and CTD. In another 

example, Ellis et al. (2010) conclude that social identity moderated the association between 

discrimination and mental health (i.e., the intersection of gender and acculturation shaped the 

experience of discrimination). 

However, not all of the identity models explored have received uniform support. For 

instance, while both the rejection-identification (RIM) and the rejection-disidentification 

(RDM) models have received strong support in the literature, the general findings from the 

empirical studies examined in this thesis have been mixed. I want to reemphasize that the 

RIM suggests that perceived discrimination lead individuals to intensify their in-group 

identifications, which in turn protects and increases psychological well-being. On the other 
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hand, the RDM posits that discrimination may increase in-group identifications, while also 

decrease identification with the host national out-group. 

 Consistent with the RIM, Stuart & Ward (2018) found that personal discrimination 

distress was associated with lower levels of depression for Muslims who strongly identified 

with their religion. However, the opposite effect was found for the interaction between 

religious identity and cultural transition stress (i.e., experiences of change that challenge one’s 

understandings about how to live). Partly in line with the model, Stuart et al. (2020) found 

that perceived group discrimination (but not personal discrimination) was associated with 

stronger in-group religious identity, but surprisingly this was not related to less depressive 

symptoms. In contrast to the RIM, Balkaya et al. (2019) conclude that neither Muslim-

American adolescents’ experience of individual-level nor group-level discrimination were 

related to their Muslim in-group identity. However, a higher sense of belonging to the Muslim 

in-group was related to less externalising problems. 

It is important to mention that the RIM is related to SIT, in the sense that the latter 

theory posits that people want to perceive their own group as better than other groups as a 

way to maintain and increase their self-esteem (i.e., people strive to have a positive self-

concept in order to feel better about themselves). If the perceived comparison process 

between one’s own group and outside groups is positive (i.e., they perceive their own group to 

be better than the outside group), then this will often enhance the group’s self-esteem and in-

group identification, resulting in better psychological outcomes. Every & Perry (2014) found 

important results in their study on the relationship between self-esteem and perceived 

prejudice: While group level discrimination lead to an increase in self-esteem (i.e., more in-

group identification), interpersonal discrimination resulted in lower self-esteem (i.e., less in-

group identification), which supports and contradicts the RIM at the same time. In line with 

the RIM, Rousseau et al. (2013) found that self-esteem buffers the negative effects of 

perceived discrimination on psychological distress. Surprisingly, Ameline et al. (2019) found 

a lack of significant relationship between perceived discrimination, group identification and 

self-esteem, which stands in contrast to much of the literature in the field. One particular 

problem with self-esteem is that it is a positive variable, and it is stated that these are 

generally harder to find effect-sizes (i.e., relationship strength) for than negative variables, 

such as depression, which may contribute to explain the study’s lack of significant 

relationships. Moreover, Wiley et al. (2013) suggest that a potential reason for the lack of 

association between perceived discrimination and group identification may be that first-
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generation immigrants do not want to identify more strongly with their in-group when they 

face discrimination from the mainstream culture in order to avoid further prejudice and 

potential persecution. Nonetheless, there is evidence that both group and individual forms of 

perceived discrimination is associated with a stronger in-group identity in other studies, 

confirming the centrality of the RIM (e.g., Branscombe et al., 1999; Spencer-Rodgers & 

Collins, 2006).  

Consistent with the RDM, Stuart et al. (2020) found that perceived personal 

discrimination was related to weaker host national identity. Balkaya et al. (2019) found 

similar results, which consequently also lowered the Muslims’ psychological adjustment. 

These findings might imply that when discrimination is personal, the desire to become part of 

the higher status group is reduced. Specifically, in line with SIT, individuals may distance 

themselves from a group to protect their self-esteem if the discriminatory experience is 

attributed to personal deservingness (e.g., Major et al., 2003). In contrast to the RDM, group 

discrimination was associated with a stronger host national identity in both studies. In 

Balkaya et al.’s (2019) study, stronger national identity also resulted in better health outcomes 

(i.e., less internalizing and externalizing problem behaviours). While it may be difficult to 

pinpoint why exactly group discrimination operates in this way, some researchers argue that it 

is because of differences in perceived compatibility of identities (Hutchison et al., 2014). This 

makes it so perceived group discrimination will result in stronger host country identification. 

Specifically, in Stuart et al.’s (2020) study, the dual identity situation of British Muslims may 

suggest that in the face of discrimination towards one possible identity position, the less 

threatened position (i.e., the British identity) is taken on in order to cope with identity threat. 

In relation to the research questions, this means that identity has a protective function in the 

association between perceived discrimination and health outcomes, among Western Muslims.  

Nonetheless, other research has concluded that both perceived personal and group 

discrimination results in weaker host national identity, affirming the validity of the RDM 

(e.g., Verkuyten, 2007). While the findings regarding the RIM and RDM are mixed, one thing 

remains clear: The type of discrimination (i.e., individual vs group-level) is important, 

because the distinctions between different forms may have unique effects on group 

identification and health outcomes. Specifically, both perceived individual-level and 

perceived group-discrimination can influence the degree to which (Muslim) individuals 

identity with their ethnic, religious and/or national group, which results in varying health 

outcomes. This highlights the complexity of the experiences we are trying to capture under a 
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single umbrella term of ‘discrimination’ (Every & Perry, 2014). This is also important in 

relation to the research questions because it shows that identity is not the only moderating 

variable in the relationship between perceived discrimination and health.  

Balkaya et al. (2019) also points out that different types of discrimination can be 

linked, and should not always be evaluated separately. As previously stated, their study found 

that at low levels of perceived group discrimination (i.e., Islamophobia), individual-level 

religious discrimination was associated with lower levels of identification with the host 

country group and more internalizing and externalizing problems among Muslim-Americans. 

However, at higher levels of perceived group discrimination, individual-level discrimination 

was linked to greater identification with the host country group and less internalizing and 

externalizing problems. This indicates that the impact of perceptions of discrimination in 

interpersonal interactions can depend on one’s perceptions of group discrimination. In other 

words, group-level discrimination may serve as a moderator of the relation between 

individual-level discrimination and group identity, in the sense that individuals may either 

blame themselves for discrimination or dismiss their individual perceptions of discrimination 

and shift responsibility to those who discriminate against them, likely as a way to protect their 

self-esteem. This Moderation seems to depend on the individuals personal perceptions of 

discrimination relative to the discrimination their in-group faces (e.g., Crocker & Major, 

1989; Hatzenbuehler, 2016).  

Moreover, Berry’s (1997, 2005, 2006) acculturation model is also relevant to many of 

the findings in this thesis. Specifically, his strategies of acculturation may contribute to 

explain the relationship between ethnic, religious and/or national identity processes and health 

outcomes. To reemphasize, the strategies are as follows: Marginalisation (i.e., neither 

identifying with origin culture nor new host culture), integration (i.e., identifying with both 

cultures), assimilation (i.e., identifying with host culture and neglect origin culture), and 

separation (i.e., identifying with heritage culture and neglect host culture). However, using 

this model to interpret the findings, the implications seem to be mixed. First of all, Berry’s 

strategy of integration was related to better psychosocial outcomes in his studies, which some 

of the empirical studies do support. For instance, Balkaya et al. (2019) found that Muslims 

who had a strong sense of belonging to their religious and/or mainstream American cultural 

groups were less likely to report internalizing and externalizing symptoms. However, Lowe et 

al. (2019) state that the most severe anxiety symptoms were observed in participants reporting 

a strong Muslim American identity, which stands in contrast to Berry’s integration strategy. 
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Furthermore, the strategy of marginalization is not suitable to explore in this thesis, because in 

all of the empirical studies outlined the Muslim participants identified with at least one of the 

groups (i.e., ethnic, religious and/or national groups). 

In addition, similarly to the acculturation literature, there are mixed findings in the 

empirical studies regarding the health effects of assimilation and separation. For instance, 

Stuart et al. (2020) found that Muslim identity (but not national identity) was weakly 

associated with greater depressive symptoms, which suggest that assimilation may be the 

better acculturative outcome. Similarly, Giuliani et al. (2018) found that national 

identification was linked to higher levels of satisfaction regarding Muslims’ migration 

decision, while religious identification was associated with lower levels of satisfaction. 

Balkaya et al. (2019) also found support for national identification to be related to better 

health outcomes. Nonetheless, many of the studies found that ethnic and/or religious 

identification had a protective effect on the association between perceived discrimination and 

health (e.g., Ellis et al., 2010; Ameline et al., 2019; Stuart & Ward., 2018; Jasperse et al., 

2012), which suggest that the acculturative strategy of separation (or at the very least the 

aspect of holding onto one’s heritage cultural values) may also have positive effects on health 

outcomes. Therefore, in terms of optimal health outcomes it may not be clear as to whether 

immigrants should assimilate into a new society, separate and retain their cultures, or integrate 

and do both. 

Ethnicity and visible religiosity appears to be powerful agents when it comes to people 

distinguishing between in-groups and out-groups. As SIT states, this is likely because the 

visual differences between groups is immediately apparent, and requires a minimal amount of 

information processing for most humans. Chan (2014) argues that it is not surprising that 

absolute assimilation was traditionally seen as the ultimate end point of acculturation - in 

many western countries, efforts are continuously being made in order to ‘integrate’ 

immigrants into the mainstream society, including Muslim groups. Those who are visibly 

perceived to be a part of an out-group and refuse to adapt to the new host national culture may 

be put at a disadvantage compared to the majority group, especially in terms of discrimination 

and maladaptive health outcomes. Fortunately, diversity is increasingly becoming recognized 

as a positive element in society, and Berry’s framework has replaced the old acculturation 

model of absolute assimilation. Specifically, minority members are free to revert to their 

former heritage cultures, if they perceive that this will suit them better, which aligns with 

SIT’s concept of social mobility (i.e., people will move to groups that they perceive to be 
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better, as a way to boost their self-esteem). According to SIT, it also does not matter as to 

which group should be perceived as the in-group and which group to be perceived as the out-

group, since they both serve the same function as contributors of identity and self-esteem. In 

terms of Muslim identity in the West, this indicates that as long as Muslims identify with 

either the ethnic, religious or host national group, they will benefit from better health. 

Lastly, it is also important to mention that while identity-related variables (e.g., 

ethnicity, religion, nationality, generation, and gender) are valuable in explaining perceived 

discrimination and its relation to health, they are certainly not the only key factors that have 

an influence on this relationship. In line with the concept of intersectionality, other variables 

such as immigrant status, poverty, and colour of skin, may also increase discriminatory acts 

towards Muslims living in the West. In addition, research suggests that regardless of which 

specific variable that is contributing to discrimination, the frequency of perceived 

discriminatory acts is predictive of detrimental health effects (Kessler et al., 1999). In other 

words, individuals who are of multiple disadvantaged statuses are likely at increased risk for 

discrimination and health problems. In contrast, there are other potential protective factors 

besides ethnic, religious and national identity that contribute to alleviate or buffer the negative 

effects of perceived discrimination, such as employment, social support, and social 

connectedness (Rousseau et al., 2011; Hashemi et al., 2020). For instance, Hashemi et al. 

(2020) found support for the mediating role of social support on the association between 

religious identity and psychological well-being among Muslim migrants. Specifically, a 

stronger sense of religious identity lead to more social support, which ultimately resulted in 

better psychological well-being. It has been argued that the feeling of being cared for and 

supported by others often helps migrants to cope with stressful, postmigration events and 

plays a significant role in the promotion of positive psychological functioning (e.g., Newman 

et al., 2018). An explanation for this, based on SIT, is that individuals tend to support groups 

that embody the salient aspects of their social identities because it builds self-esteem and 

maintains a positive self-identity (Tajfel & Turner, 1979; Lopez et al., 2011). Thus, more 

research is required to explore other factors that may moderate the relationship between 

perceived discrimination and health outcomes.  

5.1.1. Gender 

According to SIT, an individual’s evaluation of their own group depends on how they 

perceive their group compared to other groups (Tajfel & Turner, 1979). Specifically, as 

individuals become increasingly identified with a particular social group, they become more 
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likely to view this group in a positive light, which in turn contributes to their psychological 

well-being. This could potentially be an answer as to how the girls in many of the studies 

examined are resilient to the detrimental health effects of perceived discrimination. Many of 

them may have a particularly high level of positive in-group evaluation (i.e., many of them 

value and feel a part of their ethnic and religious groups greatly), which protects them from 

out-group discrimination. For example, the complex personal, cultural, religious, and political 

symbolism underpinning the choice to wear hijab may act to diminish the negative 

consequences of being a visible Muslim in Western societies (Jasperse et al., 2012). This may 

especially be true for young girls who, in comparison to young boys, are cognitively more 

mature and therefore more involved in processes of identity development (Meeus et al., 

2014). Specifically, girls may be seen as responsible for holding the traditions of the culture 

of origin and passing them along to the next generation (e.g., Sua´rez-Orozco et al., 2006), 

which can result in girls being allowed less flexibility to explore their host culture identities 

and thus develop stronger connections to their heritage cultures (Ketner et al., 2004). Thus, 

while wearing the headscarf can easily identify girls as members of Islam, and make them 

more likely to be discriminated against, it can also make some girls feel a sense of pride and 

belonging to their ethnic and religious groups, which acts as a protective barrier in the 

association between perceived discrimination and health. 

However, not all results showed that ethnic and religious groups were protective for 

girls. Specifically, there may be explanations as to why some Muslim girls who engage in 

their ethnic and religious groups less frequently may be more susceptible to discrimination 

from their own in-group, often resulting in maladaptive psychosocial outcomes. In terms of 

the acculturation model, gender can play a salient role in shaping acculturation experiences 

(Ellis et al., 2010). Specifically, individuals who accept and adopt aspects of the receiving 

host culture (i.e., assimilate or integrate) may be criticized and ostracized by more 

traditionalist members of their ethnic culture or religious community (Schwartz et al., 2006). 

This may create an identity conflict, whereby the individual is forced to choose between the 

two identities, resulting in psychological distress.  

In contrast, since Muslim boys are not told what they have to wear at any given time 

in most contexts, they experience less discrimination. Perhaps this is because boys are able to 

construct their social identities in relation to the host country’s culture, while at the same time 

manage to not offend their ethnic or religious groups, resulting in more positive health 

outcomes. However, this does not necessarily mean that boys have an easier time than girls in 
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every context. For instance, Rippy & Newman (2006) found an association between perceived 

religious discrimination and subclinical paranoid ideation (but not for anxiety) among Muslim 

American males (but not females). However, this gender difference may be due in large part 

to the contextual impact of the fear, suspicion and anger against Muslim men in the aftermath 

of the 9-11 terrorist attacks. Specifically, these results suggest that for Muslim boys, the 

greater the perception of a discriminatory and hostile environment, the greater the amount of 

suspicion, mistrust, and wariness they will experience. All in all, the experience of 

discrimination is different for Muslim boys and girls, and there are different consequences for 

the ways in which they encounter discrimination (i.e., buffering vs sensitizing role) and the 

ways in which this affects them based on their connection to their religious, ethnic and/or 

national groups. 

5.1.2. Second Generation Muslims 

There are mixed findings in the literature regarding the differences of discrimination 

perceived by first and second generation Muslims. The studies explored in this thesis suggest 

that second generation Muslims perceive and are more vulnerable to discriminatory 

experiences and its negative health effects compared to the first generation (Rippy & 

Newman, 2006; Giuliani et al., 2018), but why is this the case? One potential reason is that 

they have more opportunities to interact in socialization contexts, such as in school and 

workplaces (Kaduvettoor-Davidson & Inman, 2013). Specifically, second generation Muslims 

often spend their formative years within host countries, where they are a religious and/or 

ethnic minority. Higher linguistic competences among the second generation are likely to 

facilitate and increase opportunities for interaction within the host society and make them 

more aware of and affected by discrimination.  

In addition, first generation Muslims have a stronger connection to their ethnic cultural 

group compared to the second generation, which has been shown to buffer the detrimental 

effects of perceived discrimination. In contrast, second generation youth have to engage in a 

dual identity developmental process, which results in conflicts between external (i.e., out-

group) and family (i.e., in-group) pressures, making them more susceptible to perceptions of 

discriminatory experiences (Stuart et al., 2010). Lastly, Liu & Suyemoto (2016) suggest that 

whereas first generation Muslim adults attribute discrimination experiences to their status as 

an immigrant, the second generation tend to consider themselves as members of the host 

society, and thus perceive discrimination as a result of their distinctiveness linked to ethnicity 

and/or religiosity. However, it is important to note that there are other studies in the literature 
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that indicate that children born to immigrant parents have higher levels of acculturation and 

lower levels of perceived discrimination (e.g., Kohatsu et al., 2000), which stands in contrast 

to the findings in this thesis. For instance, Stevens et al. (2004) suggest that second generation 

Muslims are more willing to combine loyalty to their cultural heritage and host society values 

compared to their adult counterparts, which often leads to better adaptive outcomes. 

5.2. Muslims, Discrimination and Health 

As was established in the initial section of the thesis, research has shown that negative 

attitudes toward Muslims have increased substantially throughout recent decades and that the 

widespread hostility towards Muslims is shared by both majority and minority non-Muslim 

groups in the West. For instance, visible Muslim expressions might be assumed by the host 

population as a cultural and/or political statement made on behalf of Muslims to protest 

against rising Islamophobia, to advocate Islamic values or to show adherence to an Islamic 

identity, leading to more prejudice against the Muslim population (Droogsma, 2007; Jasperse 

et al., 2012). In addition, people in different Western countries have their own individual 

perceptions of Muslims. These statements may contribute to explain the reason for some of 

the mixed findings regarding the moderating influence of religious and ethnic identity on 

perceived discrimination and health outcomes. Specifically, in diverse countries such as the 

USA, Muslims may be more likely to experience high levels of discrimination as a result of 

their ethnic and religious identities, especially post 9-11. Moreover, not every country’s 

culture may be tolerant of Islam and its influence, and no individual context is the same, and 

therefore there are bound to be differences in perceived discrimination at different places in 

the world. For instance, a highly visible Muslim individual who does not have any interest in 

accepting the host country’s cultural values may be more susceptive to receive negative 

attention. As SIT shows, people are often quick to point out and dislike individuals who are 

different from themselves, and therefore immigrants can easily become the targets of 

discrimination. In contrast, a less visible Muslim individual who actively tries to blend in the 

host country environment may receive far less public attention, and therefore reduces the risk 

of being discriminated against. 

It is also evident that immigrants eventually become familiar with the different sets of 

social rules and norms in the host society over time, but they might choose to adopt or reject 

these ideas if they are found to be in conflict with their previous beliefs (Chan, 2014). 

Individuals characterised as ‘separated’ who highly identify with their ethnic and/or religious 

group may reject social values that are associated with the out-group, especially when they are 
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found to be in conflict with the values that are representative of their in-group, as may be said 

for many Muslim migrants. Therefore, while being able to navigate between one’s heritage 

culture and the host culture (i.e., integration) often does lead to more positive adaptation 

outcomes, many Muslims may not have the possibility of doing this and may as a result adopt 

a separation strategy. This could help to explain how discrimination against Muslims occurs. 

Specifically, Muslims may be perceived by the majority group to not want to take part in their 

host country culture, which can result in experiences of discrimination. 

Based on the empirical studies, identifying with the national group (i.e., adoption of 

host country culture) generally seems to have a positive role in the association between 

perceived discrimination and health. A potential reason for this is that national identity, in 

contrast to religious and ethnic identity, may be more linked to socio-cultural aspects of 

adjustment such as school and work success as well as successful participation in the host 

society (e.g., Heim et al., 2011). In other words, when a majority group perceives that 

Muslims identifies with and adopts their cultural values, they may have a greater sense of 

respect and approval of them, resulting in better adaptation and health outcomes. 

The different findings indicating whether ethnic and/or religious identification has a 

buffering or sensitizing effect on perceived discrimination and health outcomes highlights the 

complexity of the topic. Most of the empirical studies suggest that ethnic identification has a 

protective role in this association. The literature in the field also seems to agree with this 

statement. For instance, Wong et al. (2003) found strong support for an ethnic identity buffer 

against the detrimental effects of perceived discrimination. However, while there is evidence 

that religious and ethnic identities can act as protective factors against the negative effects of 

perceived discrimination for Muslims, there are also contradictory findings in the literature 

that indicate these can exacerbate the negative outcomes of stressors on dimensions of 

psychological well-being (e.g., Downey & Feldman, 1996; Stuart, 2014). Specifically, 

Friedman & Saroglou (2010) argue that the relationship between religiosity and well-being is 

complex within Western societies where religiosity plays an important role in the 

stigmatization of Muslims, such as in Belgium. In contrast to being a member of an ethnic 

group, being a religious group member is more likely to be perceived as a voluntary choice, 

for which one more easily can be held responsible for by both oneself and others (Crocker & 

Major, 1989). Because of this self-responsibility, people are more likely to blame themselves 

for their stigmatizing condition, which may result in individuals being more vulnerable to low 

self-esteem, which involves worse health outcomes. 
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However, that is not to say that being overtly involved with one’s religion always 

results in negative health consequences, despite the risk of facing more discrimination. 

Specifically, even research that has found religious practices to exacerbate certain types of 

detrimental effects (e.g., acculturative stress) have ultimately concluded that they do exert a 

positive influence on mental health in general (Stuart & Ward, 2018). In fact, a majority of the 

literature indicates that the sense of belonging to a religious group and its importance to self-

concept, the association with a religious institution, engagement in religious activities, and 

belief in a god or higher power provide individuals with a sense of significance, positive 

emotions, self-esteem, and mental health (e.g., Aflakseir, 2012; Davis & Kiang, 2016). For 

example, in a cross-cultural comparative study, it was found that Muslim youth’s 

identification with Islam was related to greater life satisfaction, better school adjustment and 

fewer behavioural problems, and it was found that religious identity was protective against the 

negative health effects of discrimination (Ward et al., 2010). A suggestion for why this may 

be the case for Muslims is that Islam is a key aspect in the daily life of many Middle Eastern 

societies, in the sense that it greatly impacts individuals’ thinking, behaviours, and social 

customs (e.g., Ikizler et al., 2018; Duderija, 2008; Thomas & Sanderson, 2011; Wong et al., 

2003). In addition, religious identity fosters opportunities for social interaction between 

likeminded people and nurtures friendships and social ties through participation and 

involvement in religious organizations, which in turn results in better mental health outcomes 

(e.g., Wei et al., 2012). In other words, many Muslims have access to cultural and social 

resources that contribute to mitigate the detrimental impact of perceived discrimination on 

their adjustment (Balkaya et al., 2019). 

The acculturation model may also help explain why religious and/or ethnic 

communities have a protective function in the association between perceived discrimination 

and health effects. As has been stated, the acculturation model can be understood to occur 

along two dimensions: the degree to which one identifies with one’s host culture and the 

degree to which one identifies with one’s culture of origin. Each of these dimensions has 

implications for the degree to which one experiences discrimination as well as its effects. In 

relation to the thesis, and despite the positive findings on the role of national identity, 

Muslims who initially spend more time with individuals from outside their culture of origin 

may place themselves in settings where they are less protected by their own community and 

therefore more likely to experience discrimination (Viruell-Fuentes, 2007). In contrast, 
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Muslims who continuously participate in community activities may surround themselves with 

other Muslims and thus be less likely to experience discrimination. 

While Muslims are one of the most discriminated against groups in the Western world, 

they are not the only minority group that regularly perceives and is affected by prejudice. In 

Rousseau et al.’s (2011, 2013) studies, Haitians and Arab Muslims both experienced high 

levels of perceived discrimination. This might be because Haitians, as a black ethnic minority, 

have traditionally suffered racial, social, and economic discrimination in Canada, while Arab 

Muslims have historically been more respected (Rousseau et al., 2013). However, post 9-11, 

an increasing amount Arab Muslims have been reported being victims of discrimination. This 

indicates that international discourse on national security after 9-11 may not only have 

affected Muslims but also other minority groups. This is despite Muslims having received 

immense amounts of negative media attention (Ameline et al., 2019). 

While research has shown that ethnic and religious identity dimensions are strongly 

intertwined for both first and second generation immigrants (e.g., Duderija, 2008; Güngör et 

al., 2011), there seem to be contexts where these two can be separated. Specifically, there may 

be different experiences of perceived religious discrimination based on one’s ethnicity. For 

instance, white American Muslims may experience pure religious discrimination, but this is 

usually devoid of the influence of ethnicity (Rippy & Newman, 2006). In contrast, minority 

groups such as Arab or Iraqi American Muslims experience both types of discrimination. This 

may be because dominant group members in a society (i.e., white Americans) are perceived to 

be a more valued group, while minority groups (i.e., Muslim Arab immigrants) are perceived 

to be less valued (e.g., Branscombe, 1998). This can be an explanation as to why some 

immigrants may choose to deviate from the host country by adopting an acculturative strategy 

of separation or marginalisation. 

On a final note, there are a number of ways that may help prevent discrimination from 

occurring, or at the very least minimize the detrimental health effects it causes. This has 

important clinical implications because, as stated in the initial section of the thesis, Muslims 

are expected to increase in population in both the US and Europe in the coming years, which 

suggests that more people will experience discrimination and negative health outcomes. The 

general protective functions of Islamic practices highlight the importance of Muslims being 

able and encouraged to maintain their cultural and religious identity in their new society of 

settlement (Jasperse et al., 2012). Specifically, Balkaya et al. (2019) found that a sense of 

belonging to both the Muslim and the host national group were each associated with less 



 

40 
 

 

mental health difficulties, including less anxiety, depression, somatic problems, substance use 

and violence. After all, Berry (1997) himself state that integration (i.e., immigrants being 

actively a part of both the heritage culture and the host culture) is the most positive 

acculturative outcome for an individual’s psychological well-being. Thus, policies and 

programs should encourage the development of multiple social identities by supporting 

positive intergroup relations. Moreover, the contribution of the news media in the 

development of discrimination against Muslims is not sufficiently considered (e.g., Poole, 

2011). Perceptions of discrimination at the individual-level as well as anti-Muslim public 

sentiments in the form of Islamophobia may be particularly detrimental for Muslims living in 

Western cultural contexts because of public attitudes that portray Islamic cultural values as 

incompatible with those of the host country (e.g., Phalet et al., 2018). The media tends to 

magnify this supposed incompatibility. This greatly affects Muslims’ social identities and 

mental health adjustment. Thus, another suggestion is the importance to change the public’s 

perception of Muslims through the media, in order to reduce daily discriminatory experiences 

and to foster a more positive and inclusive sociocultural climate. Specifically, public 

information campaigns can be developed to correct misconceptions about Muslims, which 

could promote interfaith and intercultural dialogue, and potentially result in improved health 

outcomes (Lowe et al., 2019). 

5.3. Conclusion 

In conclusion, many Western Muslims experience discrimination, and this absolutely 

does have severe negative health consequences for the individuals affected, especially in 

relation to psychological health. Moreover, The role of identity has a large influence in the 

association between perceived discrimination and health. With the use of the SIT and the 

acculturation model, key identity processes were explored.  

In terms of the SIT, the findings show that self-esteem is an important variable in 

relation to perceived discrimination, identity and health outcomes, generally indicating a 

positive relationship. Specifically, higher levels of self-esteem is correlated with greater levels 

of in-group identification, which is further related to improved psychological well-being and 

protection against the detrimental effects of perceived discrimination. Moreover, while the 

findings in regard to the RIM and RDM are mixed, it does highlight the notion that the type of 

discrimination (i.e., individual or group-level) is important. This is because different types of 

discrimination may have unique effects on group identification and health outcomes.  
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Regarding the acculturation model, the findings also seem to be mixed. The different 

types of acculturation strategies (with the exception of marginalization) can all be linked to 

positive adaptation outcomes depending on the reader’s perspective, and thus it is hard to 

argue that one strategy results in better health than others. However, these findings must be 

taken with a grain of salt, as much of the acculturation literature points out that integration 

(i.e., identifying with origin and national groups) is the best adaptive strategy in relation to 

health. 

The studies explored in this thesis seem to indicate that people who are of a different 

ethnic and/or religious group tend to perceive more discrimination, but being a part of one’s 

cultural in-group (i.e., group-identification) buffers the detrimental impact of discriminatory 

experiences. Surprisingly, the studies explored also suggest that national identity (i.e., host 

country identification) has positive effects on the association. In addition, gender is an 

important identity variable and plays an essential role in the interaction between perceived 

discrimination and health outcomes. Specifically, girls tend to experience more discrimination 

than boys as a result of being more visibly identifiable as Muslims (i.e., as a result of having 

to wear the hijab). Finally, there are clear differences between first and second generation 

Muslims, which constitutes another important part of Western Muslims’ identity, showing 

that perceived discrimination has more detrimental effects on health and represents a larger 

obstacle to integration processes for second generation Muslims compared to first 

generations. 
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